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BACKGROUND: Uterine fibroids may decrease quality of life in a abdominal). All women had substantial improvement in short-term
significant proportion of affected women. Myomectomy offers a uterine-

sparing treatment option for patients with uterine fibroids that can be

performed abdominally, laparoscopically (with or without robotic assis-

tance), and hysteroscopically. Quality of life information using validated

measures for different myomectomy routes, especially hysteroscopic

myomectomy, is limited.

OBJECTIVE: To compare women’s perception of their short-term

health-related quality of life measures and reported time to return to

usual activities and return to work for different routes of myomectomy.

MATERIALS AND METHODS: Comparing Options for Manage-

ment: Patient-centered Results for Uterine Fibroids (COMPARE-UF) is a

prospective nationwide fibroid registry that enrolled premenopausal

women seeking treatment for uterine fibroids at 8 clinical sites. For this

analysis, we included women undergoing hysteroscopic, abdominal, or

laparoscopic myomectomy who completed the postprocedure question-

naire scheduled between 6 and 12 weeks after surgery. Health-related

quality of life outcomes, such as pain, anxiety, and return to usual acti-

vitie, were assessed for each route. The hysteroscopic myomectomy group

had large differences in demographics, fibroid number, and uterine size

compared to the other groups; thus, a direct comparison of quality of life

measures was performed only for abdominal and laparoscopic approaches

after propensity weighting. Propensity weighting was done using 24

variables that included demographics, quality of life baseline measures,

and fibroid and uterine measurements.

RESULTS: A total of 1206 women from 8 COMPARE-UF sites un-

derwent myomectomy (338 hysteroscopic, 519 laparoscopic, and 349
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health-related quality of life and symptom severity scores, which was

not different among groups. Average symptom severity scores

decreased about 30 points in each group. Return to usual activities

averaged 0 days (interquartile range, 0e14 days) for hysteroscopic

myomectomy, 21 days (interquartile range, 14e28 days) for laparo-

scopic myomectomy, and 28 days (interquartile range, 14e35 days) for

abdominal myomectomy. After propensity adjustment, quality of life

outcomes in the laparoscopic and abdominal myomectomy groups were

similar except for more anxiety in the laparoscopic myomectomy group

and slightly more pain in the abdominal myomectomy group. After

propensity weighting, return to usual activities favored laparoscopic

compared to abdominal procedures; median time was the same at 21

days, but the highest quartile of women in the abdominal group needed

an additional week of recovery (interquartile range,14.0e28.0 for

laparoscopic versus 14.0e35.0 for abdominal, P < .01). Time to re-

turn to work was also longer in the abdominal arm (median, 22 days;

interquartile range, 14e40 days, versus median, 42; interquartile

range, 27e56).
CONCLUSION: Women who underwent myomectomy had substantial
improvement in health-related quality of life, regardless of route of myo-

mectomy. After propensity weighting, abdominal myomectomy was

associated with a nearly 2-week longer time to return to work than

laparoscopic myomectomy.
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terine fibroids (also called leio-
U myomas) are a leading cause of
morbidity and surgery among
reproductive-aged women.1 Symptom-
atic fibroids can have a substantial
impact on quality of life.2 Myomectomy
has been shown to treat symptoms, to
improve quality of life, and to improve
fertility outcomes3 and can be
approached abdominally, laparoscopi-
cally (with or without robotic assis-
tance), or hysteroscopically.4

Quality of life measures are increas-
ingly used for newer and nonsurgical
fibroid procedures, but validated mea-
sures are less commonly reported on
traditional myomectomy, especially for
hysteroscopic myomectomy.5 A 2018
meta-analysis was unable to report 12-
month quality of life among the 6
studies on hysteroscopic myomectomy.5

Similarly, a comparative effectiveness
review on the management of uterine
fibroids reported insufficient evidence
that myomectomy reduced bleeding and
low strength of evidence for improved
quality of life.4

The Comparing Options for Man-
agement: Patient-centered Results for
Uterine Fibroids (COMPARE-UF) is a
large prospective nationwide registry
that provides a broader view of the usual
care of patients with UF, rather than the
restricted groups in randomized
controlled trials. Using standardized
baseline questionnaires and fibroid im-
aging data abstraction, we are able to
directly compare patient-selected pro-
cedures. In this analysis, we compare the
6- to 12-week postprocedure health-
related quality of life (HRQOL) mea-
sures and return to work or return to
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Why was this study conducted?
COMPARE-UF is a multicenter prospective registry for evaluating outcomes of
fibroid treatments. In this analysis, we evaluate the 6- to 12-week post-
myomectomy quality of life measures for the different routes including hyster-
oscopic, laparoscopic, and abdominal myomectomy.

Key findings
Among the 1200 women in this analysis, substantial improvements in quality of
life were reported in each of the myomectomy route groups. Time to return to
work was shortest for the hysteroscopy route and longest for the abdominal route.

What does this add to what is known?
The study shows that hysteroscopic myomectomy was associated with good
reduction of bleeding symptoms and, surprisingly, also a reduction in bulk
symptoms. In addition, median time to normal activities was similar between
women undergoing laparoscopic and abdominal myomectomy, but return to
work was 20 days earlier in the laparoscopic arm.
usual activities for 3 myomectomy
routes: abdominal, laparoscopic (with or
without robotic assistance), and
hysteroscopic.

Materials and Methods
Compare-UF is an ongoing multi-site
national registry of women with symp-
tomatic fibroids enrolled at 8 clinic
centers across the United States (Mayo
Clinic, INOVA Health System, Brigham
and Women’s, University of Mississippi
Medical Center, University of California
Fibroid Network, Henry Ford Health
System, University of Michigan, and
University of North Carolina) that pro-
spectively compares the effectiveness of
different surgical options for UF
(including hysterectomy, myomectomy,
focused ultrasound ablation, and uterine
artery ablation) on patient-reported
outcomes postoperatively and annually
in follow-up. The full methods of the
COMPARE-UF registry have been pre-
viously published.6 Women were eligible
for inclusion if they were between 18 and
54 years old, were premenopausal, were
English speaking, and had clinical
documentation of uterine fibroids in the
previous 12 months and were scheduled
to undergo a procedural intervention for
fibroids. Exclusion criteria included
suspected or known cancer at a pelvic
site and previous hysterectomy; other
prior uterine or fibroid procedures did
not exclude women from participating.
Trained site coordinators screened
women for eligibility using the clinical
and operative schedules; informed con-
sent was obtained in-person, by tele-
phone, or through a secure, password
protected, Web-based portal (Signal-
Path, LLC, Durham, NC). The registry
was reviewed and approved by the Duke
University Institutional Review Board
for the Duke Clinical Research Institute
(DCRI) ResearchData and Coordinating
Center (Durham, NC) and by the review
boards at each of the 8 clinical recruit-
ment sites.
For this analysis, we included women

who underwent a hysteroscopic,
abdominal, or laparoscopic myomec-
tomy (comprising those who had a
laparoscopic procedure with or without
robotic assistance). The choice of myo-
mectomy route was a decision between
the patient and her provider and was
independent of the COMPARE-UF
study protocols. All surgical procedures
were performed according to profes-
sional standards at each clinical site.
Women were excluded from this analysis
if they had a vaginal myomectomy, did
not complete the short-term post-pro-
cedure follow-up HRQOL variables, or
were missing information on route of
myomectomy (Figure 1).

Outcome measures
The baseline survey was provided on
paper, in electronic form in the Web-
based portal, or by telephone interview;
it included questions on self-reported
socio-demographics, medical history,
fibroid history, current and prior fibroid
therapies and procedures, and repro-
ductive history. Per the COMPARE-UF
protocol, the baseline survey was
completed prior to the time of the
uterine fibroid procedure.

The postprocedure survey contained
short-term HRQOL measures as well as
questions on return to work, return to
usual activities, and rehospitalizations.
The survey was to be completed 6e12
weeks after the procedure through the
Web-based portal or via a telephone
interview with the DCRI Research Call
Center.

Reminders were sent to participants to
complete the postprocedure surveys.
The DCRI site coordinator made at-
tempts to contact participants by tele-
phone who appeared lost to follow-up.
Standardized measures included in the
baseline and postprocedure surveys
included the validated general (EQ-5D)
and uterine fibroidespecific (UFS-
QOL) measures. The UFS-QOL includes
6 subscales of health-related measures
(concern, activities, energy/mood, con-
trol, self-consciousness, and sexual
function), which are summed into the
HRQOL total, with higher scores indi-
cating better HRQOL. The UFS-QOL
also has a symptom severity score that
is the first 8 questions related mainly to
bleeding and bulk symptoms (lower
scores indicate fewer symptoms). To
descriptively categorize patient symp-
toms, we classified patients as having
“bleeding symptoms” if their response
was “somewhat” or greater “distress” on
any of the following UFS-QOL ques-
tions: heavy bleeding during the patient’s
menstrual period, passing blood clots
during the menstrual period, fluctuation
in the duration of the menstrual period
compared to previous cycle, or fluctua-
tion in the length of the monthly cycle
compared to previous cycles. Similarly,
symptoms were characterized as “bulk
symptoms” if the patient’s response was
“somewhat” or greater levels of distress
on either of the UFS-QOL questions:
feeling tightness or pressure in your
pelvic area, frequent urination during



FIGURE 1
Flow chart for the COMPARE-UF patients included in the analysis. COMPARE-
UF, Comparing Options for Management: Patient-centered Results for
Uterine Fibroids
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the daytime hours. A visual analogue
scale (VAS) is part of the EQ-5D and
evaluates overall wellness (0 ¼ worst
possible, 100 ¼ best possible). Any
postprocedure hospitalization associated
with the procedure or with fibroid
symptoms was self-reported. The num-
ber of weeks before a patient reported
that she could return to usual activities
was recorded as a categorical variable
ranging from 0 to 5 weeks and converted
to days for analysis. The number of days
to return to work was a time-to-event
endpoint.
Imaging data measurements
All ultrasound and/or magnetic reso-
nance imaging reports were sent to a
central data abstraction center where
data collection forms were entered. Total
number of fibroids measured in the
uterus was recorded when available.
Fibroid volume was measured using
the prolate ellipsoid formula
(0.523*dimension 1*dimension2*di-
mension3) for each fibroid; total fibroid
volume was calculated based on the
number of fibroids and the individual
fibroid volumes. Average fibroid
dimension for each fibroid (up to 8) was
calculated as the sum of the 3 fibroid
dimensions divided by 3; the average
fibroid dimension per patient was
calculated as the sum of all the average
fibroid dimensions divided by the
number of fibroids measured per pa-
tient. Finally, the uterine volume was
also calculated using the prolate ellipsoid
formula using the 3 dimensions of the
uterus.

Statistical analysis
For baseline patient characteristics,
continuous variables were reported as
medians with 25th and 75th percentiles
(interquartile range [IQR]), and cate-
gorical variables as counts and percent-
ages. To compare across groups,
KruskaleWallis tests were performed
for continuous variables and c2 tests for
categorical variables. Unadjusted out-
comes were reported for all 3 procedural
routes. Although we initially intended to
compare outcomes among all 3 routes,
the profound differences in important
variables for propensity adjustment,
particularly demographic and fibroid/
uterine volumes, were too great between
the hysteroscopic myomectomy group
and the other 2 groups to perform
meaningful propensity adjustment.
Hysteroscopic myomectomy patients are
different in many key baseline factors
such that they cannot be made compa-
rable to the other 2 groups through
propensity score methods. This likely
reflects the fact that most patients who
are candidates for a laparoscopic or open
procedure would not be candidates for a
purely hysteroscopic approach, and vice
versa. Thus, we have provided unad-
justed baseline and short-term outcome
results for the hysteroscopic approach,
but have performed a direct comparison
of the laparoscopic and abdominal
groups.

Laparoscopic vs abdominal
approaches
To compare laparoscopic and abdominal
approaches, propensity scores were
estimated by logistic regression (ie,
probability of receiving abdominal
myomectomy). Potential confounders
for inclusion in the propensity model



TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in the COMPARE-UF Study
(N [ 1206)

Hysteroscopic
myomectomy n ¼ 338

Laparoscopic/robotic
myomectomy n ¼ 519

Abdominal
myomectomy n ¼ 349 P value

Age, y 41.0 (35.0e47.0) 37.0 (33.0e41.0) 37.0 (33.0e41.0) <.01

Race

Other 52 (15.4%) 106 (20.6%) 68 (19.5%) .01

Black 127 (37.7%) 204 (39.6%) 161 (46.1%)

White 158 (46.9%) 205 (39.8%) 120 (34.4%)

Hispanic or Latino 35 (10.7%) 27 (5.3%) 25 (7.3%) .02

Time since diagnosis with fibroid
symptoms, y

3.0 (1.0e6.0) 3.0 (1.0e6.0) 3.0 (1.0e7.0) .14

Prior pregnancies, 1þ vs 0 234 (69.6%) 254 (49.8%) 150 (43.5%) <.01

Prior number of pregnancies,
categorized

>3 70 (29.9%) 34 (13.4%) 29 (19.3%) <.01

3 35 (15.0%) 36 (14.2%) 18 (12.0%)

2 73 (31.2%) 66 (26.0%) 42 (28.0%)

1 56 (23.9%) 118 (46.5%) 61 (40.7%)

0 102 (30.4%) 256 (50.2%) 195 (56.5%)

Body mass index 28.4 (23.9e34.4) 26.5 (22.6e31.9) 27.0 (23.4e33.4) <.01

Currently using birth control 243 (71.9%) 369 (71.1%) 240 (68.8%) .64

Medical history (based on high blood
pressure, diabetes, asthma, thyroid
problems, and blood clots in legs or
lungs)

169 (50.4%) 186 (36.4%) 126 (36.3%) <.01

High blood pressure 68 (20.3%) 79 (15.5%) 49 (14.1%) .07

Diabetes 25 (7.5%) 13 (2.6%) 10 (2.9%) <.01

Asthma 63 (18.9%) 73 (14.4%) 48 (13.9%) .13

Thyroid problems 54 (16.3%) 65 (12.8%) 35 (10.2%) .06

Blood clots in legs or lungs 10 (3.0%) 4 (0.8%) 4 (1.2%) .03

Endometriosis 23 (6.9%) 42 (8.3%) 25 (7.2%) .74

Smoking history 25 (7.5%) 20 (3.9%) 15 (4.3%) .05

Alcohol use including wine and/or
beer

254 (89.1%) 405 (90.4%) 260 (87.8%) .54

Marijuana/pot/cannabis use

Never 222 (66.3%) 342 (67.3%) 247 (71.2%) .35

In the past 91 (27.2%) 121 (23.8%) 77 (22.2%)

Currently 22 (6.6%) 45 (8.9%) 23 (6.6%)

Prior procedures 70 (20.9%) 89 (17.3%) 67 (19.4%) .42

Prior abdominal myomectomy 23 (6.9%) 31 (6.0%) 27 (7.8%) .60

Prior laparoscopic or robotic
myomectomy

10 (3.0%) 21 (4.1%) 16 (4.6%) .53

Prior focused ultrasound 3 (0.9%) 2 (0.4%) 2 (0.6%) .64

Laughlin-Tommaso et al. Quality of life after myomectomy. Am J Obstet Gynecol 2020. (continued)



TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in the COMPARE-UF Study
(N [ 1206) (continued)

Hysteroscopic
myomectomy n ¼ 338

Laparoscopic/robotic
myomectomy n ¼ 519

Abdominal
myomectomy n ¼ 349 P value

Prior endometrial ablation 4 (1.2%) 4 (0.8%) 1 (0.3%) .39

Prior radiofrequency ablation 0 (0.0%) 0 (0.0%) 1 (0.3%) .29

Prior UAE 2 (0.6%) 2 (0.4%) 4 (1.2%) .39

Primary source of insurance

Private 282 (84.4%) 443 (86.0%) 286 (82.7%) .41

Other 52 (15.6%) 72 (14.0%) 60 (17.3%)

Total fibroid volume, cm3, among
patients with imaging data

16.4 (5.3e38.0) 222.6 (77.8e427.4) 380.2 (162.7e727.9) <.01

Average fibroid diameter, cm,
among patients with imaging data

2.5 (1.8e3.5) 5.2 (3.6e7.3) 6.1 (4.5e8.9) <.01

No. of fibroids measured, among
patients with imaging data

1.0 (1.0e3.0) 2.0 (1.0e3.0) 2.0 (1.0e4.0) <.01

Uterine volume, cm3, among
patients with imaging data

181.4 (113.7e310.1) 438.6 (225.3e711.2) 805.2 (449.7e1,312.6) <.01

Discomfort during intercourse 117 (34.6%) 203 (39.3%) 165 (47.3%) <.01

Pelvic pain requiring medications 136 (40.2%) 179 (34.6%) 132 (37.8%) .24

Pelvic pain not during or during
menstrual periods

Both times 69 (20.4%) 119 (23.0%) 87 (24.9%) .10

Not during periods 6 (1.8%) 10 (1.9%) 5 (1.4%)

During periods 55 (16.3%) 49 (9.5%) 39 (11.2%)

No 208 (61.5%) 339 (65.6%) 218 (62.5%)

Frequent urination 121 (35.8%) 297 (57.4%) 217 (62.2%) <.01

Bleeding historya 304 (89.9%) 382 (73.9%) 273 (78.2%) <.01

COMPARE-UF, Comparing Options for Management: Patient-centered Results for Uterine Fibroids; UAE, uterine artery embolization.

a Bleeding history is defined as the composite of menstrual periods that last 7 or more days, heavy bleeding during periods, and bleeding and spotting between periods under the uterine fibroid history.
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were identified a priori by the in-
vestigators and included the following:
age, race/ethnicity, insurance type, time
since diagnosis of fibroids, prior pro-
cedures, prior pregnancies, presence of
medical comorbidities, alcohol use,
marijuana use (current or ever), adeno-
myosis, endometriosis, bleeding history,
total fibroid volume, number of fibroids
measured, uterine volume, pain/
discomfort at baseline, and scores on the
UFS-QOL components at baseline.
Linearity of continuous variables was
checked before fitting the model. A
model using a flexible spline function of
uterine volume was fit. Overlap weights
were used to estimate the average
treatment effect among the overlap
population, and the balance in covariates
was assessed using the standardized dif-
ference. Excellent balance in covariate
means were observed between laparo-
scopic and abdominal myomectomy af-
ter weighting.
Missing data on the covariates were

handled by imputation using the full
conditional specification method in SAS
PROC MI. All potentially important
confounders and additional variables
available in the COMPARE-UF data set
were included, as well as the outcome
variables in the imputation process.
However, outcomes were not imputed.
The missing rate for each variable is
reported in Supplementary Table 1 and is
generally very low. The exception was
15%missing on alcohol use and 10e25%
missing on imaging variables. The anal-
ysis was conducted by single imputation,
as prior comparisons to multiple impu-
tation showed no difference.

Linear regression for the continuous
endpoints and logistic regression for bi-
nary endpoints at baseline and short-
term follow-up in the weighting
adjusted population were used. For the
ordinal endpoint (EQOL 5D-5L
component scales), a proportional odds
model was used for increasing levels of
HRQOL. For the time-to-event
endpoint (time from procedure to



TABLE 2
Baseline and short-term quality of life outcomes by the surgical route among myomectomy patients before weighting

Measure
Hysteroscopic
myomectomy n ¼ 338

Laparoscopic/robotic
myomectomy n ¼ 519

Abdominal
myomectomy n ¼ 349

Baseline

UFS-QOL score: Concern 38.9 (28.5) 51.0 (34.0) 46.0 (31.7)

UFS-QOL score: Activities 51.7 (29.6) 54.9 (29.0) 53.0 (28.7)

UFS-QOL score: Energy/mood 50.2 (28.0) 52.3 (28.2) 49.8 (27.3)

UFS-QOL score: Control 51.3 (27.2) 51.2 (28.0) 48.5 (26.3)

UFS-QOL score: Self-conscious 53.9 (33.4) 49.2 (32.0) 38.2 (30.9)

UFS-QOL score: Sexual function 51.7 (35.3) 55.9 (34.1) 51.9 (34.7)

UFS-QOL score: HRQL total, sum of 6
subscale scores

49.1 (26.4) 52.6 (26.0) 48.7 (25.6)

UFS-QOL score: Symptom severity 53.2 (24.5) 49.2 (24.8) 52.4 (25.2)

Bleeding outcomesa 92.3% (310) 78.3% (404) 81.3% (283)

Bulk symptomsa 63.6% (213) 80.6% (416) 83.5% (289)

Visual analogue scale score 72.7 (19.9) 74.5 (17.5) 72.5 (18.6)

Posttreatment outcomes

UFS-QOL score: Concern 69.4 (31.3) 78.5 (27.8) 79.0 (27.9)

UFS-QOL score: Activities 76.5 (27.0) 74.7 (25.2) 72.8 (26.3)

UFS-QOL score: Energy/mood 74.5 (27.2) 76.3 (24.9) 75.1 (26.0)

UFS-QOL score: Control 75.6 (27.4) 77.9 (24.4) 76.9 (27.0)

UFS-QOL score: Self-conscious 72.2 (32.5) 73.7 (28.4) 70.6 (29.7)

UFS-QOL score: Sexual function 70.3 (33.5) 70.7 (31.3) 67.0 (33.7)

UFS-QOL score: HRQL total, sum of 6
subscale scores

73.9 (26.1) 75.9 (22.5) 74.5 (24.1)

UFS-QOL score: Symptom severity 22.3 (20.1) 20.0 (17.2) 19.5 (16.5)

Bleeding outcomesa 50.6% (164) 45.5% (231) 40.9% (139)

Bulk symptomsa 31.5% (106) 32.4% (167) 35.7% (124)

Visual analogue scale score 79.4 (18.4) 82.7 (14.6) 83.3 (14.5)

Unable to perform usual daily activities
in days

0.0 (0.0e14.0) 21.0 (14.0e28.0) 28.0 (14.0e35.0)

Return to work in days 4.0 (3.0e10.0) 21.0 (14.0e39.0) 42.0 (28.0e56.0)

Hospitalized for postprocedure problem
or fibroid symptomsa

1.3% (4) 3.1% (15) 4.3% (14)

Numbers represent mean (standard deviation) for continuous measures [median (25the75th percentile)] for inability to perform usual activities in days and return to work in days among patients who
worked full-time or part-time.

HRQOL, health-related quality of life; QOL, quality of life; UFS, uterine fibroid specific.

Numbers represent percentage (n) for binary measures.
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return to work) among the weighting
adjusted population, a Cox proportional
hazards model was used and weighted
KaplaneMeier curve was shown. In all
analyses, a robust empirical variance
estimator was used to account for po-
tential clustering of patients within the
same site, and the estimation of pro-
pensity weights.

Results
Baseline characteristics
A total of 1206 women from 8
COMPARE-UF sites underwent
myomectomy (349 abdominal, 519
laparoscopic, and 338 hysteroscopic)
during the study period (Figure 1).
Women undergoing either laparoscopic
or abdominal myomectomy were
significantly younger than women un-
dergoing hysteroscopic myomectomy



(Table 1). In addition, women in the
hysteroscopic myomectomy group had
higher body mass index, were more
likely to have a history of smoking, and
had more concurrent medical comor-
bidities than women in the other groups.
Women who had hysteroscopic myo-
mectomy were also more likely to have
had a venous thromboembolism.
Women undergoing abdominal myo-
mectomy were more likely to be of black
race/ethnicity (46.1%). Among all
women, the median time from diagnosis
to index myomectomy for this study was
3 years, and approximately 20% of the
women had had a prior fibroid
procedure.

Baseline symptoms
In their baseline survey, more women in
the hysteroscopic myomectomy group
reported an abnormal bleeding history
compared with other routes (89.9%
hysteroscopic, 78.2% abdominal, and
73.9% laparoscopic) (Table 1). Discom-
fort during intercourse was highest in
the abdominal myomectomy group
(47.3%), but pelvic pain during and
between menstrual periods was similar
in all 3 groups. VAS scores at baseline
were high (72e75) (Table 2). On the
UFS-QOL, both the HRQOL and the
symptom severity scores were similar
between all groups, with only slightly
more “concern” in the hysteroscopic
group and more “self-consciousness”
reported in the abdominal myomectomy
group. Mobility, ability to perform usual
activities, and anxiety/depression on the
EQ-5D were similar between groups at
baseline, whereas pain was most signifi-
cant for women in the abdominal myo-
mectomy group (Supplementary
Table 2).

Baseline imaging
At baseline, women who underwent
abdominal myomectomy had signifi-
cantly higher total fibroid volume (me-
dian, 380 cm3; IQR, 163e728 cm3) than
women undergoing laparoscopic (223
cm3; IQR, 78e428 cm3) or hysteroscopic
(16 cm3; IQR, 5e38 cm3) myomectomy
(Table 1). Similarly, average fibroid di-
mensions and uterine volumes were
greater in the abdominal myomectomy
group (Table 1). Measured fibroid
number was not different in the laparo-
scopic and abdominal groups, but was
lower in the hysteroscopic group.

Postprocedure results
Unadjusted results for
hysteroscopic myomectomy
The postprocedure survey was
completed at a median of 56 days (IQR,
40e83 days). Women who underwent
hysteroscopic myomectomy had major
improvements from baseline in UFS-
QOL HRQOL and symptom severity
scores (Table 2). Average symptom
severity went from 53.2 (standard devi-
ation [SD], 24.5) at baseline to 22.3 (SD,
20.1) at postprocedure. The proportion
of women reporting bleeding symptom
distress as measured by the composite
score also decreased from 92.3% to
50.6%, and bulk symptom distress was
reduced by half. EQ-5D showed im-
provements in the mobility, self-care,
and usual activities domains. However,
a similar proportion of women in all
groups reported an increase in feeling
pain/discomfort and anxiety/depression
was observed (Supplementary Table 2).
The average number of days until
women returned to usual activities was
at 0 (IQR, 0e14) days. Four women
(1.3%) were hospitalized for post-
procedure problems or additional
fibroid symptoms. Median return to
work for hysteroscopic myomectomy
was 4 days (IQR, 3e10 days), which was
shorter than that for either the laparo-
scopic myomectomy (21 days; IQR,
14e39) or the abdominal myomectomy
(42 days; IQR, 28e56) (Figure 2A).

Comparison of laparoscopic and
abdominal myomectomy
On direct comparison after propensity
weighting, improvements in UFS-QOL
were substantial in both groups and
did not differ on most HRQOL mea-
sures (Table 3). Women in the lapa-
roscopic group had less improvement
in the “concern” and “self-conscious-
ness” subscales. The domains of activ-
ities, energy/mood, control, and sexual
function all improved to a similar
extent. The average symptom severity
scores were not different after the
procedures. Bleeding symptoms were
reported by fewer women following
abdominal myomectomy, but bulk
symptoms and VAS scores were similar
between groups. Return to normal ac-
tivities was faster for the majority of
women in the laparoscopic group
compared with those in the abdominal
group. Although the median times
were the same at 21 days (Table 3), the
upper quartile of women needed an
additional week of recovery in the
abdominal arm; on mean return to
activities time, this equated to 3.2
(95% confidence interval, 1.3, 5.1) days
earlier in women in the laparoscopic
arm than in women in the abdominal
arm (Table 3). Hospitalizations
occurred in 3.9% and 3.8%, respec-
tively. On the EQ-5D, women in the
abdominal group were more likely to
report “slight pain or discomfort” but
less likely to report feeling “slightly
anxious or depressed” (Supplementary
Table 3). After propensity weighting,
return to work in the abdominal
myomectomy group was 20 days later
than in the laparoscopic myomectomy
group (Figure 2B).

Comment
Principal findings
Myomectomy was highly effective in all 3
surgical route groups, showing substan-
tial improvements in short-term
HRQOL 6e12 weeks after the proced-
ure. Average symptom severity scores
decreased from 50 to 20, which is
consistent with prior studies of fibroid
treatment.5,7e10 On direct comparison,
postprocedure HRQOL results were
similar in the laparoscopic and abdom-
inal groups, with small differences seen
in pain/discomfort, anxiety/depression
symptoms, and concern.

The study also confirmed clinical
experience that women who undergo
hysteroscopic myomectomy return to
work and usual activities more quickly
than those who undergo laparoscopic or
abdominal myomectomy. On direct
comparison after propensity weighting,
women in the laparoscopic myomec-
tomy group returned to usual activities
on average 3 days before women in the
abdominal group, but returned to work



FIGURE 2
A, KaplaneMeier curve of the proportion of women who returned to work
over number of days postmyomectomy before propensity adjustment in the
COMPARE-UF Study (N[ 1206). B, KaplaneMeier curve of the proportion of
women who returned to work over the number of days postmyomectomy
after propensity adjustment in the COMPARE-UF Study (N [1206).
COMPARE-UF, Comparing Options for Management: Patient-centered
Results for Uterine Fibroids
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20 days before women in the abdominal
group. Returning to work is likely
influenced by procedural complications,
postprocedure instructions for time off,
disability coverage, and patient needs or
desires to return to work. In contrast,
returning to activities may be more of a
personal choice. The comparison be-
tween returning to work and returning
to activities is limited, however, because
it is more difficult to provide an exact
date on which women report returning
to usual activities. Finally, our ques-
tionnaire categorized this time to return
to usual activities into weeks following
the procedure (reported out in days), a
variable that may be improved in future
studies

Results in the context of what is
known
In prior studies comparing route of
myomectomy, most women returned to
full activities in about 2 weeks after
laparoscopic or robotic approaches.11,12

However, 1 prior prospective observa-
tional study noted that 40% of women
returned to work more than 8 weeks
after laparoscopic myomectomy, which
was associated with how long it took the
women to reportedly “feel back to
normal.”13 The authors hypothesized
that laparoscopic surgery was antici-
pated to shorten recovery, but the greater
complexity of laparoscopic procedures
performed now may actually result in
longer time for recovery. Open surgical
approaches were associated with longer
length of stay in hospital, more pain
medication use, higher VAS scores, and
longer times before return to work.14e17

In 1 study, 74% of women who had
undergone a mini-laparotomy had a full
recovery by postoperative day 15
compared with 90% in the laparoscopic
arm.14 Most of these studies included
fewer women or were from a single
institution.
Our study included more than 300

women who had a hysteroscopic
myomectomy. Despite lower total
fibroid volume and number, women in
our hysteroscopic group had a baseline
quality of life and symptoms similar to
those of women in the laparoscopic
and abdominal groups. More than
one-third reported pain with inter-
course, pain during the menstrual
cycle, and frequent urination, which
are typical components of bulk symp-
toms. As expected, bleeding symptoms
were common and improved post-
procedure in nearly 50% of women.
Long-term results may show a greater
improvement in bleeding, as women
were likely to only have had 1 or 2
menstrual periods before completion
of the follow-up questionnaire. Sur-
prisingly, bulk symptoms also
improved with hysteroscopic myomec-
tomy. A prior study with an average
follow-up of 40 months demonstrated
94% satisfaction after hysteroscopic
myomectomy, indicating that this route
may be highly beneficial for women
with submucosal fibroids.18

In addition to bleeding and bulk
symptoms, myomectomy was associated
with improved sexual function and en-
ergy, and a reduction in feelings of
concern, anxiety/depression, and self-
consciousness. These findings are in
line with prior studies that found sig-
nificant improvements in sexual func-
tion and general health.3,7,19,20

Clinical implications
Although route of surgery affects time
to return to work and usual activities,
women undergoing myomectomy for
symptomatic fibroids achieve sub-
stantial improvements in quality of
life within several months of their
procedure regardless of route. The
extent to which recovery was affected
by differences among providers in
preoperative education, availability
of postdischarge resources, or other
supportive measures posttreatment is
unclear, and is an area for future
research.

Strengths and limitations
In this analysis of the prospective
COMPARE-UF registry, direct compar-
ison of procedures in more than 1200
women from 8 geographically diverse
sites across the United States was
possible because of standardized baseline
questionnaires and data abstraction
procedures for imaging data. At baseline,
we found that women in the laparo-
scopic and abdominal groups did not



TABLE 3
Baseline and short-term quality of life outcomes between abdominal myomectomy and laparoscopic/robotic
myomectomy in the propensity weightingeadjusted population in the COMPARE-UF Study (N [ 1206)a

Measure
Laparoscopic/robotic
myomectomyb

Abdominal
myomectomy

Estimate
(95% CI) P value

Baseline

UFS-QOL score: Concern 47.9 (33.3) 48.0 (31.4) 0.2 (e3.2, 3.5) .93

UFS-QOL score: Activities 53.5 (28.7) 54.6 (28.5) 1.1 (e3.7, 5.9) .65

UFS-QOL score: Energy/mood 50.6 (28.0) 50.6 (27.1) e0.1 (e3.9, 3.7) .98

UFS-QOL score: Control 49.4 (27.6) 49.4 (26.3) e0.0 (e4.2, 4.1) .99

UFS-QOL score: Self-conscious 42.0 (30.4) 42.2 (31.4) 0.2 (e5.6, 6.0) .94

UFS-QOL score: Sexual function 52.9 (34.2) 52.9 (34.3) e0.0 (e6.3, 6.3) 1.00

UFS-QOL score: HRQL total, sum of 6
subscale scores

50.0 (25.5) 50.4 (25.4) 0.4 (e3.4, 4.2) .83

UFS-QOL score: Symptom severity 51.2 (25.0) 51.7 (24.9) 0.5 (e2.4, 3.4) .74

Bleeding outcomesc 80.1% 81.2% 1.1 (0.8, 1.4) .55

Bulk symptomsc 83.5% 82.3% 0.9 (0.7, 1.2) .53

Visual analogue scale score 73.9 (17.8) 72.6 (18.5) e1.3 (e4.5, 1.9) .42

Posttreatment outcomes

UFS-QOL score: Concern 77.6 (28.1) 81.1 (26.4) 3.5 (1.4, 5.6) <.01

UFS-QOL score: Activities 73.5 (25.5) 73.2 (26.1) e0.3 (e3.7, 3.0) .85

UFS-QOL score: Energy/mood 75.3 (25.2) 75.5 (25.5) 0.2 (e2.6, 2.9) .91

UFS-QOL score: Control 77.0 (24.8) 77.5 (26.3) 0.5 (e1.9, 3.0) .67

UFS-QOL score: Self-conscious 70.7 (29.7) 72.3 (28.6) 1.6 (e0.0, 3.2) .05

UFS-QOL score: Sexual function 69.2 (31.4) 67.5 (33.4) e1.7 (e6.9, 3.4) .50

UFS-QOL score: HRQL total, sum of 6
subscale scores

74.7 (23.0) 75.4 (23.4) 0.7 (e1.7, 3.0) .57

UFS-QOL score: Symptom severity 19.5 (16.9) 19.4 (16.3) e0.0 (e1.7, 1.7) 1.00

Bleeding outcomesc 45.6% 39.2% 0.8 (0.6, 0.9) <.01

Bulk symptomsc 31.7% 35.8% 1.2 (0.9, 1.7) .29

Visual analogue scale score 83.1 (14.7) 83.0 (14.4) e0.1 (e1.3, 1.1) .87

Unable to perform usual daily activities in daysd,e 21.0 (14.0e28.0)
19.7 (10.8)

21.0 (14.0e35.0)
22.8 (10.4)

0.8 (0.7, 0.9)
3.2 (1.3, 5.1)

<.01
<.01

Return to work in daysf 22.0 (14.0e40.0) 42.0 (27.0e56.0) 0.5 (0.4, 0.6) <.01

Hospitalized for postprocedure problem or fibroid
symptomsc

3.9% 3.8% 1.0 (0.5, 2.1) .93

CI, confidence interval; HRQOL, health-related quality of life; QOL, quality of life; UFS, uterine fibroid specific.

a Numbers represent mean (standard deviation) and difference in mean from a linear regression model, adjusted by propensity weighting; b Laparoscopic/robotic myomectomy is reference group;
c Numbers represent percentage and odds ratio from a logistic regression model, adjusted by propensity weighting; d Numbers represent median (25the75th) for inability to perform usual activities
in days in the first row, hazard ratio from a Cox regression model, and P value from the log-rank test, adjusted by propensity weighting; e Numbers in the second row represent mean (standard
deviaiton) and linear regression model, adjusted by propensity weighting; f Numbers represent median (25the75th) and hazard ratio from a Cox regression model for return to work in days among
patients who worked full-time or part-time, adjusted by propensity weighting.
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differ significantly in demographics and
HRQOL measures. As expected, women
undergoing abdominal myomectomy
had larger uterine size and fibroid
volumes. By contrast, women in the
hysteroscopic myomectomy group
differed significantly from the other 2
groups with respect to baseline
demographics and fibroid/uterine size,
but had similar baseline HRQOL scores.

Limitations to our study include the
lack of information on patienteprovider



decisions on type of myomectomy route.
Given the overlap in uterine and fibroid
size in both groups, factors other than
fibroid number, size, or location may
play a role, including whether the patient
had prior abdominal surgery or how the
patient feels about tissue removal tech-
niques in laparoscopic cases. We did not
have access to the number of cases that
involved extension of an incision or
morcellation or the counseling that
preceded surgical choices. These factors
may limit the ability to directly compare
groups. We also did not have informa-
tion on the length of surgery, which may
have an impact on recovery. Finally, we
limited inclusion to English-speaking
patients only for the purposes of ques-
tionnaire completion, which may limit
generalizability; in addition, all partici-
pating centers are located in the United
States, so generalizability outside of the
United States may also be limited.
Missing data
We compared the 132 women with
missing follow-up data to the 1206 in the
final study population (Supplementary
Table 4). Total fibroid volume, uterine
volume, and average fibroid dimensions
were similar, although women who had
missing follow-up data were more likely
to be of black race/ethnicity (53% vs
41%), were less likely to have private
insurance (76% vs 85%), and reported
more pelvic pain (48% vs 37%).

Conclusions
Myomectomy is highly effective for
symptomatic uterine fibroids, with sub-
stantial improvement in short-term
HRQOL. Although laparoscopic ap-
proaches have traditionally been associ-
ated with faster recovery, the time to
return to usual activities was only slightly
shorter than that in the abdominal
approach group; however, women
returned to work significantly earlier in
the laparoscopy group. n
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SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

Age, y <.01

Median 338 41.0 519 37.0 349 37.0

25th 35.0 33.0 33.0

75th 47.0 41.0 41.0

Mean 41.0 37.2 36.9

SD 7.3 5.9 5.9

Min 20.0 18.0 23.0

Max 54.0 53.0 54.0

Missing (%) 0 0.0 0 0.0 0 0.0

Race .01

Other 52 15.4 106 20.4 68 19.5

Black 127 37.6 204 39.3 161 46.1

White 158 46.7 205 39.5 120 34.4

Missing 1 0.3 4 0.8 0 0.0

Hispanic or Latino .02

Yes 35 10.4 27 5.2 25 7.2

No 293 86.7 481 92.7 318 91.1

Missing 10 3.0 11 2.1 6 1.7

Time since diagnosis
with fibroid
symptoms, y

.14

Median 330 3.0 503 3.0 340 3.0

25th 1.0 1.0 1.0

75th 6.0 6.0 7.0

Mean 4.8 4.7 5.1

SD 5.9 5.1 5.2

Min 0.0 0.0 0.0

Max 29.0 32.0 28.0

Missing (%) 8 2.4 16 3.1 9 2.6

Prior pregnancies,
1þ vs 0

<.01

Yes 234 69.2 254 48.9 150 43.0

No 102 30.2 256 49.3 195 55.9

Missing 2 0.6 9 1.7 4 1.1

No. of prior
pregnancies

<.01

>6 13 3.8 7 1.3 3 0.9

6 8 2.4 2 0.4 3 0.9

5 24 7.1 8 1.5 3 0.9

4 25 7.4 17 3.3 20 5.7
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SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study (continued)

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

3 35 10.4 36 6.9 18 5.2

2 73 21.6 66 12.7 42 12.0

1 56 16.6 118 22.7 61 17.5

0 102 30.2 256 49.3 195 55.9

Missing 2 0.6 9 1.7 4 1.1

Body mass index <.01

Median 327 28.4 493 26.5 333 27.0

25th 23.9 22.6 23.4

75th 34.4 31.9 33.4

Mean 30.2 28.2 28.8

SD 9.1 7.3 7.2

Min 17.0 14.2 16.5

Max 77.3 58.0 53.2

Missing (%) 11 3.3 26 5.0 16 4.6

Currently using birth
control

.64

Yes 243 71.9 369 71.1 240 68.8

No 95 28.1 150 28.9 109 31.2

Medical history,
based on high blood
pressure, diabetes,
asthma, thyroid
problems, and blood
clots in legs or lungs

<.01

Yes 169 50.0 186 35.8 126 36.1

No 166 49.1 325 62.6 221 63.3

Missing 3 0.9 8 1.5 2 0.6

High blood pressure .07

Yes 68 20.1 79 15.2 49 14.0

No 267 79.0 430 82.9 298 85.4

Missing 3 0.9 10 1.9 2 0.6

Diabetes <.01

Yes 25 7.4 13 2.5 10 2.9

No 309 91.4 496 95.6 337 96.6

Missing 4 1.2 10 1.9 2 0.6

Asthma .13

Yes 63 18.6 73 14.1 48 13.8

No 271 80.2 435 83.8 297 85.1

Missing 4 1.2 11 2.1 4 1.1
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SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study (continued)

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

Thyroid problems .06

Yes 54 16.0 65 12.5 35 10.0

No 278 82.2 443 85.4 309 88.5

Missing 6 1.8 11 2.1 5 1.4

Blood clots in legs or
lungs

.03

Yes 10 3.0 4 0.8 4 1.1

No 324 95.9 502 96.7 340 97.4

Missing 4 1.2 13 2.5 5 1.4

Endometriosis .74

Yes 23 6.8 42 8.1 25 7.2

No 310 91.7 467 90.0 322 92.3

Missing 5 1.5 10 1.9 2 0.6

Smoking history .05

Yes 25 7.4 20 3.9 15 4.3

No 310 91.7 490 94.4 332 95.1

Missing 3 0.9 9 1.7 2 0.6

Alcohol, including
wine and/or beer,
used

.54

Yes 254 75.1 405 78.0 260 74.5

No 31 9.2 43 8.3 36 10.3

Missing 53 15.7 71 13.7 53 15.2

Marijuana/pot/
cannabis used

.35

Never 222 65.7 342 65.9 247 70.8

In the past 91 26.9 121 23.3 77 22.1

Currently 22 6.5 45 8.7 23 6.6

Missing 3 0.9 11 2.1 2 0.6

Prior procedures .42

Yes 70 20.7 89 17.1 67 19.2

No 265 78.4 424 81.7 279 79.9

Missing 3 0.9 6 1.2 3 0.9

Prior abdominal
myomectomy

.60

Yes 23 6.8 31 6.0 27 7.7

No 312 92.3 482 92.9 319 91.4

Missing 3 0.9 6 1.2 3 0.9

Laughlin-Tommaso et al. Quality of life after myomectomy. Am J Obstet Gynecol 2020. (continued)



SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study (continued)

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

Prior laparoscopic or
robotic myomectomy

.53

Yes 10 3.0 21 4.0 16 4.6

No 325 96.2 492 94.8 330 94.6

Missing 3 0.9 6 1.2 3 0.9

Prior focused
ultrasound

.64

Yes 3 0.9 2 0.4 2 0.6

No 332 98.2 511 98.5 344 98.6

Missing 3 0.9 6 1.2 3 0.9

Prior endometrial
ablation

.39

Yes 4 1.2 4 0.8 1 0.3

No 331 97.9 509 98.1 345 98.9

Missing 3 0.9 6 1.2 3 0.9

Prior radiofrequency
ablation

.29

Yes 0 0.0 0 0.0 1 0.3

No 335 99.1 513 98.8 345 98.9

Missing 3 0.9 6 1.2 3 0.9

Prior UAE .39

Yes 2 0.6 2 0.4 4 1.1

No 333 98.5 511 98.5 342 98.0

Missing 3 0.9 6 1.2 3 0.9

Primary source of
insurance

.41

Private 282 83.4 443 85.4 286 81.9

Other 52 15.4 72 13.9 60 17.2

Missing 4 1.2 4 0.8 3 0.9

Total fibroid volume,
among patients with
imaging data

<.01

Median 240 16.4 380 222.6 253 380.2

25th 5.3 77.8 162.7

75th 38.0 427.4 727.9

Mean 71.5 318.5 587.3

SD 367.4 457.7 836.2

Min 0.1 2.1 0.3

Max 5230.0 6794.9 9989.4

Missing (%) 24 9.1 43 10.2 23 8.3
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SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study (continued)

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

Average fibroid
dimension, cm,
among patients with
imaging data

<.01

Median 240 2.5 380 5.2 253 6.1

25th 1.8 3.6 4.5

75th 3.5 7.3 8.9

Mean 2.8 5.6 7.0

SD 1.8 2.6 3.6

Min 0.6 1.1 0.9

Max 21.7 15.2 27.1

Missing (%) 24 9.1 43 10.2 23 8.3

No. of fibroids
measured, among
patients with imaging
data

<.01

Median 253 1.0 412 2.0 273 2.0

25th 1.0 1.0 1.0

75th 3.0 3.0 4.0

Mean 2.0 2.5 2.6

SD 1.4 1.7 1.7

Min 1.0 1.0 1.0

Max 7.0 10.0 10.0

Missing (%) 11 4.2 11 2.6 3 1.1

Uterine volume,
among patients with
imaging data

<.01

Median 227 181.4 321 438.6 216 805.2

25th 113.7 225.3 449.7

75th 310.1 711.2 1,312.6

Mean 251.3 553.3 959.3

SD 224.5 511.3 716.1

Min 48.7 22.2 58.4

Max 1765.1 4438.8 4242.6

Missing (%) 37 14.0 102 24.1 60 21.7

Discomfort during
intercourse

<.01

Yes 117 34.6 203 39.1 165 47.3

No 221 65.4 314 60.5 184 52.7

Missing 0 0.0 2 0.4 0 0.0
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SUPPLEMENTARY TABLE 1
Baseline patient characteristics by the surgical route among myomectomy patients in COMPARE-UF Study (continued)

Variable

Hysteroscopic
myomectomy

Laparoscopic/robotic
myomectomy

Abdominal
myomectomy

P valuen Value n Value n Value

Pelvic pain requiring
medications

.24

Yes 136 40.2 179 34.5 132 37.8

No 202 59.8 338 65.1 217 62.2

Missing 0 0.0 2 0.4 0 0.0

Pelvic pain not/during
periods

.10

Both times 69 20.4 119 22.9 87 24.9

Not during periods 6 1.8 10 1.9 5 1.4

During periods 55 16.3 49 9.4 39 11.2

No 208 61.5 339 65.3 218 62.5

Missing 0 0.0 2 0.4 0 0.0

Frequent urination <.01

Yes 121 35.8 297 57.2 217 62.2

No 217 64.2 220 42.4 132 37.8

Missing 0 0.0 2 0.4 0 0.0

Bleeding historya <.01

Yes 304 89.9 382 73.6 273 78.2

No 34 10.1 135 26.0 76 21.8

Missing 0 0.0 2 0.4 0 0.0

COMPARE-UF, Comparing Options for Management: Patient-centered Results for Uterine Fibroids; Max, maximum; Min, minimum; SD, standard deviation; UAE, uterine artery embolization; 25th,
25th percentile; 75th, 75th percentile.

a Bleeding history is defined as the composite of menstrual periods that last 7 or more days, heavy bleeding during periods, and bleeding and spotting between periods under the uterine fibroid history.
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SUPPLEMENTARY TABLE 3
Baseline and short-term results for the EQ-5D between abdominal myomectomy and laparoscopic/robotic
myomectomy in the weighting adjusted population in the COMPARE-UF Study (n [ 868 women)

EQ-5D scale I am/ I have...
Laparoscopic/ robotic
myomectomy

Abdominal
myomectomy P value

1-1 Mobility at baseline Confined to bed 0.0% 0.7% .14

Severe problems in walking
about

1.9% 1.1%

Moderate problems in
walking about

4.4% 3.5%

Some problems in walking
about

7.3% 12.3%

No problems in walking
about

86.3% 82.4%

1-2 Self-care at baseline Severe problems washing or
dressing myself

0.5% 0.9% .34

Moderate problems washing
or dressing myself

1.2% 0.6%

Slight problems washing or
dressing myself

3.3% 2.4%

No problems washing or
dressing myself

95.0% 96.2%

Laughlin-Tommaso et al. Quality of life after myomectomy. Am J Obstet Gynecol 2020. (continued)

SUPPLEMENTARY TABLE 2
Baseline and short-term results for the EQ-5D (presented as binary proportions) by the surgical route among
myomectomy patients before weighting in the COMPARE-UF Study (n [ 1206 women)

EQ-5D % without problems
Hysteroscopic
myomectomy n ¼ 338

Laparoscopic/robotic
myomectomy n ¼ 519

Abdominal
myomectomy n ¼ 349

Baseline

Mobility 84.0% (283) 86.8% (448) 81.4% (281)

Self-care 94.4% (319) 95.9% (495) 96.5% (332)

Usual activities 71.3% (241) 67.6% (348) 66.3% (228)

Pain/discomfort 35.8% (121) 26.4% (136) 19.7% (68)

Anxious/depressed 43.6% (147) 40.0% (205) 39.5% (136)

Posttreatment

Mobility 89.3% (299) 89.4% (463) 86.2% (299)

Self-care 95.2% (318) 97.5% (503) 96.5% (335)

Usual activities 82.9% (184) 74.8% (270) 66.2% (149)

Pain/discomfort 63.3% (212) 54.0% (278) 43.5% (150)

Anxious/depressed 62.7% (210) 61.8% (319) 69.9% (242)

Numbers are % (n).

COMPARE-UF, Comparing Options for Management: Patient-centered Results for Uterine Fibroids.
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SUPPLEMENTARY TABLE 3
Baseline and short-term results for the EQ-5D between abdominal myomectomy and laparoscopic/robotic
myomectomy in the weighting adjusted population in the COMPARE-UF Study (n [ 868 women) (continued)

EQ-5D scale I am/ I have...
Laparoscopic/ robotic
myomectomy

Abdominal
myomectomy P value

1-3 Usual activities at
baseline

Unable to perform my usual
activities

0.5% 0.7% .89

Severe problems doing my
usual activities

2.8% 2.1%

Moderate problems doing my
usual activities

9.0% 9.8%

Slight problems doing my
usual activities

21.4% 21.6%

No problems doing my usual
activities

66.2% 65.8%

1-4 Pain/discomfort at
baseline

Extreme pain or discomfort 5.3% 2.7% .49

Severe pain or discomfort 11.5% 9.6%

Moderate pain or discomfort 23.2% 32.4%

Slight pain or discomfort 36.8% 35.6%

No pain or discomfort 23.2% 19.7%

1-5 Anxious/depressed at
baseline

Extremely anxious or
depressed

2.0% 2.6% .71

Severely anxious or
depressed

6.0% 7.0%

Moderately anxious or
depressed

23.9% 17.3%

Slightly anxious or depressed 30.0% 36.0%

Not anxious or depressed 38.2% 37.1%

2-1 Mobility at short-term
follow up

Confined to bed 0.1% 0.0% .26

Severe problems in walking
about

0.8% 0.5%

Moderate problems in
walking about

1.8% 1.0%

Some problems in walking
about

8.3% 12.4%

No problems in walking
about

89.0% 86.2%

2-2 Self-care at short-term
follow up

Severe problems washing or
dressing myself

0.5% 0.0% .16

Moderate problems washing
or dressing myself

0.5% 1.4%

Slight problems washing or
dressing myself

1.6% 2.4%

No problems washing or
dressing myself

97.5% 96.2%
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SUPPLEMENTARY TABLE 3
Baseline and short-term results for the EQ-5D between abdominal myomectomy and laparoscopic/robotic
myomectomy in the weighting adjusted population in the COMPARE-UF Study (n [ 868 women) (continued)

EQ-5D scale I am/ I have...
Laparoscopic/ robotic
myomectomy

Abdominal
myomectomy P value

2-3 Usual activities at short-
term follow up

Unable to perform my usual
activities

0.1% 0.0% .18

Severe problems doing my
usual activities

0.2% 0.5%

Moderate problems doing my
usual activities

6.7% 6.9%

Slight problems doing my
usual activities

18.4% 26.6%

No problems doing my usual
activities

74.7% 66.0%

2-4 Pain/discomfort at short-
term follow up

Extreme pain or discomfort 0.7% 0.0% .02

Severe pain or discomfort 1.7% 2.2%

Moderate pain or discomfort 9.8% 12.0%

Slight pain or discomfort 35.3% 42.4%

No pain or discomfort 52.6% 43.4%

2-5 Anxious/depressed at
short-term follow up

Extremely anxious or
depressed

0.9% 0.3% .02

Severely anxious or
depressed

3.0% 2.0%

Moderately anxious or
depressed

9.2% 6.0%

Slightly anxious or depressed 24.7% 23.9%

Not anxious or depressed 62.1% 67.9%

Numbers represent percentages and P values from a proportional odds model, adjusted by propensity weighting.

COMPARE-UF, Comparing Options for Management: Patient-centered Results for Uterine Fibroids.
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SUPPLEMENTARY TABLE 4
Comparison of women missing follow-up data to the final study population in the COMPARE-UF Study

Missing follow-up n ¼ 132 Final study population N ¼ 1206

Age, y 37.0 (33.0e42.5) 38.0 (33.0e43.0)

Race

Other 24 (18.3%) 226 (18.8%)

Black 70 (53.4%) 492 (41.0%)

White 37 (28.2%) 483 (40.2%)

Hispanic or Latino 11 (8.8%) 87 (7.4%)

Time since diagnosis with fibroid symptoms, y 3.0 (1.0e9.0) 3.0 (1.0e7.0)

Prior pregnancies, 1þ vs 0 76 (58.9%) 638 (53.6%)

No. of prior pregnancies

>3 15 (11.6%) 133 (11.2%)

3 10 (7.8%) 89 (7.5%)

2 22 (17.1%) 181 (15.2%)

1 29 (22.5%) 235 (19.7%)

0 53 (41.1%) 553 (46.4%)

Body mass index 29.0 (24.2e32.9) 27.2 (23.2e33.2)

Currently using birth control 75 (56.8%) 852 (70.6%)

Medical history, based on high blood pressure, diabetes,
asthma, thyroid problems, and blood clots in legs or lungs

57 (43.8%) 481 (40.3%)

High blood pressure 29 (22.3%) 196 (16.5%)

Diabetes 10 (7.8%) 48 (4.0%)

Asthma 21 (16.2%) 184 (15.5%)

Thyroid problems 12 (9.2%) 154 (13.0%)

Blood clots in legs or lungs 4 (3.1%) 18 (1.5%)

Endometriosis 15 (11.6%) 90 (7.6%)

Smoking history 14 (10.8%) 60 (5.0%)

Alcohol, including wine and/or beer, use 91 (87.5%) 919 (89.3%)

Marijuana/pot/cannabis use

Never 88 (67.7%) 811 (68.2%)

In the past 32 (24.6%) 289 (24.3%)

Currently 10 (7.7%) 90 (7.6%)

Prior procedures 17 (12.9%) 226 (18.9%)

Prior abdominal myomectomy 4 (3.0%) 81 (6.8%)

Prior laparoscopic or robotic myomectomy 8 (6.1%) 47 (3.9%)

Prior focused ultrasound 0 (0.0%) 7 (0.6%)

Prior endometrial ablation 2 (1.5%) 9 (0.8%)

Prior radiofrequency ablation 0 (0.0%) 1 (0.1%)

Prior UAE 0 (0.0%) 8 (0.7%)

Primary source of insurance

Private 100 (76.3%) 1011 (84.6%)

Other 31 (23.7%) 184 (15.4%)
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SUPPLEMENTARY TABLE 4
Comparison of women missing follow-up data to the final study population in the COMPARE-UF Study (continued)

Missing follow-up n ¼ 132 Final study population N ¼ 1206

Total fibroid volume, among patients with imaging data 145.3 (12.9e355.8) 156.6 (33.0e415.8)

Average fibroid dimension, cm, among patients with
imaging data

4.3 (2.4e7.6) 4.5 (2.9e6.8)

No. of fibroids measured, among patients with imaging
data

1.0 (1.0e3.0) 2.0 (1.0e3.0)

Uterine volume, among patients with imaging data 345.3 (155.0e782.6) 381.2 (186.4e761.2)

Discomfort during intercourse 57 (43.2%) 485 (40.3%)

Pelvic pain requiring medications 65 (49.2%) 447 (37.1%)

Pelvic pain not/during periods

Both times 44 (33.3%) 275 (22.8%)

Not during periods 1 (0.8%) 21 (1.7%)

During periods 18 (13.6%) 143 (11.9%)

No 69 (52.3%) 765 (63.5%)

Frequent urination 77 (58.3%) 635 (52.7%)

Bleeding historya 107 (81.1%) 959 (79.7%)

COMPARE-UF, Comparing Options for Management: Patient-centered Results for Uterine Fibroids; UAE, uterine artery embolization.

a Bleeding history is defined as the composite of menstrual periods that last 7 or more days, heavy bleeding during periods, and bleeding and spotting between periods under the uterine fibroid history.
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