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Abstract 

   Myomectomy is surgery to remove uterine fibroids. It is recommended when fibroids become symptomatic or when they 

are causing complaints. Complications include heavy menstrual bleeding, Iron deficiency anemia, pelvic pain and pressure 

symptoms. Laparoscopic myomectomy is one of the techniques feasible for the treatment of intramural myoma. Several studies 

established that there are various advantages of laparoscopic myomectomy over the laparotomic and mini-laparotomic approaches 

for the treatment of uterine myomas One of the most difficult issues regarding the laparoscopic myomectomy is suturing the myoma 

bed.  Although there are considerable advances in suture materials, all of them need to be applied with surgical knot.  Surgical knots 

have many drawbacks as the reduce tensile strength of the suture material by thinning and stretching it. Also, weakest point of a 

suture is the knot and second weakest point are point immediately adjacent to the knot. Another big problem of the laparoscopic 

knots is that the volume of surgical knot is directly related to the total amount of inflammatory reaction in surrounding tissue. Finally 

laparoscopic tied knots are weaker than those tied by the hand in open surgeries. Hence an ideal suture should eliminate the need 

for knotting. The myomectomy incision repair needs a suture that  adequately  addresses the  need  for  an  optimal  wound  closure 

and  minimal  tissue reaction. So, new suturing technique with new suture material as the barbed suture will be very helpful. 
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1. Introduction 

Uterine myomas, also known as leiomyomas or 

fibroids, are very common in women of childbearing age. 

Intramural myomas are the most common type (58–79%) 

among all the observable uterine myomas [1]. Other types of 

myomas like subserous may need myomectomy only if they 

caused complications [2]. The quality of life may be affected 

because of myomas due to menorrhagia, dysmenorrhea, and 

pelvic pain [3]. Myomectomy is the surgical treatment for 

symptomatic fibroids with uterine conservation. 

Myomectomy can be done by Laparotomy, mini-laparotomy 

or minimal access techniques as laparoscopy [4]. Since 1990 

laparoscopic myomectomy (LM) has been proved to be an 

effective alternative to the open surgery for intramural and 

subserous myomas when surgical correction was decided [5]. 

However, LM has been the subject of many controversies and 

debates because of lack of experience which may lead to 

excessive blood loss, prolonged operation time, postoperative 

complications, especially when multiple myomas are 

involved [6]. The operative technique comprises four main 

phases; hysterotomy , enucleation, suturing of myomectomy 

bed and extraction of the myoma [7]. The most important and 

difficult step is suturing of myomectomy bed because of the 

need of rapid technique, and fear of excessive blood loss. 

Many new methods were introduced for reducing bleeding 

during myomectomy such as uterine artery ligation and 

injection of vasoconstrictor agents; however, excessive 

hemorrhage during myomectomy remains a major challenge 

for the surgeon [8]. With a fast-suturing technique, the 

myometrium remains open for less time, thereby reducing 

intraoperative bleeding during myomectomy. Suturing and 

knot tying are challenging laparoscopic skills that require 

extensive training [9]. 

 

2. Sutures History: 

 Sutures the first historical records of wound closure 

with suture material are found as far back as 5,000-3,000 

BC1. They used Natural elements like flax, silk and cotton as 

suture material [10]. Later on, a new material was used. In 

1907, It was a sterilized catgut suture made of sheep intestine. 

It was a major innovation in suture material. Another 

innovation in suture material was the introduction of 

absorbable synthetic suture in 1970s [11]. Later on, after the 

development of synthetic polymers and fibers, a synthetic 

suture was used. These sutures can be manufactured by 

polymer configuration, the type of fiber and its size, surface 

lubricant, coating with antiseptic chemicals made it possible 

to develop many types of it [12]. Each type of these sutures 

has a specific usage, depending on the surgical site, technique 

and the preference of the surgeon. The surgical sutures 

available now can be broadly classified as natural and 

synthetic. Also, they can be sub classified as absorbable and 
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non-absorbable. For practical purposes, these different 

categories of sutures were believed to help surgeons in 

choosing the proper suture material for their surgeries are 

[13]. 

 

3. Barbed Suture: 

        Barbed suture has been recently introduced to facilitate 

laparoscopic suturing. A suture with bidirectional barbs 

offers several advantages over conventional sutures. It is self-

anchoring and is balanced by the countervailing barbs, and 

hence, no knots are required [14]. It self-anchors every 1 mm 

of tissue, yielding more consistent wound opposition; this 

may result in a more “watertight” seal. Because it is knotless, 

it can securely re-approximate tissues in less time, at less cost, 

and with less aggravation [15]. In unidirectional barbed 

suture the cuts in the suture are made in one direction and this 

will result in the barbs facing in one direction. A needle is 

swathed at one end and the other end has a tiny loop which is 

used to secure the suture at the beginning of suturing. The 

barbs in the suture anchor the material at every barb 

approximately every one mm. As it is self-anchoring there is 

no need to knot the suture at the ends [16]. The tensile 

strength is effectively distributed through-out the suture and 

thus eliminating the weak points that affect the knots and 

adjacent to the knots. This constant distribution of tension 

along the suture line allows it to posses a greater breaking 

strength compared to the conventional suture [17]. 

         Nowadays, barbed sutures are used in many other 

surgical fields for various indications. Some examples of its 

indications, the suture can be used in dermal tissue 

approximation, internal wound closure, and tendon repair and 

others. Use of barbed suture in laparoscopic procedures has 

increased in the last few years. Present studies evaluates the 

efficacy of barbed suture in closure of myoma bed, in terms 

of ease of the procedure, time saving and decreasing the blood 

loss. The “baseball” suture technique has been described as 

an alternate option to the classical suture, affording 

advantages such as reduced suturing time, simple to perform, 

single-layer suture, reduced dead-space formation, and 

complete closure of the wound incision. In this technique, the 

needle is inserted initially into the bottom of the incision on 

each side leading to a final aspect similar to the stitches on a 

baseball [18]. 

 

4. Conclusions 

           Bidirectional barbed suture can shorten the operation 

time and blood loss during LM. This suture has barbs that 

maintain the tensile strength without knots and this make 

suturing more easy. 
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