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Laparoscopic management of a large urethral leiomyoma
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Abstract

Introduction and hypothesis A 42-year-old female presented with a 12-cm mass bulging the anterior vaginal wall and causing
urgency urinary incontinence and bulk symptoms.

Methods Imaging showed a tumor originating from the dorsal and cranial part of the urethra and developing in the vesicouterine
space and vesicovaginal septum, dislocating the bladder ventrally and the uterus cranial-dorsally.

Results Tranvaginal biopsy showed a benign leiomyoma. A laparoscopic approach with development of the vesicouterine space
permitted a safe partial morcellation of the myoma. After the bladder and vaginal wall had been completely freed, further caudal
dissection was conducted with isolation of the distal cranio-dorsal portion of the urethra. The dissection plane with the vaginal
wall was developed up to the caudal margin of the urethral myoma almost corresponding to the vulvar plane, and total excision of
the lesion was performed.

Conclusion Laparoscopic management of urethral leiomyomas that develop into the vesicouterine space and vesicovaginal

septum is feasible and safe also for very large lesions.
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Introduction

Leiomyomas are benign tumors of the smooth muscle and
occur most frequently in the uterus in females of reproductive
age [1]. In fact, extrauterine leiomyomas are encountered oc-
casionally, and they most commonly involve the genitourinary
tract [2]. However, urethral localization is rare. Usually, ure-
thral leiomyomas present as a mass protruding from the ure-
thral meatus with typical clinical manifestations, such as ure-
thral bleeding, dysuria, and dyspareunia, while obstructive
voiding is rarely reported [3]. The mainstay of treatment is
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transvaginal excision, and recurrence is rare [4]. However, in
this case report a total laparoscopic approach was used to
manage a large urethral leiomyoma that developed in the
vesicouterine and vesicovaginal septum. In fact, a laparoscop-
ic approach is widely used to treat the most common and even
the most challenging pelvic pathologies [5]. To our knowl-
edge, this is the largest urethral leiomyoma reported in the
literature that was exclusively treated with a laparoscopic ap-
proach [6].

Methods and case study

A 42-year-old female presented with urgency urinary inconti-
nence, dyspareunia and bulk symptoms in the pelvis with
onset eight months before. The patient’s medical history did
not show previous problems; she had only had a vaginal birth
20 years before. All vital signs were normal, with no fever,
and blood examinations were not suspicious for infection. The
external genitalia showed a bulky lesion dorsal to the urethral
meatus (see Video in supplementary material). At gynecolog-
ical examination, the bulky lesion continued in a bulging an-
terior vaginal wall and obliterated the vaginal lumen. The
cervix was unremarkable. Transvaginal and transabdominal
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ultrasound scans showed a normal uterus and ovaries, but
demonstrated a large lesion developing in the vesicouterine
space and into the vesicovaginal septum. Further imaging with
MRI was taken and confirmed the presence of the bulk lesion.
In fact, MRI showed a tumor originating from the dorsal and
cranial part of the urethra and developing mainly in the
vesicouterine space and partially in the vesicovaginal septum,
dislocating the bladder ventrally and the uterus cranial-dorsal-
ly. Subsequently, a cystoscopy was performed, showing a nor-
mal urethral lumen and normal bladder. A biopsy of the lesion
was taken transvaginally that revealed a benign lesion deriv-
ing from smooth muscle. Immunohistochemistry of the biop-
sy showed diffuse presence of estrogen (E) and progesterone
(P) receptors. Because of the presence of E and P receptors,
the patient accepted off-label sequential medical therapy with
intermittent ulipristal acetate for 6 months and leuprorelin ac-
etate for 6 months. After this period, a further MRI assessment
showed a different, more elongated shape of the urethral le-
sion, and gynecological examination revealed a softer bulging
of the lesion. Symptoms decreased, but their persistence was
unacceptable for the patient’s quality of life, and therefore she
underwent laparoscopic surgery using high-definition tech-
nology. Four trocars were placed: one 10-mm umbilical trocar,
two 5-mm trocars (one placed 2 cm medial to the left anterior
superior iliac spine and another one in the midline 8 to 10 cm
below the umbilicus); a fourth trocar was placed 2 cm medial
to the right anterior superior iliac spine. The first surgeon
stood to the patient’s left and used a pair of ultrasonically
activated shears from the midline trocar and a grasper from
the left lateral one. The assistant surgeon used a grasper and a
morcellator from the lateral right port while the third assistant
manipulated the uterus.

Surgery started with development of the vesicouterine
space and a progressive cranial-ventral dislocation of the blad-
der. The urethral leiomyoma was then safely partially
morcellated. Dissection of the lesion was continued using
the uterus as a useful landmark to open the vesicovaginal
septum and to pull the leiomyoma cranially. Gentle cranial-
ventral grasping of the bladder permitted dissection and full
isolation from the leiomyoma. After the bladder and vaginal
wall were completely freed, further caudal dissection was con-
ducted with isolation of the cranial-dorsal part of the urethra
using a latero-medial approach bilaterally. A further dissection
plane was developed between the vaginal wall and lesion up
to the caudal margin of the urethral leiomyoma, almost corre-
sponding to the vulvar plane. A Foley vesical catheter was felt
with the laparoscopic instruments as an important landmark
for safe dissection of the urethra; hence, optical magnification
permitted precise recognition of the urethral course. After iso-
lation of the urethra, the complete transection of the pedicle of
the leiomyoma was performed. Full morcellation of the
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leiomyoma was performed. Surgery duration was 230 min
and estimated blood loss (EBL) was 520 ml, without any
requirement for blood transfusion. Considering the surgery
type and duration, a reduction of the EBL could not be easily
achieved since no big vessels feeding the leiomyoma could be
identified and bleeding was mostly due to small vessels. A
small injury of the bladder dome was revealed at the end of the
surgery with instillation of saline solution with dye (methylene
blue) in the vesical catheter. After identification of the bladder
defect, prompt suturing was performed with a continuous suture
of the mucosa and interrupted stitches in the muscular layer. A
leak test was performed by filling with 300 ml saline solution.
Bilateral ureteral patency was not assessed during surgery, but
the bilateral course of the ureter was easily demarcated
transperitoneally. Postoperatively, the patient recovered well.
The indwelling catheter was kept for ten days, and the patient
was able to void without difficulty upon catheter removal. Before
discharge, a cystourethrography was performed without evidence
of spillage from the bladder. Symptom relief was immediate. No
recurrence and normal serum creatine levels were observed at the
12-month follow-up. The Institutional Review Board reviewed
this case report and considered it exempt; furthermore, the patient
signed an informed consent for academic purposes.

Conclusion

The laparoscopic approach to excision of urethral leiomyomas
that develop into the vesicouterine space and vesicovaginal sep-
tum is feasible and safe also for very large lesions. Optical mag-
nification and high-definition technology are important elements
for successful surgery.
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