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Myomectomy F.A.Q. s

The following is a list of real questions that our patients have asked us repeatedly over the years: they
address common concerns regarding fibroids in general as well as minimally invasive myomectomy and
robotic myomectomy in particular. We thought that our brief but clear answers to these questions may be
of value to you and your family members as you are going through this difficult time.

Q: I have been diagnosed with fibroids. Is any intervention really needed?

A As with all medical conditions, this is the focal question. Half of all women over 35 have fibroids:
clearly, only a few of them need medical attention. That is to say: fibroids as such are not considered a
reason for surgery. If instead fibroids are the likely cause of symptoms such as abnormal uterine bleeding
and anemia, pelvic discomfort, sexual dysfunction, frequent urination, gastrointestinal dysfunction then
their removal is likely to result in cessation of these symptoms. Fibroids can cause reproductive
dysfunction by interfering with intercourse, fertilization, implantation, placental and fetal growth and
delivery. When fibroids are in contact with the internal lining of the uterus or distort the uterine cavity they
have a real potential to cause infertility, failure of assisted reproduction cycles (IVF) and pregnancy loss.
On the other hand it is widely accepted that fibroids that are mostly outside of the uterine wall are not
associated with these effects. Fibroids lying within the uterine wall may or may not have a negative effect
on reproduction: the medical literature offers contradictory data and the judgment is made by the
reproductive surgeons on a case by case basis.

The thinking process when considering the indication for myomectomy for fertility reasons is always the
same: balancing the possible benefits with the possible complications.

Q: What are the possible complications of a myomectomy?

Az Two above all: excessive intraoperative or post-operative bleeding and postoperative scarring
(adhesions). We use many precautions to minimize blood loss during and after surgery. Yet,
occasionally we face bleeding to the extent of causing acute anemia that calls for transfusion of blood
praducts. Often cases at-risk for bleeding complications are identified before surgery so that cell-savers,
autologous blood banking and dedicated doner blood banking are predisposed. Some other times the
bleeding is less easy to anticipate and donor blood products are employed. You should rest assured that
modern screening techniques and stringent selection of donors have lowered the chance of contracting a
transfusion-related infectious or immunologic disorder to an abselute minimum.

Adhesions are observed in less than one third of patients undergoing laparoscopic myomectomy and in
the majority of patients undergoing traditional myomectomy. Aside from preferring the minimally invasive
over the traditional approach, there are no specific measures we can employ to change these numbers.
Most of these adhesions are not going to have any repercussions on fertility or other abdominal organ
functions but some will. Tubal factor infertility post-myomectomy is a reality as we IVF doctors know all
too well. That is why we only proceed with recommending surgery when it is clear that leaving the
fibroid(s) in place has more chance of causing harm to the patient reproductive function than the surgery
itself.

Also, you must always remember that a uterus that sustains a myomectomy is a rescued organ. Just like
a uterus that has sustained a cesarean delivery it cannot be considered to be "just as new” in terms of its
subsequent obstetrical performance. You and your cbstetrician must be aware of rare but potentially
serious complications such as uterine rupture (in labor, but also out of labor), and abnormal
development of the placenta such as placenta previa and placenta accreta. We recommend a
scheduled cesarean section at term (usually about 38 weeks of gestational age) for many of our patients
who get pregnant after a myomectomy.

In the back of every woman's mind when she faces the prospect of a myomectomy is the possibility that
she may lose her uterus to an emergency hysterectomy; this question comes up virtually every time at
one time or another. Truly, the chance of an unplanned emergency hysterectomy in a woman undergoing







