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Abstract
Objective—To evaluate if there are racial differences between African-American and Caucasian
women who have hysterectomy for benign conditions in terms of (1) presenting symptoms
(prolapse, vaginal bleeding, pain, and known history of leiomyomas), (2) serum estradiol and
testosterone levels at the visit before hysterectomy, and (3) uterine weight.

Methods—A multi-ethnic, multisite, community-based longitudinal cohort study of 3,302
women ages 42–52 at enrollment was conducted. During 9 years of follow-up, 203 African-
American and Caucasian women reported a hysterectomy, 90 with evidence of uterine
leiomyomas. Women were surveyed regarding their overall perceived health before and after
hysterectomy, presenting symptoms, and their motivations for surgery. Serum estradiol and
testosterone levels were measured. Uterine weight at time of hysterectomy and clinical pathology
were determined via medical record abstraction.

Results—Previously diagnosed leiomyomas were presenting symptoms more frequently in
African-American women than Caucasian women (85% vs. 63%; p = .02). African-American
women had less prolapse than Caucasian women (0% vs. 10%; p = 0.04). Chronic pain was a
more frequent reason for hysterectomy in African-American women than in Caucasian women
(49% vs. 29%; p = .05). There were no differences between the groups in levels of estradiol or
testosterone. African-American women had almost twice the uterine weight as that of Caucasian
women (448 vs. 240 g; p = .0005).

Conclusion—Racial differences in frequency of hysterectomy for benign conditions are
consistent with differences in presenting symptoms, where African-American women seemingly
have larger, more symptomatic fibroids.

Introduction
In the United States, hysterectomy is the second most frequently performed surgical
procedure for all women of reproductive age (Keshavarz, Kieke, & Marchbanks, 2002).
Approximately 600,000 hysterectomies are performed annually, translating into
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approximately 20 million women in the United States with a history of hysterectomy
(Keshavarz et al., 2002). The leading cause of hysterectomy is leiomyomas (fibroids)
followed by endometriosis and uterine prolapse (Keshavarz et al., 2002; Wilcox et al.,
1994).

There is a clear racial difference in hysterectomy rates for women with leiomyomas.
African-American women, compared with Caucasian women, are 2–3 times more likely to
have a clinical diagnosis of uterine leiomyoma (Brett, Marsh, & Madans, 1997; Day Baird,
Dunson, Hill, Cousins, & Schectman, 2003; Faerstein, Szklo, & Rosenshein, 2001; Kjerulff
et al., 1993; Marshall et al., 1997; Wilcox et al., 1994), are twice as likely to have a
hysterectomy for leiomyomas (Keshavarz et al., 2002) and to have the hysterectomy at an
earlier age (Kjerulff et al., 1993; Kjerulff, Langenberg, Seidman, Stolley, & Guzinski,
1996). Variables contributing to higher hysterectomy rates in African-American women
include larger average uterine weight, larger mean size of largest leiomyoma, hematocrit
<35%, and more numerous and symptomatic tumors than Caucasian women (Day Baird et
al., 2003; Kjerulff et al., 1996). Nonetheless, a large, prospective, cohort study concluded
that neither a higher prevalence of known risk factors nor access to health care explained the
excess rate of uterine leiomyomas in African-American women age 25–44 compared with
Caucasian women (Marshall et al., 1997). African-American women also experience an
increased risk of 1 or more complications of operative or medical care associated with
fibroids and hysterectomy, are more likely to have a hysterectomy associated hospital stay
of longer than 10 days, have a higher in-hospital mortality rate associated with
hysterectomy, and have a longer time interval from diagnosis to hysterectomy (Kjerulff et
al., 1993; Kjerulff et al., 1996).

Androgens and estrogens have been implicated in uterine leiomyoma development. High
levels of aromatase (the enzyme that converts androgens to estrogens) is present in greater
abundance within fibroids than in the surrounding normal myometrium (Folkerd, Newton,
Davidson, Anderson, & James, 1984; Yamamoto, Takamori, & Okada, 1984). Additionally,
androgen-sensitive tissues convert testosterone to the stronger androgen 5α-
dihydrotestosterone by using the enzyme 5α-reductase. This enzyme is present in higher
abundance in fibroid tissues compared to myometrium or endometrium (Reddy & Rose,
1979), suggesting a role for androgens in fibroid development. To date, the differences in
androgen and estrogen levels in women of varying races undergoing hysterectomy for
fibroids have not been measured. Does a racial difference in androgen and estrogen levels
explain the racial differences between African-American and Caucasian women who have
hysterectomy for fibroids?

Previously in the Study of Women’s Health Across the Nation (SWAN), we examined more
than 16,000 women and demonstrated that ethnicity was associated with hysterectomy in
women age 40–55 (Powell et al., 2005). In that study, we showed that when controlling for
age, education, fibroids, body mass index [BMI], marital status, smoking, geographic site,
and country of education, African-American women were 1.66-fold (95% confidence
interval [CI], 1.46–1.88) more likely than Caucasian women to have a hysterectomy for
benign conditions (Powell et al., 2005). A diagnosis of fibroids as the indication for
hysterectomy was higher for African-American women compared with Caucasian, Hispanic,
and Asian-American women (Powell et al., 2005). In that study, we concluded that the
higher rates of hysterectomy for benign conditions occurring in African-American women
was most likely a health disparity issue where inequalities in health care between African-
American women and Caucasian women leads to a different outcome.

Queries still surface as to whether the differences between African-American and Caucasian
women having hysterectomies for fibroids are due to a health disparity issue or to biological/
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environmental factors that predispose African-American women to have larger fibroids, and
hence more frequent and complicated surgeries. This study looked at women who had a
hysterectomy for leiomyomas and addressed the following questions: (1) Are there racial
differences in presenting symptoms (prolapse, vaginal bleeding, pain, and known history of
leiomyomas) of women who have had a hysterectomy for leiomyomas? (2) Is there a
difference in serum estradiol and testosterone levels at the visit before hysterectomy in
African-American and Caucasian women having hysterectomy for leiomyomas? If there is a
racial difference in serum estradiol and testosterone levels, does it account for the racial
differences in prevalence of symptomatic fibroids? And (3) can we confirm the previously
observed increase in leiomyomatous uterine weight in African-American women compared
with Caucasian women?

Materials and Methods
Participants

SWAN is a multi-ethnic, multisite, community-based study of 3,302 women being followed
through the menopausal transition. The design of the study has been previously described
(Sowers, Crawford, & Sternfeld, 2000). Briefly, a screening survey was conducted between
November 1995 and December 1997 to assess eligibility for enrollment and to collect
demographic, health, reproductive, and lifestyle data. From the 16,065 women who
completed this initial cross-sectional screening survey, approximately 450 eligible women
were recruited for continued follow-up at each of 7 clinical sites. Women were pre- and
early peri-menopausal at baseline and have provided up to 10 years of annual data as part of
an 11-year study.

To be eligible for the longitudinal cohort, women had to be aged 42–52 years; have an intact
uterus and at least 1 ovary; have had at least 1 menstrual period and not have used
reproductive hormones in the previous 3 months; and have self-identified with 1 of the site’s
designated race/ethnic groups. In addition to Caucasian women, each site recruited women
from 1 specified minority group (African-American women in Pittsburgh, Pennsylvania,
Boston, Massachusetts, Detroit area, Michigan, and Chicago, Illinois; Japanese women in
Los Angeles, California; Chinese women in the San Francisco East Bay region [California];
and Hispanic women in Newark, New Jersey). For this paper, only African-American and
Caucasian participants were considered. The Institutional Review Boards at all participating
sites approved the study protocol. All participants provided informed written consent.

Of the 3,302 cohort women, 200 never completed a follow-up visit. From the remaining
3,102 women, 239 incident hysterectomy cases were reported over 9 years (8%), 203 of
which were African-American or Caucasian women. As outlined in Figure 1, 17 participants
were excluded because of a preoperative malignancy diagnosis and 125 medical records
with a preoperative diagnosis were obtained. Of these records, 103 contained information on
gross and/or microscopic pathology, with 90 showing evidence of uterine leiomyomas and
13 showing no evidence of uterine leiomyomas. The SWAN retention rate at the end of the
9th follow-up examination was 73% for all active participants.

Procedures and Measures
SWAN participants at all sites were assessed with a common protocol. Assessments
included blood draw, anthropometric measurements, and interviewer- and self-administered
questionnaires about health, lifestyle, and psychosocial factors. Age, race/ethnicity,
education (high school degree or less, some college/vocational training, college degree or
more), difficulty paying for basics (as an indicator of socioeconomic status: very hard,
somewhat hard, not hard at all), total physical activity during housework and leisure
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activities (assessment scale previously used; Sternfeld, Ainsworth, & Quesenberry, 1999),
and parity (number of live births after 20 weeks of gestation) were obtained at the baseline
examination.

Annual measures included perceived health, menopausal status, exogenous hormone use,
and blood assays. Participants rated their overall perceived health on a 5-point scale ranging
from poor to excellent derived from the MOS SF-36 (Ware & Sherbourne, 1992). BMI (kg/
m2) was calculated from measurements of weight and height, which were obtained annually
with a calibrated scale and stadiometer. Waist-to-hip ratio was measured over
undergarments at the narrowest part of the torso (natural waist, normally above the level of
the umbilicus). For 9 of the 13 participants for whom BMI and waist-to-hip ratio at the visit
the hysterectomy was reported was not available, these measures were imputed from the 2
closest visits.

A fasting blood draw was targeted to the follicular phase of the menstrual cycle (days 2 to
5). All samples were maintained at 4°C until separated and then were frozen at −80°C and
shipped on dry ice to a central laboratory. Serum estradiol concentrations were measured
with a modified, off-line ACS:180 (E2-6) immunoassay. Testosterone concentrations were
evaluated with the ACS:180 total testosterone assay modified to increase precision in the
low ranges. The intra- and interassay coefficients of variation for estradiol assays were 8.5%
and 13.8%, respectively (England, Parsons, Possley, McConnell, & Midgley, 2002). For
testosterone, the intraassay coefficient of variation ranged from 4.6% to 11.78% and the
interassay coefficient of variation ranged from 9.7% to 11.34% (Sowers, Beebe, McConnell,
Randolph, & Jannausch, 2001). Hormone assays were conducted at the University of
Michigan SWAN Endocrine Laboratory using the ACS-180 automated analyzer (Bayer
Diagnostics Corp, Norwood, MA).

At each annual follow-up visit, participants were asked whether or not they had had a
hysterectomy. Women who reported an incident hysterectomy were then asked to consent to
have their medical records requested and to complete an additional questionnaire. Physicians
and medical institutions were requested to provide all information from the medical record
pertinent to the hysterectomy, including pre- and postoperative notes. A single reviewer
(GW) completed an abstraction form from these medical records. Included on the
abstraction form were lists of presenting symptoms, preoperative diagnosis, histologic
findings, uterine weight, record of uterine and ovary removal, and any operative
complications. Evidence of uterine leiomyomas was verified via gross and/or microscopic
findings, as described in the medical record. The participant questionnaire included
questions on what influenced their decision to have a hysterectomy, alternative treatments
considered and satisfaction with their experience.

Statistical Methods
Standard χ2, Fisher exact, Student t-test, and Wilcoxon tests were used as appropriate to
compare African American and Caucasian women who reported a hysterectomy (n = 125)
and who had evidence of uterine leiomyomas (n = 90). The sample of 125 women was used
to generally compare African-American and Caucasian women having hysterectomy. The
sample of 90 women was used to answer the 3 objectives of this paper (racial differences in
symptoms, serum estradiol and testosterone levels, and uterine weight). Analyses included
evaluation of general characteristics, presenting symptoms, uterine weight, and participants’
perceptions. Data were extracted from the regularly scheduled annual visit, the medical
record, and the participant questionnaire completed at a visit after the hysterectomy. Results
did not change when limited to the 4 sites that recruited African-American women; thus,
findings from the full sample are reported. All analyses were computed using SAS (Version
9.1, SAS Institute, Inc., Cary, NC).
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Exploratory multivariable logistic regression models were used to assess whether frequency
of leiomyomas by race/ethnicity was independent of other factors by examining the 103
available pathology reports. Because of the limited number of women without evidence of
fibroids (n = 13), covariates were restricted to age at hysterectomy and BMI. Further,
although the model fit was evaluated via the Hosmer and Lemeshow goodness-of-fit statistic
(Hosmer and Lemeshow, 1989), results of these models were interpreted with caution given
the large confidence intervals.

Results
In examining women with hysterectomy and available preoperative data (n = 125), African-
American women, compared with Caucasian women, had their hysterectomy at a younger
age (48 vs. 50 years; p = .0008), were less physically active, and had higher BMI and WHR
values (Table 1). At study entry, African-American women, compared with Caucasian
women were also younger (baseline age 45.2 vs. 46.7; p = .003) and showed greater BMI
(33.1 vs. 26.8; p < 0.0001) and WHR at the visit before the hysterectomy (0.83 vs. 0.80; p
= .02; data at study entry are not presented in tables). Self-perceived health among African-
American women before surgery, relative to the Caucasian women, was poorer (fair/poor
health, 20% vs. 9%), although this difference did not remain significant in the year after
surgery (fair/poor health, 17% vs. 7%).

Table 2 presents a comparison between the African-American and Caucasian women with
hysterectomy and a postoperative confirmation of leiomyoma from the pathology report (n =
90). Data from the medical record indicated that previously diagnosed leiomyoma was a
presenting symptom more frequently in the African-American women than in the Caucasian
women (85% vs. 63%; p = .02). In contrast, Caucasian women were more likely to have
prolapse (10% vs. 0%; p = .04). A comparison of uterine weight in the 2 groups revealed
that, in African-American women, the uteri weighed almost twice as much as the Caucasian
women’s uteri (448 vs. 240 g; p = .0005). There were no racial differences in serum
estradiol and testosterone levels in women who had hysterectomy for fibroids. This
similarity in endogenous hormones remained when ethnicities were subdivided into pre-
menopausal/early perimenopausal and late perimenopausal/postmenopausal groups.

Multivariable logistic regression models showed that of those with available pathology
reports (n = 103), African-American women had a higher odds of evidence of leiomyoma
than Caucasian women (odds ratio [OR], 6.97; 95% CI, 1.22–39.81; p = .03) after
controlling for age at hysterectomy (OR, 1.03; 95% CI, 0.84–1.26) and BMI (OR, 0.96; 95%
CI, 0.88–1.05), which were not significantly different.

Data from the self-report questionnaire, assessed after surgery, indicated that chronic pain
was a more frequent reason for hysterectomy among African-American women than among
Caucasian women (49% vs. 29%; p = .05). There was no differential encouragement to have
the surgery by the health care provider in 1 group relative to the other. When women were
asked to choose the 1 primary motivation for having the surgery, the African-American
women, relative to the Caucasian women, more frequently chose chronic pain (23% vs. 2%;
p = .003). In contrast, the Caucasian women, relative to the African-American women, more
frequently chose “Other (e.g., acute pain, prolapse)” (36% vs. 13%). Self-reported quality of
life 3 months after the hysterectomy was similar between the groups.

Discussion
African-American women with fibroids were more symptomatic (chronic pain), and this was
a primary motivator for operative management. Furthermore, African-American women
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underwent hysterectomy at an earlier age, supporting the observation that symptoms were
more severe in the African-American population requiring earlier operative management.
This interpretation is supported by a comparative study where African-American women
having larger uteri and more numerous leiomyomas also had a higher incidence of a
hematocrit <35%, severe pain, constipation, and stomach aches (Kjerulff et al., 1996).
Prolapse was reported more frequently in the Caucasian population. It is plausible that
prolapse was the reason for hysterectomy in these Caucasian patients with asymptomatic
concurrent incidental fibroids. Multiple studies have shown that prolapse and incontinence
are more frequent in Caucasians compared with African Americans (Bump, 1993; Howard,
Delancey, Tunn, & Ashton-Miller, 2000; Rortveit et al., 2007). Overall, the data suggest that
hysterectomies for fibroids in the African-American population were more likely due to
severe symptomatic fibroids, but in Caucasian women with hysterectomies, fibroids were
more likely to be incidental.

It is well established that growth of uterine leiomyomas occur during the reproductive years
and growth inhibition and regression occur with both GnRH agonist treatment and at
menopause, suggesting that fibroids are steroid responsive. Previously, studies demonstrated
higher estrogen, aromatase, 5α-reductase, and androgen activity in leiomyoma tissue
(Folkerd et al., 1984; Reddy & Rose, 1979; Yamamoto et al., 1984). An observation in
support of the theory that higher androgens are involved in leiomyoma development is that
African-American women with polycystic ovarian syndrome have a higher incidence of
uterine leiomyomas compared with African-American women without polycystic ovarian
syndrome (Wise, Palmer, Stewart, & Rosenberg, 2007). Hence, sex steroids (both tissue
specific and serum) are of great interest when studying leiomyoma development. We
demonstrated that there were no racial differences in serum estradiol or testosterone levels at
the annual study visit before hysterectomy in women with leiomyomas. Post hoc analyses
revealed that even with our limited sample size we had sufficient power (94% for estradiol,
84% for testosterone) to detect clinically meaningful differences between groups. Thus,
larger, more symptomatic fibroids in African-American women who have had a
hysterectomy for fibroids do not seem to be related to these circulating steroids.

We confirm that uterine weight at hysterectomy was significantly higher in African-
American women compared with Caucasian women. The racial difference in uterine weight
is a theme that resonates throughout the literature. A comparative study population in
Maryland, consisting of 409 African-American women and 836 Caucasian women,
demonstrated that the average uterine weight for African-American women with
leiomyomas was 420.8 g and 319.1 g for Caucasian women, that 56% of African-American
women but only 36% of Caucasian women had 7 or more leiomyomas, and that African-
American women had a mean size of largest leiomyoma 5.2 ± 2.9 cm compared with 4.6 ±
3.2 cm in Caucasian women (Kjerulff et al., 1996). Larger leiomyomas have been associated
with complications of hysterectomy, including risk of blood loss, blood transfusions, vaginal
cuff cellulitis, urinary tract infection, pyelonephritis, fever, nonpelvic venous thrombosis,
pelvic hematoma, wound infection, bowel obstruction, and hospital readmission (Hillis,
Marchbanks, & Peterson, 1996).

Multiple factors influence leiomyoma development. There are several biological differences
between African-American and Caucasian women with leiomyomata that predispose
African-American women to fibroids. These include estrogen receptor-α PP polymorphism
and catechol-O-methyltransferase polymorphism Val/Val genotype (Al-Hendy & Salama,
2006a, 2006b). An epidemiologic study of African-American and Caucasian sister pairs, of
similar socioeconomic status, diagnosed with uterine leiomyomas demonstrated that
African-American women were diagnosed 5.3 years younger and more likely to report
severe disease, suggesting an underlying genetic predisposition to uterine leiomyomas in
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African-American women (Huyck et al., 2008). High BMI, diets rich in red meat/fats and
low in fiber, low physical activity levels, and increased WHRs have all been associated with
uterine leiomyoma development (Baird, Dunson, Hill, Cousins, & Schectman, 2007;
Chiaffarino et al., 1999; Faerstein et al., 2001; Ross et al., 1986; Terry et al., 2007; Wise et
al., 2005). Wise et al. (2005) showed that the incidence of uterine leiomyomata increased
with a BMI up to 32.4 kg/m2, but was not significantly different at BMI ≥ 32.5 kg/m2.
However, Marshall et al. (1997) conducted a multivariate analysis controlling for
confounders like BMI, and still found a higher-incidence of uterine leiomyoma in the
African-American group compared with the White, Hispanic, and Asian groups. Hence, the
exact role of body habitus on the incidence of uterine leiomyoma remains unclear. Our data
point to baseline racial differences in BMI, baseline physical activity, and WHR. These are
known differences, but presently there is no reason to assume causality.

We have demonstrated that the perceived overall health of African-American women before
hysterectomy was significantly poorer compared with the Caucasian women. This may
reflect the patients’ perceptions of health as a result of the burden with fibroids or may be a
true disparity issue. Our study is limited by not controlling for concurrent morbidities, which
could influence a patient’s overall perceived health. For example, an African-American
woman with poorly controlled hypertension and diabetes might have a poorer perceived
health regardless of her symptoms related to her fibroids. We nevertheless conclude that, in
our study, women with larger and more symptomatic fibroids are likely to be sicker and
consequently may be more likely to report a poorer health status. This is consistent with
previous reports (Spies et al., 2002; Williams, Jones, Mauskopf, Spalding, & DuChane,
2006).

There are several strengths and limitations of this study. The diverse cohort of women in this
study was taken from 7 study sites and numerous medical facilities across the country where
different surgeons and pathologists evaluated these cases. Hence, the results of the study
have strong external validity. Serum estradiol and testosterone levels before hysterectomy
were measured in this study. There are only a few limited studies that evaluate sex steroids
and leiomyomas. This is the first assessment of sex steroids as a possible factor of racial
differences between African-American and Caucasian women who have hysterectomies for
fibroids. The African-American women presented at a younger age at study entry, and had
hysterectomy for fibroids at an earlier age. This earlier presentation at study entry could be
interpreted as a confounder for hysterectomy at an earlier age. However, it is more an
indication that the fibroids were larger and more symptomatic in the African-American
group leading to an earlier presentation. It is this burden of symptoms and size that led to the
hysterectomy for fibroids at an earlier age in the African-American group.

One of the limitations of our assessment of symptoms is that the questionnaire completed by
participants could have been done shortly after or many years after hysterectomy. However,
this limitation may have worked to our advantage in terms of symptoms, because women are
more likely to remember their worst symptoms before hysterectomy. Despite the large
geographic area of the selected cohort of women, the study is limited by a small number of
women who had pathology proven leiomyomatous uteri (n = 90). Further, the small number
of women without documented uterine leiomyomas (n = 13) limited our ability to utilize
multivariable analyses. It is also unfortunate that data were not available for all participants;
nonetheless, post hoc comparisons between women with complete data (n = 103) versus
those without (n = 83 [61 ± 22]) showed no differences between these groups. Larger studies
that compare fibroids in women with and without hysterectomy should be done to
substantiate our findings.
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The study is also limited by the fact that we do not know which patients had supracervical
versus total hysterectomy. Although the weight of the cervix should be taken into
consideration, it is unlikely that the cervical weight could be a significant contribution to an
already higher uterine weight in patients with heavy leiomyomatous uteri as seen in the
African-American cohort. Furthermore, the early and perimenopausal Caucasian women
with prolapse (and minimal to no leiomyomas in their uteri) more likely had cervical weight
that had an appreciable contribution to the total uterine weight. Despite this, there was still a
significant difference in overall uterine weight between the 2 races.

In conclusion, symptoms at presentation differed between African-American and Caucasian
women. Severe symptomatic fibroids were the reason for hysterectomy in most African-
American women and prolapse with potentially incidental asymptomatic fibroids occurred
only in Caucasian women. Estrogen and testosterone blood levels did not differ between the
2 races, suggesting that these steroids were not responsible for the racial differences in
women who have hysterectomy for fibroids. We confirmed that leiomyomatous uterine
weight is significantly higher in African-American women having hysterectomies for
fibroids compared with Caucasian women. African-American women seemed predisposed
to larger and more symptomatic fibroids requiring operative management at an earlier age
than Caucasian women. Based on our findings, we conclude that the difference in frequency
of hysterectomy between African-American and Caucasian women is most likely related to
the racial differences in leiomyoma disease rather than health disparity.
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Figure 1.
We included 203 African-American and Caucasian women who reported a hysterectomy: 61
did not have data on preoperative diagnoses and 17 women were excluded because of
preoperative diagnoses of malignancy, leaving a sample size of 125. The initial sample size
is based on the total number of women with data on preoperative diagnoses and no
preoperative indication of cancer. Forty-eight percent (n = 61) of this sample is African
American. The final sample size is based on total number of women with gross or
microscopic/histologic pathological evidence of fibroids (n = 90).
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Table 1

General Characteristics of Women With hysterectomy and Available Preoperative Diagnosis Data by Race (n
= 125)

Characteristics African American (n = 61) Caucasian (n = 64) p

Age at hysterectomy (y), mean ± SD 48.0 ± 3.0 50.0 ± 3.3 .0008

BMI at visit after hysterectomy, mean ± SD 33.9 ± 7.3 27.8 ± 6.5 <.0001

Baseline physical activity, mean ± SD (range, 3–15) 7.1 ± 1.7 8.1 ± 1.8 .004

Waist to hip ratio at visit after hysterectomy (n = 61 ± 60) 0.84 ± 0.07 0.80 ± 0.08 .01

Parity (number of children), mean ± SD 2.4 ± 1.8 1.8 ± 1.5 .08

Overall health at visit before hysterectomy, n (%)* .03

 Excellent 4 (7) 15 (26)

 Very good 17 (31) 19 (33)

 Good 22 (41) 19 (33)

 Fair/poor 11 (20) 5 (9)

Overall health at visit after hysterectomy, n (%)* .16

 Excellent 6 (10) 13 (21)

 Very good 24 (41) 24 (39)

 Good 19 (32) 20 (33)

 Fair/poor 10 (17) 4 (7)

*
Data not available for all participants.
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Table 2

Racial Comparison of Women With Hysterectomy and Postoperative Confirmation of Leiomyomas (n = 90)

African American (n = 48) Caucasian (n = 42) p

Estradiol (pg/mL) at visit before hysterectomy, median [IQR]; n = 42 ± 37 51.6 [33.4–88.9] 47.9 [22.5–162.9] .61

Testosterone (ng/dL) at visit before hysterectomy, median [IQR]; n = 42 ± 37 33.8 [19.7–49.9] 33.3 [23.8–40.3] .88

From medical record

 Presenting symptoms

  Prolapse 0 (0) 4 (10) .04

  Problems with vaginal bleeding 34 (74) 24 (60) .17

  Leiomyomas (previously diagnosed) 39 (85) 25 (63) .02

  Acute pelvic pain 4 (9) 0 (0) .12

  Chronic pelvic pain 12 (26) 12 (30) .69

  Uterine weight (g), median [IQR] 448 [272–794] 240 [142–440] .0005

From self-report

 Influenced decision to have hysterectomy

  Acute pain 9 (19) 4 (10) .24

  Chronic pain 23 (49) 12 (29) .05

  Problems with bleeding 38 (81) 28 (67) .13

  Leiomyomas 44 (94) 29 (69) .005

  Health care provider recommendation 34 (72) 33 (79) .50

  Primary motivation for hysterectomy .003

  Chronic pain 11 (23) 1 (2)

  Problem with bleeding 18 (38) 15 (36)

  Leiomyomas 11 (23) 6 (14)

  Health care provider recommendation 1 (2) 5 (12)

  Other (e.g. acute pain, prolapse, other) 6 (13) 15 (36)

Felt hysterectomy took care of problem 46 (100) 37 (97) .45

Quality of life better/much better after 3 mo 26 (55) 24 (57) .72

All values in table are n [range] or n (%).
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