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Introduction: 

The recent trends of women to delay childbirth to their 30th and 40th, when the incidence of fibroids is 
significantly increased, resulted in an increasing number of infertile patients seeking treatment who have one or more 
myoma/s.  Counselling of these patient should address the questions; is the myoma/s the cause of infertility? And if 
so when should it be removed?  

Review of Literature: 

Does myoma cause infertility? 

Though uterine fibroids occur in up to 77% of women in reproductive age, yet as a sole cause of infertility 
they may be responsible for only 2-3% of all infertility cases. Fibroids can cause infertility through various 
mechanisms including distortion of the uterine cavity, impaired uterine peristalsis, vascular changes, chronic 
inflammatory response by the endometrium to the underlying fibroid and disruption of the uterine cavitary 
biochemical milieu.   

Which myoma causes infertility?  

Submucousmyoma, myomaobstructing sperm transport and interstitial myoma distorting the uterine cavity 
and impeding normal implantation, are likely to cause infertility.  The role of interstitial myoma/s not distorting uterine 
cavity in causing infertility is controversial. Patients undergoing ART have a decreased pregnancy rate and an 
increased miscarriage rate if they have submucousmyoma/s or interstitial myoma/s. Recent systematic review and 
metanalysis reported a significant reduction in the clinical pregnancy and live birth rates (LBR) following ART in 
women with non-cavitary distorting intramural fibroids, compared with controls. 

Discussion: 

Which myoma/s to remove?  

If myoma/s is diagnosed as the only cause of infertility, as submuocusmyoma or interstitial myoma distorting 
the uterine cavity, myomectomy would be the ideal policy. Existing literature suggests that the pregnancy rate after 
abdominal myomectomy ranges between 24-72%. However pregnancy rate and LBRafter abdominal myomectomy 
for a large fibroid uterus or a greater number and deeper localization of myomasare likely to be low.   

If the patient is young and has multiple myoma/s which even arenot distorting the cavity she should be 
counseled about the possible beneficial effect of surgery as the treatment of choice. 

Subserous myoma/s or small interstitial myoma/s not distorting the uterine cavity do not need to be removed 
merely to restore fertility.  

When to remove myoma? 

Myomectomy is not necessary in infertile patient with myoma/s which are subserours or small non cavitary 
distorting interstitial myoma/s. ART rather than myomectomy would be the appropriate strategy in patients with small 
non-cavitary distorting myoma/s or subserours myoma/s with advanced maternal age or associated male or tubal 
factor infertility.   

Patients having myoma/s who failed to get pregnant or have had a miscarriage after ART, should be advised 
on the possible beneficial effect of myomectomy before repeat ART. 

Patients having myoma/s with advanced maternal age and/or reduced ovarian reserve may have ovarian 
stimulation, OPU and vetrification of embryos followed by myomectomy before deferred ET  3-6 months later. 

Conclusion: 

Strategy to remove or not to remove myoma/s in infertile patients depends upon the physical location of the 
myoma/s, their size, age of patient, duration of infertility and associated male or tubal factor infertility.  Myomectomy 
may be the definitive treatment, a preparatory step to improve results of ART, or performed for patients who failed to 
get pregnant or miscarried after ART treatment. 


