
Laparoscopy is performed by 

placing a telescope into the 

abdomen near the belly button. 

A camera attached to the tele-

scope  projects the image to a TV 

monitor. Operating instruments 

that are very slender are then 

inserted into cannulas located at 

separate small incisional sites on 

the abdomen. The surgeon looks 

at the monitor to perform com-

plex procedures like myomec-

tomy and hysterectomy. (see P2-

All About Fibroids 
New treatment options 

Mar tha was told by so many that her f ibroids 
could not be removed by laparoscopy, but __ 
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Fibroids are the most common 

benign tumors of the uterus and 

affect more than 30% of women 

during their childbearing years, 

Blacks more than Whites.  

Not all women with fibroids 

however will need treatment. 

In general, bleeding and pressure 

are the more common problems 

that will necessitate treatment. 

While pain may occur, it is more 

likely if the patient with fibroids 

is pregnant. In the absence of 

pregnancy, therefore, pain may 

signify the presence of other 

problems like endometriosis and 

adenomyosis, (see page 3,4). 

The cause of fibroids is un-

known. They may be the result of 

a genetic mutation that causes 

muscle cells in the uterus to start 

growing and dividing faster  

compared to the neighboring 

normal cells. 

Fibroid growth is influenced by 

hormones. Estrogens can increase 

growth and explains why they 

may grow rapidly during preg-

nancy and shrink during meno-

pause. When fibroids result in 

abnormal bleeding and pelvic 

pressure especially on the blad-

der, treatment may become 

necessary. Life-style changes 

including diet and exercise may 

be helpful, and medication in-

cluding iron and birth control 

pills may help decrease bleeding 

and correct anemia. Other drugs 

called GnRH agonists may stop 

bleeding altogether and shrink 

the fibroids, but because of side 

effects, their use may be limited 

to a few months to correct ane-

mia or in preparation for surgery. 

scopic surgery was possible she was 

confused since she was told by many 

physicians that laparoscopy was 

impossible. She left the hospital the 

morning after I performed her 

laparoscopic hysterectomy with a big 

smile on her face and four tiny inci-

sions covered with bandaids. Her 

fibroid uterus, thirteen times normal 

size, tubes and ovaries were safely 

removed. (see picture on P2) 

My fibroid is the size of a grapefruit! 

how  can  you  remove that from my 

belly button? 
 New technology has made it possible  

to remove large fibroids with a spe-

cial instrument called a morcellator. 

In fact, Marthaôs uterus was so 

large, she could feel it above her 

belly button. When she came to see 
me, she asked for what she thought 

was her only option. She had finished 

childbearing, was near menopause 

and was tired - physically tired be-

cause of anemia, tired  of looking 
back at chairs to see if she left a trail 

of blood and tired of planning her 

every activity around  bathrooms 
because of her urinary frequency. She 

did not want to risk later  ovarian 

cancer, so she asked for an open 
operation to remove uterus, tubes and 

ovaries. When I told her that laparo-
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Hysteroscopyñ whatõs that? 

until hours or days after surgery. A later 

open procedure may become necessary. 

When performed by an experienced 

laparoscopist, laparoscopy is no riskier 

than open surgery. 

And who is a candidate for laparoscopy? 

The number, size and location are the 

major factors in determining whether a 

patient with fibroids is a candidate for 

laparoscopy or hysteroscopy. When the 

fibroids and the uterus are extremely 

large, the choice  myomectomy or hyster-

ectomy may be limited to open surgery. 

(contôd from P1) Definitive fibroid treatment 

includes non-surgical and surgical methods. 

The most promising non-surgical therapy is 

called Uterine Artery Embolization, (UAE). A 

small catheter is placed in an artery in the 

groin and guided to the uterine artery. Special 

particles are then injected to block the small 

blood vessels. As a result, the fibroids shrink 

and bleeding decreases. This is a relatively 

new procedure and is not recommended for 

women who desire future pregnancy. Use of 

high intensity ultrasound under MRI guidance, 

(ExAblate) is an evolving technique approved 

by the FDA in October, 2004. Like UAE, it is 

not recommended for women who wish to 

preserve fertility. 

Surgical therapy for fibroids may in-

clude outpatient laparoscopy or hys-

teroscopy resulting in less pain, less 

bleeding, a smaller scar and quicker 

recovery. In general, the major risks of 

laparoscopic surgery are bleeding, infec-

tion,  accidental injury to intra-

abdominal organs, and failure to per-

form laparoscopy. Accidental injuries 

are uncommon and may be repaired at 

the time of laparoscopy. In rare in-

stances, an injury may not be recognized 

other types are specially suited for performing 

surgical procedures such as removal of fi-

broids, polyps and lost IUDôs while others are 

capable of destroying the uterine lining, 

(endometrial ablation), excising scar tissue 

and restoring a normal cavity in some situa-

tions in which there are congenital abnormali-

ties. 

Risks associated with hysteroscopic surgery 

are uncommon and include accidental injury 

to the uterus and excessive fluid absorption.  

Hysteroscopy, an outpa-

tient procedure is per-

formed by placing a tele-

scope, (hysteroscope) 

through the vagina and 

cervix into the uterine 

cavity in order to examine 

and/or perform surgery. A 

special solution may be 

instilled into the uterus for 

better visualization.      

Hysteroscopy may be 

much better than a D&C in 

the management of abnor-

mal uterine bleeding. Fi-

broids and polyps located 

in the uterine cavity may 

be removed at the time of 

hysteroscopy. The instru-

ment demonstrated on the 

left is used solely for diag-

nostic purposes. Some 

More on FibroidsñTreatment Options 

Answers to your questions: 

How do I know that I have fibroids? You may 

have fibroids if  you experience heavy periods, 

pelvic pressure and urinary frequency. A pelvic 

exam and  sonogram can confirm the diagnosis. 

Which type of hysterectomy should I have? Be 

sure to discuss this with your doctor. The uterus 

may be removed with or without the cervix, with 

or without the tubes and ovaries, and each option 

may be accomplished by laparoscopy or by an 

open procedure. Each option has potential bene-

fits and risks. Some women elect to keep the cer-

vix for two reasons both of which are theoretical 

and not yet scientifically proven. The first is to 

provide better support for the bladder, and the 

second is to minimize adverse effect on sexual 

pleasure. Finally removal of the ovaries may 

prevent later development of ovarian cancer, but 

will result in immediate menopause in the 

younger patient. 

Can I  decrease my chances of having fibroids? 

While the real cause of fibroids is unknown, 

several factors may influence their growth. You 

should endeavor to live a healthy lifestyle. Pay 

attention to your diet and exercise.  Several text-

books are available with recommendations re-

garding diet. Fibroids  grow prior to and shrink 

after menopause.    

What is a Myomectomy? An operation (open, 

laparoscopy or hysteroscopy) to remove fibroids. 

Martha  left the hospital on the morning after 

laparoscopic removal of her uterus tubes and ovaries. 

Four bandaids protected the tiny incisions. The bulk of 

her uterus was removed from the middle right location, 

(blue arrow).  
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Myomectomy, not UAE if  pregnancy is desired. 

Some Brief  Notes 

Adenomyosis (blue ar-

row) is present when  

tissue resembling the 

endometrium (black 

arrow) grows in the 

uterine muscle. This 

can cause severe bleed-

ing and pain and can 

mimic fibroids. 

Laparoscopy is not the same as 

laser. Laser is an energy source, a 

beam of light that can be used to 

cut and/or destroy tissue as well as 

to stop bleeding from small blood 

vessels. It may be used at the time 

of laparoscopy, hysteroscopy or 

with open surgery. It is not used as 

much as in earlier years when it 

was thought to be supe-

rior to other types of 

energy. Several other  

sources are less expensive 

and work as well in most 

situations. Examples are 

electrical energy, and a 

vibrating instrument called 

a harmonic scalpel.  

 

unlikely. Fibroids may become large, may 

loose their blood supply and become very soft, 

may have calcium deposits, may steal blood 

supply from other organs. Cancer is very rare. 

There are several types of hysterectomy: Total 

hysterectomy refers to removal of the uterus 

and cervix. If the cervix is not removed with 

the uterus, it is then called a supra-cervical 

hysterectomy. Removal of the fallopian tube 

is referred to as a salpingectomy. Oophorec-

tomy refers to removal of the ovary. 

Julie went shopping three days after her 

laparoscopic myomectomy?! Indeed. She had 

very little pain and thought it was OK to sneak 

out to the grocery store to pick up some neces-

sities. She was shocked to run into her doctor!  

Should I have a D&C? (See hysteroscopy, P 2) 

How do I decide which is the best treatment 

for me? There are several options. Discuss 

with your doctor or get a second opinion. 

Is surgery for fibroids safe? All surgical proce-

dures have risks. Be sure to discuss risks with 

your physician prior to surgery. 

Who should not be treated  for fibroids? In 

general, patients without symptoms need not 

be treated. 

Can my fibroids become cancer? Very 

 

 

 
 

 

 

What are my options for treatment? 

I am forty years of age, unmarried and with no 

children. I have fibroids that result in heavy bleed-
ing and anemia. Should I have a uterine artery 

embolization, (UAE) or should I have a hysterec-

tomy? 
Because you are considering childbearing, you are 

not a candidate for UAE, and you should preserve 

your uterus for later childbearing, so you are not a 
candidate for a hysterectomy. If your uterus is less 

than 20 weeksô size and there are less than ten fi-

broids, a skilled laparoscopist may be able to per-
form an outpatient laparoscopic myomectomy and 

suture-reconstruct the uterus for later pregnancy. 

Meticulous suture-reconstruction of the uterus is 

necessary with a laparoscopic myomectomy. 

In Uterine Artery Embolization, a small catheter is 

placed into an artery in the groin and guided to the 
uterine artery. Special particles are then injected to 

block the small blood vessels that feed the fibroid. 

A commonly asked questionñIs Laparoscopy the same as Laser? 

Surgical therapy for fibroids 

may include outpatient 

laparoscopy or hysteroscopy 

resulting in less pain, less 

bleeding and quicker recovery. 

Adenomyosis may cause severe 

pain and heavy bleeding.  MRI 

may help diagnose. 
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the time of the menses may be due to endome-

triosis even in patients with fibroids. It is not 

uncommon, therefore for patients with endo-

metriosis to be misdiagnosed as having uri-

nary tract infections and irritable bowel syn-

drome.  Other symptoms may include abnor-

mal uterine bleeding and infertility. 

Pain medication and birth control pills may 

minimize the symptoms. The diagnosis can be 

confirmed by laparoscopy at which time surgi-

cal treatment can be performed to remove the 

abnormal tissue growth. Medical therapy after 

surgery can be helpful in relieving symptoms 

of the disease. 

While there is no cure, an accurate diagnosis 

can be the first step in the design of a program 

to decrease pain, enhance fertility and mini-

mize recurrence of endometriosis. 

For reasons that are still not quite clearly un-

derstood, tissue resembling the inner lining of 

the uterus, (endometrium) can grow in loca-

tions outside of the uterus and result in dis-

abling pain at the time of the menses. This 

condition which affects as many as one out of 

every seven women of reproductive age may 

have multiple causes. Retrograde menstrua-

tion, (backward flow of the menses through 

the ends of the fallopian tubes into the pelvic 

cavity) is believed to be a cause, but since 

many normal women have retrograde men-

struation and do not have endometriosis, other 

factors are believed to be important including 

the patientôs immune system, prior uterine 

surgery and genetic factors.  

The abnormal tissue growth may affect many 

different organs resulting in abnormal function 

of those organs at the time of the menses.  

The picture is an artistic rendering showing 

various sites where endometriosis may be 

found in the pelvis. Some of these sites in-

clude the outer lining of the uterus, the fallo-

pian tubes and ovaries, the urinary bladder, 

ligaments that support the uterus, large bowel 

and appendix. Increased urination, changes in 

bowel habits, painful intercourse and pain at 

Endometriosis may be causing the pain, not f ibroids 

Laparoscopy News is a monthly newsletter published 

by Dr. John George as a source of information for pa-

tients. Dr. George has been performing advanced 

laparoscopic and hysteroscopic procedures for more 

than 15 years. He has performed more than 2000 such 

procedures. In addition to fibroid surgery, he regularly 

performs minimally invasive surgery for ovarian cysts, 

ectopic pregnancy, endometriosis, pelvic pain and ab-

normal uterine bleeding. Dr. George is board certified 

in Obstetrics and Gynecology. He has special interest 

and training in laparoscopy and hysteroscopy and his 

professional activities involve the teaching and prac-

tice of Gynecologic Endoscopic Surgery. Dr. George is 

currently the Director of Gynecologic Endoscopy at 

the Washington Hospital Center.   

Next Issue: 1) Chronic Pelvic Pain and Ovarian 

Cysts. 2)Fibroids ðDietary factors by Dr. Goulda 

Downer 3) Patient cornerðtrue experiences. 
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Commonly Used Terms 

Laparoscopy: The use of a telescope to examine and 

perform surgery in the abdomen and pelvis, (P 1). 

Hysteroscopy: The use of a telescope placed in the 

cervix to examine and perform surgery in the uterine 

cavity, (P 2).  

Gynecologic Endoscopy: Laparoscopy and Hys-

teroscopy. Minimally Invasive Gynecologic Sur-

gery: Surgery performed using laparoscopy and/or 

hysteroscopy. 

Open Surgery: Surgery performed by making a 4-6 

inch incision on the abdomen. This type of surgery 

may be necessary in performing myomectomy and 

hysterectomy for large fibroids or several small ones. 


