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Mini review
Uterine fibroids are the most common benign tumours of female
genital tract.1 They occur in 20-25% of women of reproductive age.
Fibroids arise from the smooth muscle tissue of myometrium. Majority
of fibroids are asymptomatic. Most of the symptoms are menstrual
disorders, pain and fertility issues.2 Fibroids are often described
according to their location in the uterus.3 Submucous fibroids (SF)
derive from myometrial cells just below the endometrium and
protrude in to the endometrial cavity. Hysterectomy and hysterotomy
were the two standard methods for surgical treatment of symptomatic
SF for a long time. Hysteroscopy with the development of technology
became the gold standard method in treatment of all non-cancerous
intrauterine lesions. Hysteroscopic myomectomy (HM) currently gold
standard minimally invasive and safe surgical procedure in treatment
of SF.4 It is usually performed as outpatient surgery. Most patients
return to full activity within 48 hours.
The most commonly used classification system for SF was
described by the European Society of Hysteroscopy (ESH):5
i. G0 - Completely within the endometrial cavity
ii. G1 - Extend less than 50 percent into the myometrium
iii. G2 - Extend 50 percent or more within the myometrium
Common complications of HM are uterine perforation, incomplete
removal of fibroid bleeding, postoperative adhesion and electrolyte
imbalance. Complete resection of fibroids in HM depends upon
surgical skill and experience. It’s not possible to recognise the margins
of the fibroid by hysteroscopy. Incomplete removal is more common
in G2 fibroids.6 Several studies showed that incomplete resection rates
ranges from 5 to 17 percent.6,7 Several techniques described for HM.
Resectoscopic slicing is the gold standard technique for G0 fibroids.8
This technique has excellent results in G0 fibroids. There is no gold
standard technique regarding hysteroscopic excision of sub mucous
fibroids with a major intramural component (G1 and G2 fibroids).
Several surgical techniques described for avoid from complications
forremoval of G1 and G2 fibroids. Resectoscopic slicing is the classic
technique for HM. Two-step procedure - first described by Donnez et
al.,9 - represents an effective technique which includes combination of
hormonal treatment and hysteroscopic laser surgery.9 Main problem
of this procedure is this method requires two surgical interventions.
This procedure also expensive too. Cold loop technique allows total
excision of fibroid in one step but needs experienced surgeon.10 This
could be a disadvantage for the beginner medical stuff. Ultrasound
guidance during gynecological surgery may prove safety and
accuracy of the procedure.11 Also continuous visualisation can shorten
the operation time. Obesity and a scarred abdomen (eg, after cesarean
deliveries) may diminish transabdominal image quality.
Korkmazer et al.,12 used ultrasound guidance during HM in
64patients. They showed ultrasound guidance during HM provides
complete removal and safety.12 There was no residual fibroid in
this serie. Uterine perforation during procedure not occurred. The
increased safety and complete removal rate in ultrasound guided
hysteroscopy procedures were reported by several studies was
encouraging. However, the technique requires an additional person
to hold the transabdominal transducer. Ultrasound guidance during
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hysteroscopy also reduces the laparoscopy assisted hysteroscopy
procedure rates. Kresowik et al.,13 showed ultrasound guidance cost
less than laparoscopy assisted procedures.13 A study by Coccia et al.,14
found ultrasound guidance to be superior to laparoscopic guidance
in patients undergoing hysteroscopic myomectomy and metroplasty.14
Ultrasound guidance during HM can shorten the operation time. The
ultrasound assisted hysteroscopic surgery provides high-resolution
images of the uterine cavity during all stages of the procedure,
provides high satisfaction rate for the operator, and increases the
complete removal rate of the fibroid and safety of the procedure.
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