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Uterine myomas are benign, fibromuscular tumors.[1-3] They 
consist of  clonal expansions of  a single myometrial cell with vari-
ous amounts of  fibrous tissue.[1,2] They originate from smooth 
muscle cells of  the uterus.[3] However, in some cases they origi-
nate from smooth muscle cells of  uterine blood vessels.[3] Estro-
gen and progesterone appear to play a key role in the pathogenesis 
of  uterine myomas.[1,2]

They diagnosed in 20%-40% of  women during reproductive age.
[1,3] Their incidence increase during reproductive age and de-
cline in menopause.[1,2] Most patients with uterine myomas are 
asymptomatic.[3] However uterine myomas can cause various 
symptoms: abnormal uterine bleeding, pelvic pain, pressure com-
plaints, infertility and pregnancy-related complications.[2-4]

The management of  patients with uterine myomas remains con-
troversial.[5] There are various treatment protocols that use: 
medical treatment (GnRH analogues), radiological intervention 
(focused ultrasound surgery, uterine artery embolization) or sur-
gical intervention (myomectomy, hysterectomy).[3],[5-13] Recent 
advances in the nonsurgical management of  uterine myomas have 
shown promising results simplifying or eliminating the need for 
surgical intervention in carefully selected patients.[5,7,9]

Stand-alone treatment with GnRH analogues results in temporary 
relief  of  symptoms.[8] However, GnRH analogues are expensive 
and have significant side-effects (bone demineralization, meno-
pausal symptoms).[8] Moreover, uterine myomas return to their 
initial size within a few months of  discontinuation of  the treat-
ment.[4],[6-8],[14] It is obvious that GnRH analogues cannot be 
used as stand-alone treatment.[5,7,8]

However, preoperative treatment with GnRH analogues for 3 to 
4 months: improves hematocrit levels and reduces myomas size, 
total uterine volume and intraoperative blood loss.[3,6,8] This is 
very important especially in patients with large uterine myomas 
and/or anemia.[5]

Certainly, preoperative use of  GnRH analogues makes myomec-
tomy technically easier and less time consuming.[6,8,11] However, 
in some cases uterine myomas become softer with less distinct 
surgical planes.[4,8,11] That cause technical difficulties and in-
crease intraoperative bleeding.[4,8] 11 Also there is increased risk 
of  recurrence, as small uterine myomas recognized with difficulty 
during operation.[5,6,8]

Other agents with various degrees of  success are: GnRH antago-
nists, selective estrogen receptor modulators (SERMs), aromatase 
inhibitors, selective progesterone receptor modulators (mifepris-
tone, asnoprisinil), cabergoline, danazol and gestrinone.[4,8]

Magnetic resonance imaging-guided focused ultrasound surgery 
(MRgFUS) is a hybrid technique that combines the anatomic de-
tail and thermal monitoring capabilities of  magnetic resonance 
imaging (MRI) with the therapeutic potential of  focused ultra-
sound (FUS).[15,16] More specifically, it uses high intensity ul-
trasound waves directed into a focal volume of  uterine myoma.
[4,15,17] The ultrasound energy penetrates soft tissue and pro-
duces well defined regions of  protein denaturation, irreversible 
cell damage and coagulative necrosis.[4,15,17]

MRgFUS is a safe and effective technique and most patients are 
able to return to their normal activities in 1 day.[15,18,19] Preg-
nancy is possible in patients treated with MRgFUS.[20] However, 
they need careful ultrasound evaluation of  placental site and pla-
cental status to ensure appropriate care.[20]

Uterine artery embolization (UAE) is a minimal invasive tech-
nique that use transcutaneous femoral artery approach, to block 
uterine blood supply.[9] During procedure, we usually use polyvi-
nyl alcohol particles of  trisacryl gelatin microspheres.[4,21] Em-
bolization causes irreversible ischemia and leads to necrosis and 
shrinkage of  uterine myomas.[9,22]

UAE is a safe and effective technique for appropriately selected 
women who wish to preserve their uterus.[4,21,23,24] It substan-
tially improves symptoms and quality of  life in the majority of  
patients.[4,21,23] Moreover, UAE results in shorter hospital stay 
and quicker return to normal activities.[24]
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Although pregnancy is possible in patients treated with UAE, 
there is increased risk of  obstetric complications (miscarriage, 
abnormal placentation, preterm labor, malpresentation and post-
partum hemorrhage).[25-27]
Myomectomy remains the treatment of  choice, in women who 
desire future fertility or wish uterine preservation.[4,7,11,28] The 
aim of  myomectomy is to remove all visible uterine myomas and 
reconstruct uterine defects properly.[4,28] Rarely intraoperative 
complications, may lead to an unanticipated hysterectomy.[4]

Laparotomic myomectomy is a safe and effective approach for 
the treatment of  uterine myomas.[4] However, it is associated 
with significant morbidity including excessive blood loss, infec-
tion and postoperative adhesions.[3,12,29,30]

Laparoscopic myomectomy is an alternative approach for the 
treatment of  uterine myomas.[4,12] It is associated with fewer 
complications, shortened hospital stay and less disability.[4,10,12] 
However, it is a tedious operation especially in intramural uterine 
myomas and requires skills in suturing.[4,31,32] Also, many gy-
necologists are not skilled laparoscopists to perform laparoscopic 
myomectomy and uterine repair.[33]

Mini laparotomic myomectomy is an alternative to laparoscopic 
myomectomy for the treatment of  uterine myomas.[5,13,33,34] 
Compared with laparoscopic myomectomy, it is technically easier.
[5,13] It is associated with fewer complications, shortened hospi-
tal stay and less disability.[5,13] [35-39] Surgical technique is basi-
cally the same as in classical laparotomic myomectomy.[5,13,35]

Hysteroscopic myomectomy is a safe and effective approach for 
the treatment of  submucosal uterine myomas.[3,4] It is associated 
with fewer complications and shortened hospital stay.[4,5]

Hysterectomy is the treatment of  choice, in symptomatic peri-
menopausal women with multiple uterine myomas and completed 
childbearing.[3,5,28] It is associated with various complications.[3]

It is obvious that nonsurgical management of  uterine myomas has 
shown promising results simplifying or eliminating the need for 
surgical intervention in carefully selected patients.[5] However, it 
is inappropriate for infertile women and for women wanting to 
preserve future childbearing capability.[5,7] For those women my-
omectomy remains the treatment of  choice.[5,7,11]

References

[1]. Ryan G, Syrop C, Van Voorhis B. Role (2005) epidemiology, and natural 
history of benign uterine mass lesions. Clin Obstet Gynecol 48(2):312-24.

[2]. Parker W (2007) Etiology, symptomatology, and diagnosis of uterine myo-
mas. Fertil Steril 87(4):725-36.

[3]. Wallach E, Vlahos N (2004) Uterine myomas: an overview of development, 
clinical features, and management. Obstet Gynecol 104(2):393-406.

[4]. ACOG. ACOG practice bulletin (2008)  Alternatives to hysterectomy in the 
management of leiomyomas. Obstet Gynecol 112(2 Pt 1):387-400.

[5]. Androutsopoulos G (2012) How effective are current treatment strategies, 
in patients with uterine myomas? J Community Med Health Edu 2(6):107.

[6]. Lethaby A, Vollenhoven B, Sowter M (2002) Efficacy of pre-operative gon-
adotrophin hormone releasing analogues for women with uterine fibroids 
undergoing hysterectomy or myomectomy: a systematic review. BJOG 
109(10):1097-108.

[7]. Olive D, Lindheim S, Pritts E (2004) Non-surgical management of leio-
myoma: impact on fertility. Curr Opin Obstet Gynecol 16(3):239-43.

[8]. Sankaran S, Manyonda I (2008) Medical management of fibroids. Best Pract 
Res Clin Obstet Gynaecol  22(4):655-76.

[9]. Ravina J, Herbreteau D, Ciraru-Vigneron N, Bouret J, Houdart E, 
et al. (1995) Arterial embolisation to treat uterine myomata. Lancet 

346(8976):671-2.
[10]. Nezhat C, Nezhat F, Silfen SL, Schaffer N (1991) Evans D. Laparoscopic 

myomectomy. Int J Fertil 36(5):275-80.
[11]. Glasser MH (2005) Minilaparotomy myomectomy: a minimally invasive 

alternative for the large fibroid uterus. J Minim Invasive Gynecol 12(3):275-
83.

[12]. Falcone T, Parker WH (2013) Surgical management of leiomyomas for fer-
tility or uterine preservation. Obstet Gynecol 121(4):856-68.

[13]. Zygouris D, Androutsopoulos G, Grigoriadis C, Terzakis E (2013) The role 
of mini laparotomy in patients with uterine myomas. Clin Exp Obstet Gy-
necol 40(1):137-40.

[14]. West C, Lumsden M, Lawson S, Williamson J, Baird D (1987) Shrinkage 
of uterine fibroids during therapy with goserelin (Zoladex): a luteinizing 
hormone-releasing hormone agonist administered as a monthly subcutane-
ous depot. Fertil Steril 48(1):45-51.

[15]. Hesley G, Gorny K, Henrichsen T, Woodrum D, Brown D (2008) A clinical 
review of focused ultrasound ablation with magnetic resonance guidance: an 
option for treating uterine fibroids. Ultrasound Q 24(2):131-9.

[16]. Hesley G, Gorny K, Woodrum D (2013) MR-guided focused ultrasound for 
the treatment of uterine fibroids. Cardiovasc Intervent Radiol 36(1):5-13.

[17]. Hindley J, Gedroyc WM, Regan L, Stewart E, Tempany C, et al (2004) MRI 
guidance of focused ultrasound therapy of uterine fibroids: early results. AJR 
Am J Roentgenol 183(6):1713-9.

[18]. Stewart E, Rabinovici J, Tempany C, Inbar Y, Regan L, et al. (2006) Clinical 
outcomes of focused ultrasound surgery for the treatment of uterine fibroids. 
Fertil Steril 85(1):22-9.

[19]. Trumm C, Stahl R, Clevert D, Herzog P, Mindjuk I, et al. (2013) Magnetic 
resonance imaging-guided focused ultrasound treatment of symptomatic 
uterine fibroids: impact of technology advancement on ablation volumes in 
115 patients. Invest Radiol 48(6):359-65.

[20]. Rabinovici J, David M, Fukunishi H, Morita Y, Gostout B, et al. (2010) 
Pregnancy outcome after magnetic resonance-guided focused ultrasound 
surgery (MRgFUS) for conservative treatment of uterine fibroids. Fertil 
Steril 93(1):199-209.

[21]. Gonsalves C (2008) Uterine artery embolization for treatment of sympto-
matic fibroids. Semin Intervent Radiol 25(4):369-77.

[22]. Colgan T, Pron G, Mocarski E, Bennett J, et al. (2003) Pathologic features of 
uteri and leiomyomas following uterine artery embolization for leiomyomas. 
Am J Surg Pathol 27(2):167-77.

[23]. Goodwin S, Spies J, Worthington-Kirsch R, Peterson E, Pron G, et al (2008) 
Uterine artery embolization for treatment of leiomyomata: long-term out-
comes from the FIBROID Registry. Obstet Gynecol 111(1):22-33.

[24]. Gupta J, Sinha A, Lumsden M, Hickey M. (2006) Uterine artery embo-
lization for symptomatic uterine fibroids. Cochrane Database Syst Rev 
25(1):CD005073.

[25]. Walker W, McDowell S. (2006)  Pregnancy after uterine artery embolization 
for leiomyomata: a series of 56 completed pregnancies. Am J Obstet Gynecol 
195(5):1266-71.

[26]. Goldberg J, Pereira L, Berghella V, Diamond J, Darai E, et al. (2004) Preg-
nancy outcomes after treatment for fibromyomata: uterine artery emboliza-
tion versus laparoscopic myomectomy. Am J Obstet Gynecol  191(1):18-21.

[27]. Pron G, Mocarski E, Bennett J, Vilos G, Common A, et al. (2005) Preg-
nancy after uterine artery embolization for leiomyomata: the Ontario multi-
center trial. Obstet Gynecol 105(1):67-76.

[28]. Luciano A. (2009) Myomectomy. Clin Obstet Gynecol 52(3):362-71.
[29]. Berkeley A, DeCherney A, Polan M. (1983) Abdominal myomectomy and 

subsequent fertility. Surg Gynecol Obstet 156(3):319-22.
[30]. Pundir J, Walawalkar R, Seshadri S, Khalaf Y, El-Toukhy T. (2013) Perio-

perative morbidity associated with abdominal myomectomy compared 
with total abdominal hysterectomy for uterine fibroids. J Obstet Gynaecol 
33(7):655-62.

[31]. Friedmann W, Maier RF, Luttkus A, Schafer AP, Dudenhausen JW. (1996) 
Uterine rupture after laparoscopic myomectomy. Acta Obstet Gynecol 
Scand 75(7):683-4.

[32]. Dubuisson J, Chavet X, Chapron C, Gregorakis S, Morice P. (1995) Uterine 
rupture during pregnancy after laparoscopic myomectomy. Hum Reprod 
10(6):1475-7.

[33]. Cagnacci A, Pirillo D, Malmusi S, Arangino S, Alessandrini C, et al. (2003) 
Early outcome of myomectomy by laparotomy, minilaparotomy and laparo-
scopically assisted minilaparotomy. A randomized prospective study. Hum 
Reprod  18(12):2590-4.

[34]. Cicinelli E, Tinelli R, Colafiglio G, Saliani N. (2009) Laparoscopy vs 
minilaparotomy in women with symptomatic uterine myomas: a prospec-
tive randomized study. J Minim Invasive Gynecol 16(4):422-6.

[35]. Fanfani F, Fagotti A, Longo R, Marana E, Mancuso S,et al. (2005) Minilapa-
rotomy in the management of benign gynecologic disease. Eur J Obstet Gy-
necol Reprod Biol  119(2):232-6.

[36]. Nezhat F, Roemisch M, Nezhat C, Seidman D, Nezhat C. (1998) Recur-
rence rate after laparoscopic myomectomy. J Am Assoc Gynecol Laparosc 
5(3):237-40.



International Journal of Translation & Community Medicine, 2014 © 3

Androutsopoulos G, Decavalas G. (2014). Management of Uterine Myomas: A Critical Update, Int J Translation Community Dis, 02(1e), 01-03.

[37]. Doridot V, Dubuisson JB, Chapron C, Fauconnier A, Babaki-Fard K. (2001) 
Recurrence of leiomyomata after laparoscopic myomectomy. J Am Assoc 
Gynecol Laparosc 8(4):495-500.

[38]. Fambrini M, Penna C, Pieralli A, Andersson KL, Zambelli V, et al. (2006) 
Feasibility of myomectomy performed by minilaparotomy. Acta Obstet Gy-
necol Scand 85(9):1109-13.

[39]. Wen K, Sung P, Chao K, Lee W, Liu W, et al. (2008) A prospective short-
term evaluation of uterine leiomyomas treated by myomectomy through 
conventional laparotomy or ultraminilaparotomy. Fertil Steril  90(6):2361-
66.


	References

