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ABSTRACT

Objective: To describe the Sancavedu technique for the excision of giant fibroids
via a transumbilical approach and to evaluate its effectiveness in preserving the
uterus. Design: An observational, retrospective, longitudinal study of 20 cases with
large-volume fibroids (1,100-8,900 g) treated using a single umbilical incision and
conventional instruments. Results: Complete excision was achieved in all cases
without conversion to laparotomy. Uterine preservation was 100%, with a mean
hospital stay of <36 hours and low morbidity. No major complications were reported.
Conclusions: The Sancavedu technique is a minimally invasive, safe, and low-cost
alternative for the management of giant fibroids, allowing for fertility preservation
even in resource-limited settings.

Keywords: Leiomyoma; Myomectomy; Fertility preservation; Minimally invasive
surgical Procedures; Uterus.

RESUMEN

Objetivo: Describir la técnica Sancavedu para la exéresis de miomas gigantes
mediante abordaje transumbilical y evaluar su eficacia en la conservacién uterina.
Disefio: Estudio observacional, retrospectivo y longitudinal de 20 casos con miomas
de gran volumen (1 100 - 8 900 g) intervenidas con técnica de incision umbilical Unica
e instrumental convencional. Resultados: Se logré la extirpacién completa en todos
los casos sin conversiones a laparotomia. La preservacion uterina fue del 100%,
con estancia hospitalaria media < 36 horas y baja morbilidad. No se registraron
complicaciones mayores. Conclusiones: La técnica Sancavedy es una alternativa
minimamente invasiva, segura y de bajo costo para el manejo de miomas gigantes,
permitiendo la preservacion de la fertilidad incluso en entornos con recursos
limitados.

Palabras clave: Leiomioma; Miomectomia; Preservacion de la fertilidad;
Procedimientos quirdrgicos minimamente invasivos; Utero

INTRODUCTION

In women of reproductive age, uterine myomatosis is one of the
most prevalent gynecological conditions; historically, the standard
surgical treatment has been laparotomy™. Although the develop-
ment of minimally invasive techniques has improved perioperative
outcomes,@ their application in cases of giant fibroids (weight >1,000
g) remains limited, often requiring invasive procedures that result
in hysterectomy, with higher morbidity, a need for blood products,
and prolonged hospital stays® .

Although laparoscopic myomectomy, single-port techniques” ),
minilaparotomy®'™, and hybrid approaches have evolved since
the 1990s, the largest reported series—such as those by Jung YW et
al. (260 patients) and Wang J (80 patients)—are generally limited to
moderate-sized fibroids (<8 cm) and rely on advanced instrumenta-
tion@3:14),
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Giant myomatosis poses a surgical challenge
that traditionally leads to hysterectomy, lim-
iting the patient’s reproductive options. Ra-
tionale. This study is justified by the need to
disseminate less invasive surgical techniques
that allow for uterine reconstruction with
minimal tissue damage—techniques that are
safe and reproducible—to avoid hysterecto-
my without relying on advanced laparoscopic
technology.

Objective. To describe the Sancavedu tech-
nique and analyze its clinical outcomes to de-
termine its feasibility for replication.

METHODS

Study Design. We conducted an observation-
al, retrospective, longitudinal clinical study
that included 20 patients who underwent
surgery between 2019 and 2025. Selection
Criteria. Women aged 23 to 50 years who met
the following criteria were included: desire for
uterine preservation; uterine size compatible
with a gestational age of >27 weeks; presence
of giant fibroids (weight >1,000 g or multiple
large fibroids); corpus or extracorporeal loca-
tion; and absence of anesthetic contraindica-
tions for major surgery. Cases with suspected
uterine sarcoma, pedunculated subserosal
fibroids (FIGO 7) accessible via conventional
laparoscopy, and uncorrectable coagulopa-
thies were excluded.

The study was approved by the Ethics Com-
mittee of the Uterine Fibroid Center (minutes
approved by the institution). The anonymity
of the participants was guaranteed, as was
compliance with the ethical principles of the
Declaration of Helsinki.

Preoperative evaluation. The protocol includ-
ed a detailed medical history, physical exam-
ination, and complete biochemical profile.
Tumor mapping was performed using trans-
vaginal pelvic color Doppler ultrasound and
abdominal-pelvic magnetic resonance imag-
ing (MRI). In selected cases, GnRH analogs or
progesterone modulators were administered
for preoperative volume reduction, as well as
iron therapy (oral or intravenous) to correct
iron-deficiency anemia.
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Procedure and Safety. Written informed con-
sent was obtained from the patient and a
witness. Perioperative management followed
the guidelines of the Enhanced Recovery Af-
ter Surgery (ERAS) protocol and the WHO sur-
gical safety checklist. Antibiotic prophylaxis
(ceftriaxone 2 g 1V), antifibrinolytic therapy
(tranexamic acid 1 g IV), and oxytocin (20 IU in
1 L of saline) were administered prior to anes-
thetic induction.

SURGICAL DESCRIPTION (SANCAVEDU TECH-
NIQUE)

All procedures were performed by the same
lead surgeon following standardized surgical
protocols:

1.Approach and Exposure. A 3- to 6-cm tran-
sumbilical longitudinal incision, with lay-
ered dissection into the peritoneal cavity
and placement of a medium-sized elastic
retractor (Alexis type). Following pelvic ex-
ploration, adhesions were released and in-
testinal loops were protected by holding the
omentum and intestines in place with a ster-
ile surgical glove filled with saline solution
(a maneuver known as the “Sancavedu fifth
hand”), optimizing exposure without the
need for additional metal retractors

2.Vascular control (hemostatic cerclage). Fen-
estration of both broad ligaments to insert
a No. 14 Foley catheter, encircling the uter-
ine isthmus above the uterine vessels. The
balloon was inflated and traction was ap-
plied to establish a temporary anterior cer-
vical isthmic tourniquet (Figure 1). In cases
of complex anatomical variations, a peritu-
moral ligature was performed using 1-cali-
ber poliglactin 910 suture.

3.Myomectomy and morcellation. Hysterotomy
was performed over the tumor area with the
least vascularization. The manual wedge mor-
cellation technique was applied using succes-
sive triangular incisions to reduce the volume
of large tumor elements (Figure 2). Through the
same incision, blunt enucleation or divulsion of
intramural and subserosal fibroids (FIGO 3-6)
was performed, using delivery maneuvers and
manual retrieval to remove the tissue.
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4.Uterine hemostasis. Reinforced by intermit-
tent myometrial infiltration with a modified
Klein's solution (saline, 0.05% lidocaine, epi-
nephrine 1:1,000,000, and 8.4% sodium bi-
carbonate) combined with oxytocin (10 IU)
and selective electrocoagulation.

5.Endometrial examination. Exploration of
the cavity to lysis synechiae or resect sub-
mucosal lesions (FIGO 0-2), preserving en-
dometrial integrity. The mucosa was closed
with 2-0 polyglactin 910.

6.Hysteroplasty. Layered myometrial recon-
struction using 0-gauge polyglactin 910. The

FIGURE 3. UTERUS RECONSTRUCTED USING A MINIMAL INCISION.

procedure was completed with a continuous
“baseball” serosal closure to minimize the
risk of postoperative adhesions. (Figure 3).

7.Abdominal exploration. Excision of endome-
triosis lesions, ovarian cystectomy, removal
of the cervical tourniquet, verification of he-
mostasis, and assessment of tubal patency
using methylene blue.

8.Abdominal closure and umbilical plasty.
Layered wall suturing. The procedure was
completed with an umbilical plasty using an
invaginating suture of the umbilical groove
margins (3-0 polyglactin 910) to restore aes-
thetic umbilical morphology (Figure 3).

Statistical analysis. A descriptive analysis was
performed using measures of central tenden-
cy and dispersion (mean and range) for quan-
titative variables, and frequencies for quali-
tative variables. The data were processed in
Microsoft Excel version 16.0 for Mac.

REsuLTs

Perioperative results. The average surgi-
cal time was 250 minutes (range: 120 to 405
min), with 75% of the procedures completed
in 300 minutes or less. Estimated intraoper-
ative blood loss ranged from 50 to 2,000 mL,
remaining below 1,000 mL in most cases. The
blood transfusion rate was 20% (4 out of 20 pa-
tients), with blood products required exclusive-
ly in cases with bleeding >1,500 mL associated
with a massive tumor burden (weight >3,300
g). No major intraoperative complications were
recorded, nor was conversion to convention-
al laparotomy necessary in any case. Demo-
graphic and clinical data are detailed in Table 1.
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Population. The series included a total of 20
patients with a mean age of 39 years (range:
23 to 50 years). Fifteen percent of the patients
were younger than 35 years; 55% were be-
tween 35 and 45 years old; and 30% were old-
er than 45 years.

Anthropometry. The average BMI was 27.6
kg/m2 (range: 21.6 to 33.7 kg/m2); 35% were
of normal weight, 55% were overweight, and
10% were classified as having Class | obesity.
Forty percent of the patients reported a his-
tory of previous abdominal or pelvic surgery.

Tumor weight. The weight of the excised fi-
broids ranged from 1,100 g to 8,900 g, with
an overall average weight of 2,776 g. A trend
toward greater tumor volume was observed
in women aged =35 years; 80% had fibroids
weighing more than 2,500 g.

Anesthetic management. This included re-
gional anesthesia with sedation in 45% of
cases, general anesthesia in 30%, and a com-
bined technique in 25%. Stable patients.

Postoperative recovery. Favorable, with an aver-
age hospital stay of 32.4 hours; 70% of the pa-
tients were discharged within the first 24 hours.

TABLE 1. CLINICAL CHARACTERISTICS AND PERIOPERATIVE OUTCOMES

Histopathological examination. Confirmed
the diagnosis of benign leiomyoma in 100% of
cases, ruling out any findings of malignancy.

DiscussioN

The main findings of this study demonstrate
that the Sancavedu technique allows for the
successful removal of fibroids weighing up
to 8.9 kg through a single umbilical incision,
achieving uterine preservation in 100% of the
cases analyzed.

These results suggest that the transumbilical
approach using conventional instruments is a
viable alternative to traditional open surgery.

This procedure represents a significant ad-
vance in conservative surgery, as it allows
for uterine preservation in fibroids weighing
up to 8.9 kg through direct manual access,
eliminating the risks associated with pneu-
moperitoneum or complex laparoscopic in-
strumentation. The standardization of this
technique offers a viable and reproducible
alternative that challenges the current lim-
its of minimally invasive surgery, prioritizing
accelerated recovery and the patient’s ana-
tomical integrity.

Lelomyomas Durutlon Blood Length of stay
S e e

1 233 None Combined 8900 1200

2 40 252 Cesarean section General 2500 310 600 Yes 48
3 38 264 None General 2000 330 750 No 24
4 32 256 None Regional + sedation 1800 165 300 No 24
5 39 26 None Regional + sedation 1400 235 300 No 24
6 23 277 None Regional + sedation 1100 230 100 No 24
7 44 287 None Regional + sedation 2000 195 200 No 24
8 45 333 None General 3300 210 1500 No 24
9 43 285 None General 2300 300 250 No 24
10 47 238 Laparoscopy Regional + sedation 1300 220 400 No 24
1l 46 337 Cesarean section Combined 4000 210 1500 Yes 48
12 39 284 None General 3100 260 400 No 24
13 49 294 Laparoscopy Regional + sedation 1300 255 250 No 48
14 36 271 Cesarean section Regional + sedation 2500 175 200 No 24
15 35 217 Laparotomy Combined 2500 355 2000 Yes 48
16 35 242 None General 2000 275 350 No 24
17 45 274 None Combined 6000 405 2000 Yes 48
18 30 250 Laparoscopy Regional + sedation 1885 245 600 No 24
19 50 226  Cesarean section (x2) Combined 4500 350 2000 Yes 24
20 42 262 None Regional + sedation 1250 210 400 No 24
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In the current literature, it is observed that,
although laparoscopic or hybrid techniques
have gained ground, their application re-
mains largely restricted to moderate-sized
fibroids>'®. Meanwhile, authors such as Con-
rad DH et al."” and Jeong HG"® report the
removal of specimens weighing 4.2 kg and
3.2 kg via minilaparotomy or robotic-assisted
surgery. Our series demonstrates the feasibil-
ity of managing significantly larger volumes
through the same umbilical approach. Fur-
thermore, utilizing the umbilical scar ensures
a superior aesthetic outcome and safe access
even in overweight patients or those with a
history of previous abdominal surgery—con-
ditions that typically complicate conventional
laparoscopy.

In terms of hemostatic safety and surgical
technique, the use of manual transumbilical
delivery and retrieval maneuvers allows for
optimization of operative time and the han-
dling of complex tissues‘. Vascular control
via isthmic cerclage allowed us to maintain a
transfusion rate of 20%, a figure that is com-
petitive with and even lower than that report-
ed by Abrahami et al.?” (20% to 30%) in series
of giant fibroids.

Aligning the procedure with ERAS protocol
standards and WHO safety guidelines ensures
a predictable postoperative course and a
shorter hospital stay, validating the technique
as an efficient option for centers with varying
levels of technological complexity.

Limitations of the study include its retrospec-
tive nature and the sample size of 20 cases,
which limit the generalizability of the results
and statistical comparison with other surgi-
cal approaches. Furthermore, the absence of
long-term follow-up does not allow for a pre-
cise determination of the recurrence rate of
leiomyomas or the definitive impact on the
future fertility of the patients who underwent
surgery.

It is concluded that the Sancavedu technique
is an effective surgical alternative that allows
for uterine preservation in cases of giant fi-
broids through a single minimal incision with
less tissue trauma, eliminating the need for
additional punctures and ports, pneumoperi-

toneum, suction morcellators, and reducing
the use of electrocautery. The procedure op-
timizes postoperative recovery and aesthetic
outcomes, proving to be a valuable and repro-
ducible option in various surgical settings, es-
pecially when seeking to preserve fertility in
patients with extremely large tumor masses.
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Original contribution and significance: We pres-
ent a previously unreported surgical technique
as a conservative and reconstructive option for
the uterus for fertility purposes—a reproducible
procedure with high clinical, symbolic, and aca-
demic value.
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