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Abstract
Objective—To estimate the total annual societal cost of uterine fibroids in the United States,
based on direct and indirect costs, including associated obstetric complications.

Study Design—A systematic review of the literature was conducted to estimate the number of
women seeking treatment for symptomatic fibroids annually, the costs of medical and surgical
treatment, work lost and obstetric complications attributable to fibroids. Total annual costs were
converted to 2010 U.S. dollars. A sensitivity analysis was performed.

Results—The estimated annual direct costs (surgery, hospital admissions, outpatient visits,
medications) were $4.1 to $9.4 billion. Estimated lost work costs ranged from $1.55 to $17.2
billion annually. Obstetric outcomes attributed to fibroids resulted in a cost of $238 million to
$7.76 billion annually. Uterine fibroids were estimated to cost the US $5.9 to $34.4 billion
annually.

Conclusions—Obstetric complications associated with fibroids contributed significantly to their
economic burden. Lost work costs may account for the largest proportion of societal costs due to
fibroids.
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Introduction
Uterine fibroids are a prevalent condition in the United States, with a cumulative incidence
by age 50 of nearly 70% in white women and greater than 80% in black women.1 As
approximately 200,000 hysterectomies and 30,000 myomectomies are performed annually
for leiomyomata,2, 3 surgical costs alone contribute significantly to the total annual costs of
this disease. Patients who do not undergo surgery often require medical management,
hospitalization and additional outpatient physician visits, which further increase the annual
costs.4–7 Recent studies have explored the societal costs of uterine fibroids, including both
direct costs (costs of surgery, hospital admissions, outpatient visits, medications) and
indirect costs (costs of lost work due to absenteeism and short term disability).

Mauskopf et al.7 estimated the economic impact of uterine fibroids; however this report was
limited to costs of medical and surgical management of fibroids and did not include indirect
costs. Flynn et al.4 used national databases to estimate the annual direct cost of uterine
fibroids (including office visits, hospital and outpatient procedures) in the United States to
be $2,151,484,847 in the year 2000 ($3,208,974,247 in 2010 dollars). However, Flynn et al.4
also did not include indirect costs that may have contributed to a greater annual economic
burden.

Although medical and surgical expenses are clear contributors to the cost of uterine
leiomyomata, the financial impact of fibroids extends beyond direct costs of treatment. More
recent studies have examined the impact of both direct and indirect costs of uterine
fibroids.5, 6, 8 Absenteeism and disability contribute to the costs of leiomyomata, ranging
from an average annual expense of $4,499,6 to as high as $30,0758 (2010 dollars) in women
who undergo hysterectomy for fibroids, and up to $14,2828 (2010 dollars) for women who
manage their fibroids non-surgically. While these reports5, 6, 8 estimated the annual cost of
fibroids in terms of medical and occupational costs, they did not include the cost of obstetric
complications related to fibroids when calculating the annual economic burden of fibroids.

Uterine leiomyomata significantly impact fertility and pregnancy. It is known that women
with fibroids have lower pregnancy and live birth rates following assisted reproductive
technologies (ART),9 and those women who do conceive (naturally or through ART) are at
higher risk for several obstetric complications,10 including preterm delivery, spontaneous
abortion, cesarean delivery, placenta previa, postpartum hemorrhage, and
malpresentation.11–18 Obstetric complications due to fibroids may result in substantial costs.
The purpose of our report was to estimate the total annual direct and indirect costs of
leiomyomata, including costs of leiomyomata-associated obstetric morbidity.

Materials and Methods
A systematic literature review was performed in August 2011. We did not obtain
Institutional Review Board approval as all values used in this evaluation were collected from
publicly accessible data or previously published results and no patient-specific data were
collected or analyzed. Pubmed was thoroughly searched using key words “fibroid,
leiomyoma, cost, economic, obstetric, pregnancy, preterm, miscarriage and hysterectomy.”
Only those studies pertaining to women ages 25 to 54 in the United States were included.
Relevance was evaluated from the titles and abstracts, and bibliographies of relevant
publications were cross-referenced for additional pertinent citations. We also used data from
the government (Centers for Disease Control, Bureau of Labor Statistics, US Census
Bureau) and private sources (March of Dimes, Healthcare Cost and Utilization Project) to
obtain specific values essential to our calculations.
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The population included women ages 25–54 in the United States. The perspective of this
analysis was an estimate of the total annual societal cost of uterine fibroids in the U.S. We
calculated the total number of women seeking treatment for symptomatic fibroids each year
by multiplying the total number of women aged 25 to 54 in the United States (63,930,821)
based on 2010 census data19 by 0.92%, the annual incidence of a new diagnosis of fibroids
in the United States,20 for a total of 588,164 women. We used the annual incidence of new
diagnosis of fibroids (0.92%)20 in the United States to calculate a conservative estimate of
the number of women per year seeking treatment for symptomatic fibroids because studies
have shown that 94% of women with a new diagnosis of fibroids have at least one procedure
(diagnostic or surgical) in the year following their diagnosis.5 Furthermore, Carls et al.8
found that in patients treated non-surgically, the year following diagnosis was the peak
period for medical treatment, and thus the most relevant time to measure treatment costs.
The number of women per year seeking treatment for symptomatic fibroids was determined
to be the most appropriate estimate since our goal was to calculate annual cost. Including
women with asymptomatic fibroids, or an estimate of the prevalence of fibroids, would have
led to an over-estimation of cost. In contrast, prevalence of fibroids in pregnancy (0.37%21

to 10.7%22) and the number of pregnant women was used to estimate the cost of obstetric
outcomes attributable to fibroids, as treatment costs in this instance are not necessarily
dependent on fibroids being symptomatic and pregnancy is a transient, time-limited
physiologic state (see below).

We used these estimates to calculate the annual direct and indirect (including obstetric) cost
of leiomyomata. Unless otherwise specified, all costs have been adjusted to 2010 dollars
(rounded to the nearest dollar) to remove the impact of inflation specific to medical costs
and make all of our dollar values comparable. We used the Consumer Price Index (CPI)
table for U.S. Medical Care for All Urban Consumers23 as our inflation adjustment factor
with the formula:

t = initial year (The year in which each study assigned a dollar value to its estimated
cost).

CPIm = Consumer Price Index for medical care (A measure of the average change over
time in the prices paid by consumers for medical care).

Direct Costs
We estimated direct costs of leiomyomata, including surgery, hospitalization, outpatient
encounters, and prescription medications, by multiplying the number of women seeking
each treatment for fibroids annually by a range of published estimates of direct costs.5–8

Hysterectomy is the most commonly performed surgery for management of leiomyoma
(21%5 to 52.9%8) followed by myomectomy (1%24 to 5.93%25), uterine artery embolization
(0.2%24 to 1.77%25), and endometrial ablation (0.16%5 to 2.43%25). Therefore, we
calculated that between 36.97% and 77.64% of women managed their symptoms without
surgery. We estimated the number of women who underwent each surgical therapy by
multiplying the total number of women annually seeking treatment for symptomatic fibroids
by the percentage of women with fibroids who undergo each surgical modality. We
estimated the total cost of surgical management by multiplying the number of women
undergoing each type of therapy by the cost of each surgical therapy. Reimbursement rates
for myomectomy were highest ($6,805 to $14,850 per case),7 followed by hysterectomy
($6,2877 to $11,5388 per case). We calculated the costs of medical management in a similar
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fashion using costs for hospitalization, outpatient treatment, and pharmacologic treatment
from previously published reports.5, 6

Estimates for lost work
We estimated the total annual cost of lost work by multiplying our estimate of the total
number of women seeking treatment annually for symptomatic fibroids by a range of
published annual cost estimates of lost work attributable to fibroids ($4,4496 to $30,0758 per
patient). As the cost of lost work was affected by treatment modality, we multiplied the
number of women seeking treatment for symptomatic fibroids by the percentage of women
who underwent each surgical therapy. We estimated the percentage of women with
symptomatic fibroids who did not have surgery by subtracting the total percentage of
women who received different surgical procedures from the total number of women seeking
treatment for symptomatic leiomyomata (36.97% to 77.64%). The number of women
receiving each treatment (surgical or medical) was then multiplied by the respective lost
work costs for each category of treatment to reach a total annual cost from lost work.

Pregnancy Complications
To calculate the estimated annual cost of obstetric complications related to uterine fibroids,
we used rates of obstetric complications and current cost estimates. The most current
National Vital Statistics Report included birth data through 2009,26 but pregnancy data only
through 2005,27 thus we calculated the contribution of leiomyomata to pregnancy losses and
timing/route of delivery using the most current data available.

We first calculated the number of spontaneous abortions, preterm deliveries, and cesarean
deliveries annually in the United States. To estimate the number of spontaneous abortions
per year, we multiplied the most currently available estimate of annual pregnancies
(6,408,000)27 by a prevalence of 15%.28 As not all spontaneous abortions require surgical
management, the estimated number of annual cases of spontaneous abortions (961,200) was
multiplied by the percentage of cases expected to subsequently undergo dilation and
curettage (19.9%.).28 Likewise, we multiplied the number of births in the United States in
2009 (4,131,019)26 by the prevalence of preterm delivery (12.18%)26 and cesarean delivery
(32.9%)26 to determine yearly estimates of these outcomes.

The proportion of each complication attributed to uterine fibroids was then calculated based
on the method reported by Adams et al.29

p = prevalence of fibroids in pregnancy.

For each obstetric outcome, previously published odds ratios (OR) were used13 and two
calculations were performed based on low and high probabilities published for the
prevalence of fibroids in pregnancy ranging from 0.37%21 to 10.7%.22 This was used to
determine the number of cases of each outcome annually attributed to fibroids. Previously
published cost estimates were converted to 2010 dollars and used to determine the range of
costs for each case of dilation and curettage ($2,33530 to $9,15729), lifetime expense of a
preterm infant ($57,458),31 and cesarean delivery ($13,74532 to $20,29833). Since the
previously published costs for care of a preterm infant [$51,589 (2005 dollars]31 included
maternal delivery cost [$3,812 (2005 dollars)], the maternal delivery costs were subtracted
to prevent overestimation of cesarean costs.
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Results
Based on a 2010 population estimate of women ages 25 to 54 years old (63,930,821)19 and
an estimated 0.92%20 of women seeking treatment for symptomatic fibroids annually,
approximately 588,164 women seek treatment for fibroids annually. The annual direct cost
of fibroids, including surgery, hospital admissions, outpatient visits, and prescription
medications ranged from 4.1 to 9.4 billion dollars (Table 1). Based on a cost per patient of
$5,563 to $8,665 for non-surgical management of clinically significant fibroids (including
hospitalization, outpatient physician encounters, and prescription medications), the cost of
nonsurgical management of fibroids contributed 3.27 to 5.1 billion dollars annually to the
total direct costs of fibroids. Surgical management added 829 million to 4.3 billion dollars
annually to these total direct costs (Table 1).

The cost of lost work (absenteeism and short-term disability) differed according to
management strategy for fibroids. Annual short-term disability and lost-work expenses were
highest for those women who underwent hysterectomy, ranging from $4,449 to $30,075, and
lowest for those who underwent endometrial ablation or no surgical treatment (Table 2).
While most women manage their symptoms non-surgically, this subset of women still had
an annual absenteeism and short-term disability cost of 967 million to 6.5 billion dollars.
The total estimated annual cost of absenteeism and short-term disability resulting from
uterine fibroids was 1.55 to 17.2 billion dollars.

Fibroids contribute to a large number of pregnancy-related complications, of which we
focused on spontaneous abortion, preterm delivery and cesarean delivery (Table 3). There
were 6.4 million pregnancies in 2005; 0.37 to 10.7% were in women with uterine
fibroids.21, 22 The presence of uterine fibroids in pregnancy has been associated with an
increased rate of spontaneous abortions.13 Based on a miscarriage rate of 15%,28 19.9% of
miscarriages requiring surgical management,28 and 0.22% to 6.32% of miscarriages being
attributed to fibroids, we calculated 2,115 to 60,748 spontaneous abortions per year
attributable to fibroids, 421 to 12,089 of which require dilation and curettage. This resulted
in an estimated cost of $983,035 to $110,698,973 for surgical management of spontaneous
abortions attributed to uterine fibroids (Table 4).

We estimate that of 503,158 preterm births in the United States annually, 0.18 to 5.08% of
cases could be attributed to the presence of uterine fibroids (Table 3). This results in an
estimated 906 to 25,560 preterm deliveries each year that were associated with
leiomyomata. With a published lifetime cost of $57,458 per preterm infant, 52 million to
1.47 billion dollars is spent annually to care for preterm infants born as a consequence of
uterine fibroids (Table 4).

Cesarean delivery is the obstetric outcome that has the strongest association with fibroids
with an odds ratio of 3.7 (95% CI 3.5–3.9)13 (Table 3). The indication for cesarean delivery
in these cases is most commonly due to mal-presentation,13 but may also be due to the
presence of placenta previa. Of 4.13 million births in 2009,26 and a 2009 national cesarean
rate of 32.9%,26 approximately 1.36 million deliveries were performed via cesarean section
in 2009. Our calculations suggested that 0.99 to 22.4% of cesarean sections were attributable
to uterine fibroids, and thus the presence of fibroids results in 13,455 to 304,440 cesarean
sections per year (Table 3). The costs for cesarean delivery range from $13,74532 to
$20,298 33 per case, resulting in an estimated cost of 185 million to 6.18 billion dollars
annually for cesarean sections due to leiomyomata (Table 4).

The total direct and indirect costs of leiomyomata, including associated obstetric
complications, were calculated to result in 5.89 to 34.37 billion dollars annual cost to the
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healthcare for women in the United States (Table 5). Of note, obstetric outcomes attributable
to fibroids accounted for 238 million to 7.76 billion dollars (4% to 22.6%) of this total cost.

A sensitivity analysis (Tables 6, 7, 8, and 9) was performed on the cost of lost work for
women undergoing hysterectomy and women undergoing non-surgical management, as
these groups represented the largest percentage of and the widest range of total costs
attributable to uterine fibroids (Table 2 and 5). Based on this analysis, the implied cost
savings as a percentage of total annual costs was also calculated. This analysis revealed that
if the percentage of women undergoing hysterectomy was minimized as was the cost of lost
work for these women, it would result in a 25.6% savings in the total annual costs due to
uterine fibroids. Even if the maximum percentage of women underwent a hysterectomy but
the cost of lost work was minimized, it would still result in a 23.2% savings on the total
annual costs attributable to uterine fibroids, indicating that lost work was a significant driver
in the analysis. Similar results were found from analysis of women who had no surgical
treatment.

Comment
These results show that uterine fibroids may result in up to 34.4 billion dollars in total
annual societal cost, and emphasize the importance of developing new effective treatments
for fibroids.

This manuscript includes direct, indirect, and associated pregnancy and obstetrical related
costs in the assessment of the total societal cost of uterine fibroids.4–8 Our calculations used
pooled odds ratios when possible and reflect a large number of studies, thus resulting in a
wide range of estimated costs. Conservative estimates were used when calculating the
number of women per year seeking treatment for symptomatic fibroids, and not all possible
complications of fibroids are accounted for, thus these calculations likely underestimate the
total annual cost of fibroids. Whenever possible, low and high end ranges of the number of
women undergoing and the cost of each intervention or outcome was used to provide the
most accurate range of estimated total annual societal cost. It is clear that uterine fibroids
account for billions of dollars annually to the U.S. health care system and represent a
significant cost to society. Specifically, the costs of lost work may account for the largest
proportion of the annual societal cost (up to $17 billion), and obstetric outcomes associated
with fibroids are a major contributor (up to $7.8 billion).

The variation in cost estimates for surgical procedures may be a reflection of differences in
surgical technique (invasive versus non-invasive procedures) and technology, which is not
accounted for. The studies used in this analysis cited costs5, 6, 8 (the actual value of the
resources used), as opposed to charges (the amount billed by the hospital or physician) when
assigning a dollar value to the procedure, though this was not consistent in Mauskopf et al.7
However, using charges instead of costs would over-estimate the price of the procedure, and
we used data from Mauskopf et al.7 mainly as the low estimate of direct costs of procedures;
thus this should not greatly influence our analysis. Medicare or third party reimbursement
was often used to estimate costs,5, 6, 8 which is acceptable when cost analysis is undertaken
from a societal perspective,34 though rates of reimbursement from different sources may
contribute to the range of reported costs. It also should be noted that the cost estimates of
surgery did not include the cost of complications, which have been reported as high as
16%.35

Flynn et al.4 used national databases to estimate the annual direct cost of uterine fibroids
(including office visits, hospital and outpatient procedures) in the United States, and
calculated a cost of $2,151,484,847 in the year 2000 ($3,208,974,247 in 2010 dollars),
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which is less than our low estimate of annual cost of $4,101,169, 903. Flynn et al.4 found
that the majority of costs were due to inpatient care, mostly related to hysterectomy. This
cost difference may reflect a difference in study method, including different inclusion
criteria. In part, the difference may be due to the fact that there are 2.2 million more women
between the ages of 25 and 54 than there were in 2000.19

The cost for lost work due to fibroids is considerable. Previously published annual costs of
absenteeism used in our study varied widely ($4,4496 to $30,0758). It is feasible that the
lower costs associated with women who underwent no surgical treatment, uterine artery
embolization or endometrial ablation was because these women had less severe symptoms to
begin with, causing them to miss less work. The range of estimated costs also may be caused
by differences in data collection. The lower estimate was determined by Lee et al.6 who
estimated indirect costs attributable to uterine fibroids by comparing lost productivity data
for women with known symptomatic fibroids to matched controls. The higher estimate came
from Carls et al.8 who calculated the cost of disability and absenteeism in a group of women
with known fibroids in the year following surgery or nonsurgical treatment for their fibroids.
Costs were stratified based on type of surgical treatment, as well as medical management.8
Hartmann et al.5 also compared women with a diagnosis of fibroids to controls and
calculated the annual cost of work lost associated with fibroids to be $1,010 (converted to
2010 dollars). In contrast to Carls et al.8 and Lee et al.,6 Hartmann et al.5 only counted days
absent from work when doctor visits were made and did not account for missed work due to
symptoms on days a patient did not seek medical attention; this may have resulted in an
underestimation of days lost from work. For these reasons this lower indirect cost estimate
was not used in our calculations.

The estimated cost of lost work (due to absenteeism and short term disability) was found to
contribute 26.4% to 50.1% of the total annual costs attributable to uterine fibroids. Notably,
the upper estimate of annual lost work costs ($17.2 billion) was greater than the lower
estimate of total annual costs ($5.9 billion). In addition, the range of estimated annual costs
for lost work ($1.6 to 17.2 billion dollars) was large; these costs were primarily driven by
the proportion of women who undergo hysterectomy or receive no surgical treatment and the
range of lost work costs related to those treatments. A sensitivity analysis (Tables 6–9)
revealed the cost of lost work, not the number of women undergoing each treatment,
appeared to be the principal driver of the large estimated annual cost of lost work. Even if
the maximum estimated percentage of women undergo hysterectomy and non-surgical
treatment each year, if lost work costs were minimized it would result in a 36.3% reduction
(23.2% + 13.1% as calculated from Tables 7 and 9) in total annual costs due to uterine
fibroids, resulting in an annual savings of up to $12 billion. We were unable to calculate the
diminished productivity at work, “presenteeism,” 6–8 that may be experienced by women
with symptomatic fibroids and could add to annual costs.

Evidence suggests that uterine fibroids increase the risk of spontaneous abortion and
contribute to recurrent pregnancy loss.12–15, 18 We calculated that 2,115 to 60,748
spontaneous abortions per year were attributable to fibroids, 421 to 12,089 of which required
dilation and curettage. Since only 19.9% of spontaneous abortions are subsequently treated
surgically with dilation and curettage,28 we have not accounted for or estimated the cost of
nearly 80% of the spontaneous abortions attributable to fibroids. Medical management of
spontaneous abortions was not included in our cost estimates due to a lack of data regarding
the cost.

Women with fibroids have been shown to be at increased risk of preterm birth, both before
37 weeks gestation and before 34 weeks gestation.36 A limitation of our study is that we did
not separately calculate costs based on gestational age for those infants with preterm births
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associated with uterine fibroids. As the lifetime cost of caring for an extremely preterm
infant is usually higher, this may impact the overall societal cost.

Several studies have documented higher rates of cesarean delivery in patients with uterine
leiomyomata.13, 21, 36–38 The absolute contribution of uterine leiomyomata is difficult to
ascertain as the indication for cesarean is often not leiomyomata per se but a possible
consequence of leiomyomata, such as mal-presentation (most common),13, 21 dysfunctional
labor,21 placenta previa,36 or prior myomectomy. A recent study by Stout et al.36 found an
increased risk of cesarean delivery in women with leiomyoma with an odds ratio of 1.2,
which is much lower than the odds ratio of 3.713 we used in our calculation. However, Stout
et al.36 did not include breech presentation and placenta previa, but because malpresentation
and placenta previa are possible sequelae of leiomyoma, we used the odds ratio of 3.7
determined by Klatsky et al.13 The presence of leiomyomata in pregnancy has also been
association with increased risk of additional obstetric outcomes including placenta previa,
placental abruption, and preterm premature rupture of membranes36 which were not
individually accounted for in this study, and these may further contribute to the total societal
cost of uterine fibroids.

Uterine fibroids result in significant annual societal cost in the United States, more than
breast cancer, colon cancer or ovarian cancer39, and nearly one fifth the annual cost of
diabetes in the United States40 (Table 10). Future research could provide an even more
specific cost estimation of the total annual societal costs of uterine fibroids, as well as
determine the most cost effective modalities for treating fibroids. Comparative effectiveness
research could be utilized to compare various treatment options, and should include both
direct and indirect costs as well as associated obstetric costs, as each of these contribute
significantly to the total cost of fibroids. Furthermore, diminished work productivity and lost
professional opportunity for those suffering from fibroids could be calculated and would
further contribute to the already substantial estimated indirect costs of uterine fibroids.

It is also important to note that our calculation of total annual societal cost does not account
for those women with symptomatic fibroids and no access to medical care. Given the
already substantial societal cost of uterine fibroids, it is important that health care reforms
provide women with early access to care for treatment of fibroids, before more costly
treatments are necessary and expensive complications occur.

Acknowledgments
Disclaimers: This research was supported, in part, by the Intramural Research Program of Reproductive and Adult
Endocrinology, NICHD, NIH.

The authors wish to acknowledge the support and advice of Drs. Alan H. DeCherney* and Vivian Pinn.* The
authors appreciated the suggestions and comments of Dr. Alicia Armstrong* and the technical expertise and
assistance provided by Miriam Levy.#

* NIH Intramural Funding. No compensation relative to the publication.

# PIRA Energy Group. No compensation relative to this publication.

References
1. Day Baird D, Dunson DB, Hill MC, Cousins D, Schectman JM. High cumulative incidence of

uterine leiomyoma in black and white women: ultrasound evidence. Am J Obstet Gynecol. 2003;
188:100–7. [PubMed: 12548202]

2. Farquhar CM, Steiner CA. Hysterectomy rates in the United States 1990–1997. Obstet Gynecol.
2002; 99:229–34. [PubMed: 11814502]

CARDOZO et al. Page 8

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



3. Wu JM, Wechter ME, Geller EJ, Nguyen TV, Visco AG. Hysterectomy rates in the United States,
2003. Obstet Gynecol. 2007; 110:1091–5. [PubMed: 17978124]

4. Flynn M, Jamison M, Datta S, Myers E. Health care resource use for uterine fibroid tumors in the
United States. Am J Obstet Gynecol. 2006; 195:955–64. [PubMed: 16723104]

5. Hartmann KE, Birnbaum H, Ben-Hamadi R, et al. Annual costs associated with diagnosis of uterine
leiomyomata. Obstet Gynecol. 2006; 108:930–7. [PubMed: 17012456]

6. Lee DW, Ozminkowski RJ, Carls GS, Wang S, Gibson TB, Stewart EA. The direct and indirect cost
burden of clinically significant and symptomatic uterine fibroids. J Occup Environ Med. 2007;
49:493–506. [PubMed: 17495692]

7. Mauskopf J, Flynn M, Thieda P, Spalding J, Duchane J. The economic impact of uterine fibroids in
the United States: a summary of published estimates. J Womens Health (Larchmt). 2005; 14:692–
703. [PubMed: 16232101]

8. Carls GS, Lee DW, Ozminkowski RJ, Wang S, Gibson TB, Stewart E. What are the total costs of
surgical treatment for uterine fibroids? J Womens Health (Larchmt). 2008; 17:1119–32. [PubMed:
18687032]

9. Stovall DW, Parrish SB, Van Voorhis BJ, Hahn SJ, Sparks AE, Syrop CH. Uterine leiomyomas
reduce the efficacy of assisted reproduction cycles: results of a matched follow-up study. Hum
Reprod. 1998; 13:192–7. [PubMed: 9512256]

10. Buttram VC Jr, Reiter RC. Uterine leiomyomata: etiology, symptomatology, and management.
Fertil Steril. 1981; 36:433–45. [PubMed: 7026295]

11. Bajekal N, Li TC. Fibroids, infertility and pregnancy wastage. Hum Reprod Update. 2000; 6:614–
20. [PubMed: 11129696]

12. Benson CB, Chow JS, Chang-Lee W, Hill JA 3rd, Doubilet PM. Outcome of pregnancies in
women with uterine leiomyomas identified by sonography in the first trimester. J Clin Ultrasound.
2001; 29:261–4. [PubMed: 11486319]

13. Klatsky PC, Tran ND, Caughey AB, Fujimoto VY. Fibroids and reproductive outcomes: a
systematic literature review from conception to delivery. Am J Obstet Gynecol. 2008; 198:357–66.
[PubMed: 18395031]

14. Lev-Toaff AS, Coleman BG, Arger PH, Mintz MC, Arenson RL, Toaff ME. Leiomyomas in
pregnancy: sonographic study. Radiology. 1987; 164:375–80. [PubMed: 3299488]

15. Li TC, Mortimer R, Cooke ID. Myomectomy: a retrospective study to examine reproductive
performance before and after surgery. Hum Reprod. 1999; 14:1735–40. [PubMed: 10402378]

16. Pritts EA, Parker WH, Olive DL. Fibroids and infertility: an updated systematic review of the
evidence. Fertil Steril. 2009; 91:1215–23. [PubMed: 18339376]

17. Propst AM, Hill JA 3rd. Anatomic factors associated with recurrent pregnancy loss. Semin Reprod
Med. 2000; 18:341–50. [PubMed: 11355792]

18. Winer-Muram HT, Muram D, Gillieson MS, Ivey BJ, Muggah HF. Uterine myomas in pregnancy.
Can Med Assoc J. 1983; 128:949–50. [PubMed: 6831340]

19. 2010 Census Data: United States Census Bureau. 2011.
20. Marshall LM, Spiegelman D, Barbieri RL, et al. Variation in the incidence of uterine leiomyoma

among premenopausal women by age and race. Obstet Gynecol. 1997; 90:967–73. [PubMed:
9397113]

21. Coronado GD, Marshall LM, Schwartz SM. Complications in pregnancy, labor, and delivery with
uterine leiomyomas: a population-based study. Obstet Gynecol. 2000; 95:764–9. [PubMed:
10775744]

22. Laughlin SK, Baird DD, Savitz DA, Herring AH, Hartmann KE. Prevalence of uterine leiomyomas
in the first trimester of pregnancy: an ultrasound-screening study. Obstet Gynecol. 2009; 113:630–
5. [PubMed: 19300327]

23. Bureau of Labor Statistics USDoL. Consumer Price Index for All Urban Consumers (CPI-U):
Medical Costs. Vol. 2011.

24. Oderda G, Asche C, Jones KP, Merrill RM, Spalding J. Characterization of therapy and costs for
patients with uterine fibroids in Utah Medicaid. Arch Gynecol Obstet. 2007; 276:211–8. [PubMed:
17342498]

CARDOZO et al. Page 9

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



25. Lee DW, Gibson TB, Carls GS, Ozminkowski RJ, Wang S, Stewart EA. Uterine fibroid treatment
patterns in a population of insured women. Fertil Steril. 2009; 91:566–74. [PubMed: 18304543]

26. Hamilton BE, Martin JA, Ventura SJ. Births: preliminary data for 2009. Natl Vital Stat Rep.
2010:59.

27. Ventura SJ, Abma JC, Mosher WD, Henshaw SK. Estimated pregnancy rates for the United States,
1990–2005: an update. Natl Vital Stat Rep. 2009; 58:1–14.

28. Nanda K, Peloggia A, Grimes D, Lopez L, Nanda G. Expectant care versus surgical treatment for
miscarriage. Cochrane Database Syst Rev. 2006:CD003518. [PubMed: 16625583]

29. Adams EK, Melvin CL. Costs of maternal conditions attributable to smoking during pregnancy.
Am J Prev Med. 1998; 15:212–9. [PubMed: 9791639]

30. Rocconi RP, Chiang S, Richter HE, Straughn JM Jr. Management strategies for abnormal early
pregnancy: a cost-effectiveness analysis. Journal of Reproductive Medicine. 2005; 50:486–90.
[PubMed: 16130844]

31. Behrman RE, Butler AS, Institute of Medicine (U.S.). Preterm birth: causes, consequences, and
prevention. Washington, D.C: National Academies Press; 2007. Committee on Understanding
Premature Birth and Assuring Healthy Outcomes.

32. Healthcare T. The Healthcare Costs of Having A Baby. 2007.
http://www.marchofdimes.com/downloads/The_Healthcare_Costs_of_Having_a_Baby.pdf

33. Merrill, C.; Steiner, C. Hospitalizations Related to Childbirth, 2003: Statistical Brief #11. 2006.
34. Petitti, DB. Meta-analysis, decision analysis, and cost-effectiveness analysis: methods for

quantitative synthesis in medicineMonographs in epidemiology and biostatistics. New York:
Oxford University Press; 2000.

35. Myers ER, Steege JF. Risk adjustment for complications of hysterectomy: limitations of routinely
collected administrative data. Am J Obstet Gynecol. 1999; 181:567–75. [PubMed: 10486465]

36. Stout MJ, Odibo AO, Graseck AS, Macones GA, Crane JP, Cahill AG. Leiomyomas at routine
second-trimester ultrasound examination and adverse obstetric outcomes. Obstet Gynecol. 2010;
116:1056–63. [PubMed: 20966689]

37. Biderman-Madar T, Sheiner E, Levy A, Potashnik G, Mazor M. Uterine leiomyoma among women
who conceived following fertility treatment. Arch Gynecol Obstet. 2005; 272:218–22. [PubMed:
15971053]

38. Katz VL, Dotters DJ, Droegemeuller W. Complications of uterine leiomyomas in pregnancy.
Obstet Gynecol. 1989; 73:593–6. [PubMed: 2927854]

39. National Cancer Institute. Cancer Trends Progress Report 2009/2010 Update: Costs of Cancer
Care.

40. Economic costs of diabetes in the US 2007. Diabetes Care. 2008; 31:596–615. [PubMed:
18308683]

CARDOZO et al. Page 10

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.marchofdimes.com/downloads/The_Healthcare_Costs_of_Having_a_Baby.pdf


N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 11

Ta
bl

e 
1

Es
tim

at
ed

 D
ire

ct
 C

os
t o

f U
te

rin
e 

Fi
br

oi
ds

R
an

ge
 o

f W
om

en
 H

av
in

g 
E

ac
h 

In
te

rv
en

tio
n

C
os

t E
st

im
at

es
E

st
im

at
e 

of
 T

ot
al

 C
os

t

M
ed

ic
al

 M
an

ag
em

en
t

M
ed

ic
at

io
ns

, i
np

at
ie

nt
 a

dm
is

si
on

s, 
ou

tp
at

ie
nt

 v
is

its
$5

,5
63

 (5
)

-
$8

,6
65

 (6
)

$3
,2

71
,9

56
,3

32
-

$5
,0

96
,4

41
,0

60

Su
rg

ic
al

 M
an

ag
em

en
t

H
ys

te
re

ct
om

y
21

.0
0%

 (5
)

-
52

.9
0%

 (8
)

$6
,2

87
 (7

)
-

$1
1,

53
8 

(8
)

$7
76

,5
32

,5
18

-
$3

,5
89

,9
21

,7
82

M
yo

m
ec

to
m

y
1.

00
%

 (2
4)

-
5.

93
%

 (2
5)

$6
,8

05
 (7

)
-

$1
4,

85
0 

(7
)

$4
0,

02
7,

01
0

-
$5

17
,9

38
,3

00

U
te

rin
e 

ar
te

ry
 e

m
bo

liz
at

io
n

0.
20

%
 (2

4)
-

1.
77

%
 (2

5)
$6

,8
05

 (7
)

-
$1

2,
86

3 
(8

)
$8

,0
02

,6
80

-
$1

33
,9

16
,6

93

En
do

m
et

ria
l a

bl
at

io
n

0.
16

%
 (5

)
-

2.
43

%
 (2

5)
$4

,9
43

(8
)

-
$4

,9
43

 (8
)

$4
,6

51
,3

63
-

$7
0,

64
5,

35
6

T
ot

al
 D

ir
ec

t C
os

ts
$4

,1
01

,1
69

,9
03

-
$9

,4
08

,8
63

,1
91

N
ot

e:
 T

ot
al

 w
om

en
 se

ek
in

g 
tre

at
m

en
t f

or
 fi

br
oi

ds
 w

as
 c

al
cu

la
te

d 
by

 n
um

be
r o

f w
om

en
 a

ge
d 

25
–5

4 
(6

3,
93

0,
82

1)
 m

ul
tip

lie
d 

by
 b

as
el

in
e 

pr
ev

al
en

ce
 o

f 0
.9

2%
=5

88
,1

64
.

A
ll 

co
st

s a
re

 re
po

rte
d 

in
 2

01
0 

do
lla

rs

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 12

Ta
bl

e 
2

Es
tim

at
ed

 A
nn

ua
l L

os
t W

or
k 

C
os

t (
A

bs
en

te
ei

sm
 a

nd
 S

ho
rt 

Te
rm

 D
is

ab
ili

ty
)

T
re

at
m

en
t

R
an

ge
 o

f W
om

en
 H

av
in

g 
E

ac
h 

In
te

rv
en

tio
n

R
an

ge
 o

f C
os

t E
st

im
at

es
 (6

,8
)

E
st

im
at

e 
of

 T
ot

al
 C

os
t

H
ys

te
re

ct
om

y
21

.0
0%

 (5
)

-
52

.9
0%

 (8
)

$4
,4

49
-

$3
0,

07
5

$5
49

,5
13

,7
86

-
$9

,3
57

,4
75

,3
50

M
yo

m
ec

to
m

y
1.

00
%

 (2
4)

-
5.

93
%

 (2
5)

$4
,4

49
-

$2
5,

16
4

$2
6,

16
9,

01
8

-
$8

77
,6

69
,9

92

U
te

rin
e 

ar
te

ry
 e

m
bo

liz
at

io
n

0.
20

%
 (2

4)
-

1.
77

%
 (2

5)
$4

,4
49

-
$1

8,
83

6
$5

,2
32

,0
24

-
$1

96
,1

01
,5

96

En
do

m
et

ria
l a

bl
at

io
n

0.
16

%
 (5

)
-

2.
43

%
 (2

5)
$4

,4
49

-
$1

7,
38

5
$4

,1
86

,5
09

-
$2

48
,4

66
,4

20

N
o 

su
rg

ic
al

 tr
ea

tm
en

t
36

.9
7%

-
77

.6
4%

$4
,4

49
-

$1
4,

28
2

$9
67

,4
08

,3
56

-
$6

,5
21

,8
89

,5
82

T
ot

al
 C

os
t o

f L
os

t W
or

k
$1

,5
52

,5
09

,6
93

-
$1

7,
20

1,
60

2,
94

0

N
ot

e:
 T

ot
al

 w
om

en
 se

ek
in

g 
tre

at
m

en
t f

or
 fi

br
oi

ds
 w

as
 c

al
cu

la
te

d 
by

 n
um

be
r o

f w
om

en
 a

ge
d 

25
–5

4 
(6

3,
93

0,
82

1)
 m

ul
tip

lie
d 

by
 b

as
el

in
e 

of
 0

.9
2%

 =
 5

88
,1

64
.

A
ll 

co
st

s a
re

 re
po

rte
d 

in
 2

01
0 

do
lla

rs

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 13

Ta
bl

e 
3

Es
tim

at
ed

 N
um

be
r o

f O
bs

te
tri

ca
l C

om
pl

ic
at

io
ns

 A
ttr

ib
ut

ab
le

 to
 U

te
rin

e 
Fi

br
oi

ds

O
bs

te
tr

ic
 O

ut
co

m
e

O
dd

s R
at

io
 (9

5%
 C

I)
a

Pe
rc

en
t o

f C
as

es
 A

ttr
ib

ut
ed

 to
 F

ib
ro

id
s

E
st

im
at

ed
 A

nn
ua

l N
um

be
r 

of
 C

as
es

 A
ttr

ib
ut

ed
 to

 F
ib

ro
id

s
E

st
im

at
ed

 N
um

be
r 

of
 A

nn
ua

l
C

as
es

 N
at

io
nw

id
e

L
ow

b
H

ig
hc

L
ow

H
ig

h

Sp
on

ta
ne

ou
s a

bo
rti

on
d

1.
6 

(1
.3

–2
.0

)
0.

22
%

-
6.

32
%

42
1

-
12

,0
89

19
1,

27
9

Pr
et

er
m

 d
el

iv
er

y
1.

5 
(1

.3
–1

.7
)

0.
18

%
-

5.
08

%
90

6
-

25
,5

60
50

3,
15

8

C
es

ar
ea

n 
de

liv
er

y
3.

7 
(3

.5
–3

.9
)

0.
99

%
-

22
.4

0%
13

,4
55

-
30

4,
44

0
1,

35
9,

10
5

N
ot

e:

a O
dd

s r
at

io
 fr

om
 K

la
tz

ky
et

 a
l. 

(1
3)

b Lo
w

 a
ttr

ib
ut

ab
le

 p
er

ce
nt

 is
 b

as
ed

 o
n 

pr
ev

al
en

ce
 o

f 0
.3

7%
 o

f f
ib

ro
id

s i
n 

pr
eg

na
nc

y 
(2

1)

c H
ig

h 
at

tri
bu

ta
bl

e 
pe

rc
en

t i
s b

as
ed

 o
n 

a 
pr

ev
al

en
ce

 o
f 1

0.
7%

 o
f f

ib
ro

id
s i

n 
pr

eg
na

nc
y 

(2
2)

d Sp
on

ta
ne

ou
s a

bo
rti

on
 %

 c
as

es
 a

ttr
ib

ut
ed

 to
 fi

br
oi

ds
 re

fe
rs

 to
 a

ll 
ca

se
s o

f S
A

B
, h

ow
ev

er
 e

st
im

at
ed

 n
um

be
r o

f a
nn

ua
l c

as
es

 n
at

io
nw

id
e 

an
d 

es
tim

at
ed

 a
nn

ua
l n

um
be

r o
f c

as
es

 a
ttr

ib
ut

ed
 to

 fi
br

oi
ds

 re
fe

rs
 o

nl
y

to
 S

A
B

s r
eq

ui
rin

g 
D

&
C

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 14

Ta
bl

e 
4

Es
tim

at
ed

 A
nn

ua
l C

os
t o

f O
bs

te
tri

c 
C

om
pl

ic
at

io
ns

 R
el

at
ed

 to
 U

te
rin

e 
Fi

br
oi

ds

O
bs

te
tr

ic
 O

ut
co

m
e

E
st

im
at

ed
 A

nn
ua

l N
um

be
r 

of
 C

as
es

 A
ttr

ib
ut

ed
 to

 F
ib

ro
id

s
E

st
im

at
ed

 C
os

t p
er

 C
as

e
E

st
im

at
e 

of
 T

ot
al

 C
os

t

L
ow

H
ig

h

Sp
on

ta
ne

ou
s a

bo
rti

on
42

1
-

12
,0

89
$2

,3
35

 (3
0)

-
$9

,1
57

 (2
9)

$9
83

,0
35

-
$1

10
,6

98
,9

73

Pr
et

er
m

 d
el

iv
er

y
90

6
-

25
,5

60
$5

7,
45

8 
(3

1)
-

$5
7,

45
8 

(3
1)

$5
2,

05
6,

94
8

-
$1

,4
68

,6
26

,4
80

C
es

ar
ea

n 
de

liv
er

y
13

,4
55

-
30

4,
44

0
$1

3,
74

5 
(3

2)
-

$2
0,

29
8 

(3
3)

$1
84

,9
38

,9
75

-
$6

,1
79

,5
23

,1
20

C
om

bi
ne

d 
C

os
t f

or
 O

bs
te

tr
ic

al
 O

ut
co

m
es

$2
37

,9
78

,9
58

-
$7

,7
58

,8
48

,5
73

N
ot

e:
 A

ll 
co

st
s a

re
 re

po
rte

d 
in

 2
01

0 
do

lla
rs

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 15

Ta
bl

e 
5

To
ta

l A
nn

ua
l E

st
im

at
es

 o
f C

os
ts

 D
ue

 to
 U

te
rin

e 
Fi

br
oi

ds

E
st

im
at

e 
of

 T
ot

al
 C

os
t

L
ow

%
 o

f T
ot

al
H

ig
h

%
 o

f T
ot

al

D
ir

ec
t C

os
t

M
ed

ic
at

io
ns

, I
np

at
ie

nt
 A

dm
is

si
on

s, 
O

ut
pa

tie
nt

 V
is

its
$3

,2
71

,9
56

,3
32

55
.5

4%
$5

,0
96

,4
41

,0
60

14
.8

3%

Su
rg

er
y

$8
29

,2
13

,5
71

14
.0

7%
$4

,3
12

,4
22

,1
31

12
.5

5%

In
di

re
ct

 C
os

t

Lo
st

 w
or

k
$1

,5
52

,5
09

,6
93

26
.3

5%
$1

7,
20

1,
60

2,
94

0
50

.0
5%

Sp
on

ta
ne

ou
s a

bo
rti

on
$9

83
,0

35
0.

02
%

$1
10

,6
98

,9
73

0.
32

%

Pr
et

er
m

 d
el

iv
er

y
$5

2,
05

6,
94

8
0.

88
%

$1
,4

68
,6

26
,4

80
4.

27
%

C
es

ar
ea

n 
de

liv
er

y
$1

84
,9

38
,9

75
3.

14
%

$6
,1

79
,5

23
,1

20
17

.9
8%

T
ot

al
 A

nn
ua

l E
st

im
at

e
$5

,8
91

,6
58

,5
54

10
0.

00
%

$3
4,

36
9,

31
4,

70
4

10
0.

00
%

N
ot

e:
 A

ll 
co

st
s a

re
 re

po
rte

d 
in

 2
01

0 
do

lla
rs

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 16

Ta
bl

e 
6

To
ta

l L
os

t W
or

k 
C

os
t D

ep
en

de
nt

 o
n 

%
 w

ho
 u

nd
er

go
 H

ys
te

re
ct

om
y 

an
d 

C
os

t o
f L

os
t W

or
k 

fo
r t

ho
se

 w
ho

 u
nd

er
go

 H
ys

te
re

ct
om

y

R
an

ge
 o

f C
os

t E
st

im
at

es
 fo

r 
L

os
t W

or
k 

in
 th

os
e 

w
ho

 u
nd

er
go

 H
ys

te
re

ct
om

y

$4
,4

49
$1

0,
00

0
$1

5,
00

0
$2

0,
00

0
$2

5,
00

0
$3

0,
07

5

R
an

ge
 o

f %
 o

f W
om

en
 U

nd
er

go
in

g 
H

ys
te

re
ct

om
y

21
.0

0%
$5

49
,5

13
,7

86
$1

,2
35

,1
40

,0
00

$1
,8

52
,7

10
,0

00
$2

,4
70

,2
80

,0
00

$3
,0

87
,8

50
,0

00
$3

,7
14

,6
83

,5
50

26
.0

0%
$6

80
,3

54
,4

27
$1

,5
29

,2
30

,0
00

$2
,2

93
,8

45
,0

00
$3

,0
58

,4
60

,0
00

$3
,8

23
,0

75
,0

00
$4

,5
99

,1
59

,2
25

31
.0

0%
$8

11
,1

90
,6

19
$1

,8
23

,3
10

,0
00

$2
,7

34
,9

65
,0

00
$3

,6
46

,6
20

,0
00

$4
,5

58
,2

75
,0

00
$5

,4
83

,6
04

,8
25

36
.0

0%
$9

42
,0

26
,8

11
$2

,1
17

,3
90

,0
00

$3
,1

76
,0

85
,0

00
$4

,2
34

,7
80

,0
00

$5
,2

93
,4

75
,0

00
$6

,3
68

,0
50

,4
25

41
.0

0%
$1

,0
72

,8
63

,0
03

$2
,4

11
,4

70
,0

00
$3

,6
17

,2
05

,0
00

$4
,8

22
,9

40
,0

00
$6

,0
28

,6
75

,0
00

$7
,2

52
,4

96
,0

25

46
.0

0%
$1

,2
03

,6
99

,1
95

$2
,7

05
,5

50
,0

00
$4

,0
58

,3
25

,0
00

$5
,4

11
,1

00
,0

00
$6

,7
63

,8
75

,0
00

$8
,1

36
,9

41
,6

25

52
.9

0%
$1

,3
84

,2
57

,4
11

$3
,1

11
,3

90
,0

00
$4

,6
67

,0
85

,0
00

$6
,2

22
,7

80
,0

00
$7

,7
78

,4
75

,0
00

$9
,3

57
,5

05
,4

25

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 17

Ta
bl

e 
7

%
 T

ot
al

 C
os

t S
av

in
gs

R
an

ge
 o

f C
os

t E
st

im
at

es
 fo

r 
L

os
t W

or
k 

in
 th

os
e 

w
ho

 u
nd

er
go

 H
ys

te
re

ct
om

y

$4
,4

49
$1

0,
00

0
$1

5,
00

0
$2

0,
00

0
$2

5,
00

0
$3

0,
07

5

R
an

ge
 o

f %
 o

f W
om

en
 U

nd
er

go
in

g 
H

ys
te

re
ct

om
y

21
.0

0%
25

.6
%

23
.6

%
21

.8
%

20
.0

%
18

.2
%

16
.4

%

26
.0

0%
25

.2
%

22
.8

%
20

.6
%

18
.3

%
16

.1
%

13
.8

%

31
.0

0%
24

.9
%

21
.9

%
19

.3
%

16
.6

%
14

.0
%

11
.3

%

36
.0

0%
24

.5
%

21
.1

%
18

.0
%

14
.9

%
11

.8
%

8.
7%

41
.0

0%
24

.1
%

20
.2

%
16

.7
%

13
.2

%
9.

7%
6.

1%

46
.0

0%
23

.7
%

19
.4

%
15

.4
%

11
.5

%
7.

5%
3.

6%

52
.9

0%
23

.2
%

18
.2

%
13

.6
%

9.
1%

4.
6%

0.
0%

N
ot

e:
 %

 to
ta

l c
os

t s
av

in
gs

 is
 c

al
cu

la
te

d 
as

 a
bs

ol
ut

e 
do

lla
r s

av
in

gs
 fr

om
 h

ig
he

st
 e

st
im

at
e 

(i.
e.

 5
2.

90
%

 o
f w

om
en

 u
nd

er
go

in
g 

hy
st

er
ec

to
m

y 
an

d 
lo

st
 w

or
k 

co
st

s a
t $

30
,0

75
) i

n 
Ta

bl
e 

6 
as

 a
 p

er
ce

nt
ag

e 
of

 th
e

hi
gh

 to
ta

l e
st

im
at

e 
of

 c
os

ts
 w

ith
in

 T
ab

le
 5

.

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 18

Ta
bl

e 
8

To
ta

l L
os

t W
or

k 
C

os
t D

ep
en

de
nt

 o
n 

%
 w

ho
 u

nd
er

go
 N

on
-S

ur
gi

ca
l T

re
at

m
en

t a
nd

 C
os

t o
f L

os
t W

or
k 

fo
r t

ho
se

 w
ho

 u
nd

er
go

 N
o 

Su
rg

ic
al

 T
re

at
m

en
t

R
an

ge
 o

f C
os

t E
st

im
at

es
 fo

r 
L

os
t W

or
k 

in
 th

os
e 

w
ho

 u
nd

er
go

 N
o 

Su
rg

ic
al

 T
re

at
m

en
t

$4
,4

49
$5

,0
00

$7
,5

00
$1

0,
00

0
$1

2,
50

0
$1

4,
28

2

R
an

ge
 o

f %
 o

f W
om

en
 w

ho
 u

nd
er

go
 N

o 
Su

rg
ic

al
 T

re
at

m
en

t

36
.9

7%
$9

67
,4

08
,3

56
$1

,0
87

,2
20

,0
00

$1
,6

30
,8

30
,0

00
$2

,1
74

,4
40

,0
00

$2
,7

18
,0

50
,0

00
$3

,1
05

,5
35

,2
08

40
.0

0%
$1

,0
46

,6
98

,4
34

$1
,1

76
,3

30
,0

00
$1

,7
64

,4
95

,0
00

$2
,3

52
,6

60
,0

00
$2

,9
40

,8
25

,0
00

$3
,3

60
,0

69
,0

12

45
.0

0%
$1

,1
77

,5
34

,6
26

$1
,3

23
,3

70
,0

00
$1

,9
85

,0
55

,0
00

$2
,6

46
,7

40
,0

00
$3

,3
08

,4
25

,0
00

$3
,7

80
,0

74
,0

68

50
.0

0%
$1

,3
08

,3
70

,8
18

$1
,4

70
,4

10
,0

00
$2

,2
05

,6
15

,0
00

$2
,9

40
,8

20
,0

00
$3

,6
76

,0
25

,0
00

$4
,2

00
,0

79
,1

24

55
.0

0%
$1

,4
39

,2
07

,0
10

$1
,6

17
,4

50
,0

00
$2

,4
26

,1
75

,0
00

$3
,2

34
,9

00
,0

00
$4

,0
43

,6
25

,0
00

$4
,6

20
,0

84
,1

80

60
.0

0%
$1

,5
70

,0
43

,2
02

$1
,7

64
,4

90
,0

00
$2

,6
46

,7
35

,0
00

$3
,5

28
,9

80
,0

00
$4

,4
11

,2
25

,0
00

$5
,0

40
,0

89
,2

36

65
.0

0%
$1

,7
00

,8
83

,8
43

$1
,9

11
,5

35
,0

00
$2

,8
67

,3
02

,5
00

$3
,8

23
,0

70
,0

00
$4

,7
78

,8
37

,5
00

$5
,4

60
,1

08
,5

74

70
.0

0%
$1

,8
31

,7
20

,0
35

$2
,0

58
,5

75
,0

00
$3

,0
87

,8
62

,5
00

$4
,1

17
,1

50
,0

00
$5

,1
46

,4
37

,5
00

$5
,8

80
,1

13
,6

30

77
.6

4%
$2

,0
31

,6
40

,2
99

$2
,2

83
,2

55
,0

00
$3

,4
24

,8
82

,5
00

$4
,5

66
,5

10
,0

00
$5

,7
08

,1
37

,5
00

$6
,5

21
,8

89
,5

82

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 19

Ta
bl

e 
9

%
 T

ot
al

 C
os

t S
av

in
gs

R
an

ge
 o

f C
os

t E
st

im
at

es
 fo

r 
L

os
t W

or
k 

in
 th

os
e 

w
ho

 u
nd

er
go

 N
o 

Su
rg

ic
al

 T
re

at
m

en
ts

$4
,4

49
$5

,0
00

$7
,5

00
$1

0,
00

0
$1

2,
50

0
$1

4,
28

2

R
an

ge
 o

f %
 o

f W
om

en
 u

nd
er

go
in

g 
H

ys
te

re
ct

om
y

36
.9

7%
16

.2
%

15
.8

%
14

.2
%

12
.6

%
11

.1
%

9.
9%

40
.0

0%
15

.9
%

15
.6

%
13

.8
%

12
.1

%
10

.4
%

9.
2%

45
.0

0%
15

.5
%

15
.1

%
13

.2
%

11
.3

%
9.

3%
8.

0%

50
.0

0%
15

.2
%

14
.7

%
12

.6
%

10
.4

%
8.

3%
6.

8%

55
.0

0%
14

.8
%

14
.3

%
11

.9
%

9.
6%

7.
2%

5.
5%

60
.0

0%
14

.4
%

13
.8

%
11

.3
%

8.
7%

6.
1%

4.
3%

65
.0

0%
14

.0
%

13
.4

%
10

.6
%

7.
9%

5.
1%

3.
1%

70
.0

0%
13

.6
%

13
.0

%
10

.0
%

7.
0%

4.
0%

1.
9%

77
.6

4%
13

.1
%

12
.3

%
9.

0%
5.

7%
2.

4%
0.

0%

N
ot

e:
 %

 to
ta

l c
os

t s
av

in
gs

 is
 c

al
cu

la
te

d 
as

 a
bs

ol
ut

e 
do

lla
r s

av
in

gs
 fr

om
 h

ig
he

st
 e

st
im

at
e 

(i.
e.

 7
7.

64
%

 o
f w

om
en

 u
nd

er
go

in
g 

no
 su

rg
ic

al
 tr

ea
tm

en
t a

nd
 lo

st
 w

or
k 

co
st

s a
t $

14
,2

82
) i

n 
Ta

bl
e 

8 
as

 a
 p

er
ce

nt
ag

e
of

 th
e 

hi
gh

 to
ta

l e
st

im
at

e 
of

 c
os

ts
 w

ith
in

 T
ab

le
 5

.

Am J Obstet Gynecol. Author manuscript; available in PMC 2013 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

CARDOZO et al. Page 20

Table 10

Estimated Annual Cost of Various Diseases in the United States

Disease Estimated Annual Cost

Diabetes (40) $192,728,897,856.00

Uterine Fibroids $34,369,314,704.00

Breast Cancer (39) $16,057,400,853.77

Colon Cancer (39) $14,055,718,520.64

Ovarian Cancer (39) $5,063,759,062.27

Note: All costs are reported in 2010 dollars
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