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Abstract Uterine fibroid is a common gynecological problem among women of reproductive age. The objective
of this study was to review the common clinical presentation of uterine fibroid and assess the effect of therapeutic
intervention on fertility. A retrospective descriptive study of 368 women, who were managed for uterine fibroid over
a 5 years period (January 1%, 2008 to December 31, 2012) was conducted at a University Teaching Hospital. The
main outcome measures were common presentations, effect of treatment on fertility. Data were analyzed with Epi
Info™ statistical software version 7.0. The incidence of uterine fibroids was 29.3%. Fibroids mainly affected those
in the reproductive age group (31-40 years). The common clinical presentations- were abdominopelvic mass (100%),
menorrhagia (95.7%), infertility (41.9%), anemia (32.9%), dysmenorrhoea (12.5%), abdominopelvic pain (15.8%),
and urinary pressure symptoms (6.8%). Abdominal myomectomy (97.3%) was the main stay of treatment. The Odd
Ratio of achieving pregnancy within two year of therapeutic intervention was 1.33 (0.27-6.60), p-value=0.0007,
while the risk ratio of recurrent pregnancy loss was about three times less in those who had therapeutic interventions
[3.56 (0.52-24.21)], p-value=0.11. Uterine fibroid presents with abnormal uterine bleeding and impaired fertility in
women of reproductive age, and removal conferred fertility benefits in some cases.
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1. Introduction

Uterine fibroid is a common gynecological problem
among women of reproductive age, and there are
conflicting reports of its effect on fertility and pregnancy
outcome. It is a common reason for gynecological
consultation in most Nigerian hospitals [1,2,3,4], as well
as the most common benign genital tract tumor which are
associated with sub-fertility and early pregnancy loss in
women of reproductive age [1,2,5,6]. According to a 2010
World Health Organization report, fibroids affects
between 20 — 25% of women, and close to 235 million
women which represent 6.6% of global women population
are estimated to have been affected worldwide [7,8].

Uterine fibroids are commoner among Black women
than Caucasians [9], the incidence in Nigeria ranges from
17.9- 26%, as against 5-11% reported in Europe and
United States [10,11,12]. Studies have reported a life
incidence of between 20-40% and 35-60% of women
population at risk of having either symptomatic or
asymptomatic uterine fibroid which may require treatment
or no intervention [8,13,14]. These symptoms can
adversely affect the quality of life, especially for those

residing in middle and low income countries where late
presentation to hospital is a common occurrence [15].

The majority of women with uterine fibroids are
generally asymptomatic at the early stage and
consequently get less clinical attention due to undiagnosed
disease [1,16], while symptomatic women typically
complain of abdominopelvic mass with or without
abnormal uterine bleeding- mainly menorrhagia [1,2,3].
Studies have shown that women with myomas are more
likely to present with abdominal mass and menorrhagia
[1,3,4,17,18,19,20], and may also present with dyspareunia,
dysmenorrhoea, abdominal discomfort or bloating, painful
defecation, back ache, urinary frequency or retention, and
infertility [1,4,18,19,20]. During pregnancy, fibroids may
be a cause of miscarriage, bleeding, abnormal lie and
presentation [13].

An association between myomas and fertility has been
observed but the responsibility of fibroids in infertility
remains unclear and debatable [21]. At present, it is
estimated that fibroids may be associated with infertility in
5 to 10% and are possibly the sole cause of infertility in 1
to 3% [3,4,21,23-29]. The location of fibroids is
implicated to play a role in infertility and miscarriages,
with intramural and submucous locations identified as
major risk. Sub mucous fibroids are believed to interfere
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with the function of the uterine lining and the ability of a
fertilized ovum to implant [23,29]. It is also postulated
that larger fibroids may distort or block the fallopian tubes
[22,23,29].

In view of the variation in reports and expert opinion on
the clinical presentation of uterine fibroids and its effect
on fertility and pregnancy outcome, this study was designed
to retrospectively review the common clinical presentation,
the effect of fibroids and its treatment on the fertility of
women of the Niger Delta region of south-south, Nigeria.

2. Materials and Methods

This is a retrospective descriptive study of women
managed for uterine fibroids over a 5 year period (1%
January, 2008 to 31% December, 2012) in the department
of obstetrics and gynecology at the Niger Delta University
Teaching Hospital, Okolobiri, Bayelsa State, Nigeria.
During the period under review, a total of 1,256
gynecological cases were seen, 386 of them were
managed for uterine fibroid. The medical records of all
386 cases of uterine fibroids managed during the period
were retrieved from the hospital medical record
department and retrospectively reviewed by four research
assistants. Of the 386 cases, 154 had uterine fibroids
coexisting infertility- 142 of these were unexplained
infertility.

Inclusion criteria were- women with leiomyoma uteri
within the reproductive age (15-49 years), women with
fibroid and subfertility with no other significant infertility
factors, women who had fibroid and miscarriage with
histo-pathological analysis on expelled products of
conception (to rule out other causes of miscarriage).
Exclusion criteria include- infertile women managed with
assisted reproductive technology, women with miscarriages
due to causes other than uterine fibroids.

Eighteen women with incomplete records and
documentation were excluded from the study, leaving the
data of 368 women suitable for analysis. Information was
retrieved from the patients’ medical case notes, gynecological
ward records, histopathology records, emergency and
gynecological theatre records- data on socio-
demographics characteristics of the participants, clinical
presentation, clinical and histopathology diagnosis, effect
of fibroids on fertility before and after treatment, and type
of treatment intervention received were abstracted using a
data entry pro forma. The main outcome measures were
common clinical presentation of uterine fibroid, clinical
pregnancy and spontaneous abortion rates before and after
therapeutic interventions.

Data were analyzed with Epi Info™, version 7 (Centers
for Disease Control and Prevention, Atlanta, GA, USA).
The process involved the determination of simple percent-
ages, mean and inferential statistics involving Odds Ratio
(OR) and Risk ratio (RR). Test of statistical significance
was by Fisher Exact test, P-value <0.05 at 95% Confidence
Interval (Cl) was considered statistically significant.

3. Results

The 386 cases of uterine fibroid constituted 29.3% of
all gynecological cases managed during the period under

review. The mean age of the women was 34.0 + 6.2 years
with their age distribution and other socio-demographic
characteristics shown in Table 1. Fibroid was commonest
in unmarried (193; 52.5%), nulliparous women (114;
31.0%), aged 31-40 years (301; 81.8%).

Table 1. Socio-demographic characteristics of participants, N = 368

Characteristics N (%)
Age (years)

20-30 23(6.2)
31-40 301 (81.8)
41-50 44 (12)
Educational status

None 32(8.7)
Primary 232 (63.0)
Secondary 96 (26.1)
Tertiary 8(2.2)
Marital status

Married 166 (45.1)
Single 193 (52.5)
Separated 6 (1.6)
Divorced 3(0.8)
Religion

Christianity 341 (92.7)
African traditional religion 25 (6.8)
Islam 2 (0.5)
Parity

0 114 (31.0)
1-4 254 (69.0)

Table 2. Clinical presentation of fibroids and surgical interventions,
N=368

Variables n (%)

T Clinical presentation

Menorrhagia 352 (95.7)
Dysmenorrhia 46 (12.5)
Anemia 121 (32.9)
Abdominopelvic pain 58 (15.8)
Abdominopelvic mass 368 (100)
Urinary pressure symptoms 65 (6.8)
Gastrointestinal pressure symptoms 12 (3.3)
Weight loss 21 (5.7)
Unexplained recurrent miscarriage 34(9.2)
Infertility 154 (41.9)
Abnormal vaginal discharge 2 (0.5)
Duration of symptoms

<2 years 82 (22.3)
>2years 286 (77.7)
Type of surgery, N=338

Vaginal Myomectomy 2 (0.6)
Abdominal Myomectomy 329 (97.3)
Total abdominal Hysterectomy 7(2.1)

Table 2 showing the major clinical presentations or
symptoms of the patients indicates that abdominopelvic
mass (368; 100%) and menorrhagia (352; 95.7%) were the
commonest clinical presentation of fibroids. Abdominal
mass in the participants ranged between 12-26 weeks
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uterine size. Anemia (121; 32.9%) due to menorrhagia
was also a common presentation, while other presentations
were- dysmenorrhoea (46; 12.5%), abdominopelvic pain
(58; 15.8%), weight loss (21; 5.7%), unexplained
recurrent miscarriages (34; 9.2%), urinary (25; 6.8%) and
gastrointestinal pressure symptoms (12; 3.3%).

One hundred and fifty-four (41.9%) participants
presented with a history of infertility coexisting with
uterine fibroids- they all had intramural (100; 64.9%) and
submucous fibroids (54; 35.1%). Fertility work up showed
that 142 couples had infertility with no known cause
(unexplained infertility). The 12 cases with known causes
were due to male factors (eight) and ovulatory factors
(four). Majority (114) of the infertility were primary,
while 40 were secondary.

A total of 338 (91.9%) patients had surgical
intervention to treatment their myoma- 7 (2.1%) patients
had abdominal hysterectomy, while 0.6% and 97.3% of

the participant’s had vaginal and abdominal myomectomy
respectively (Table 2). The histology report of the samples
of all 368 patients indicated that there were no malignant
changes, while degenerative changes were common-
Hyaline changes (64.2%), red degeneration (31.3%) and
calcification (4.5%).

Following treatment, 33 (25%) of the 132 women with
unexplained infertility achieved conception within two
years of surgical treatment with myomectomy, while only
2 (20%) out of the 10 who had non-surgical conservative
management achieved conception during the same period.
The Odd ratio of achieving conception following treatment
was 1.33 (0.27-6.60), p-value=0.0007- statistically significant
at 95% confidence interval (Table 3), while the risk ratio
of having recurrent miscarriages was more than three
times higher in those who did not have any surgical
intervention [3.56 (0.52-24.21)]- (Table 4).

Table 3. Odd ratio of pregnancy within two year of myomectomy and non-surgical management in couples with unexplained infertility co-

existing with fibroids, N=142

. Pregnancy No pregnancy Odd ratio R
Variables n (%) n (%) (95% confidence interval) P-Value
Myomectomy, N=132 33 (25) 99 (75)
Non-surgical conservative
management, N=10 2(20) 8 (80)
1.33(0.27-6.60) 0.0007*

*Statistically significant.

Table 4. Risk ratio of unexplained recurrent miscarriages before and after therapeutic intervention in women with fibroids and infertility,

N=154
Occurrence of Non-occurrence of Relative risk
Variables recurrent Miscarriage recurrent miscarriage (95% confidence P-Value
n (%) n (%) interval)
Before therapeutic interventions, N=139 33(23.7) 106 (76.3)
After therapeutic interventions, N=15 1(6.7) 14 (93.3)
3.56 (0.52-24.21) 0.11

4. Discussion

This study found that uterine fibroid is a common
gynecological condition among young women of
reproductive age and was associated with distressing and
life threatening symptoms. It also showed that fertility and
the chances of sustaining a viable pregnancy could be
improved with therapeutic interventions in selected
women who had co-existing unexplained infertility.

Compared to Caucasians, Negroid women are reported
to have a higher incidence of uterine fibroid age for age
[15]. The incidence of uterine fibroid in this study (29.3%)
was similar to the 25.9% reported in Enugu, and higher
than the 11% reported in Caucasian women [12,19]. The
high incidence among Nigerian women may be associated
with race and genetic factors, which have been implicated
as risk factors by several studies which reported higher
incidence in black women and women of African descent
[1,25,31,32,33,34].

Uterine fibroids are reportedly commoner amongst
young nulliparous women within the reproductive age of
15-49 years- consistent with the findings from this study,
where over one-third of the participants were nulliparous
and over 3/4 were within the reproductive age group of
31-40 years [1,2,4,17,35,36]. “It is generally believed that
most uteruses that fails to carry a baby, is bound to harbor

fibroids”. This may be due to the prolonged effect of
estrogen on the uterine smooth muscle [14,15].

The majority (77.7%) of the participants in this study
presented late for treatment- after two years of onset of
symptoms, with huge fibroids which ranged between 12-
26 weeks uterine size. This is a common occurrence in
most Nigerian settings, where symptomatic patients prefer
to initially sought treatment from un-orthodox sources,
before seeking orthodox treatment after failed attempts.
This is similar to the findings in Lagos, where the fear of
complications of surgery prevented some patients with
myoma from seeking orthodox treatment, until the
fibroids become advanced or associated with
complications [37].

Abnormal uterine bleeding in the form of menorrhagia-
seen in 95.7% of the participants in this study is a
common clinical presentation in women with uterine
fibroids [1,3,4,18,19,20,21]. Menorrhagia in severe cases
may result in anemia, which was noted in 32.9% of
participant- consistent with the findings of other
researchers [36]. However, the incidence of menorrhagia
was higher in this study, compared to reports from lle-Ife,
Lagos and llorin- 47.7% and 64.3% [3,4].

Abdominopelvic mass was the commonest clinical
presentation (100%) in this study- higher than but
consistent as the commonest presentation in Maiduguri
(63.7%), Nnewi (66.9%) and Enugu (70.5%) [1,2,29]. The
other symptoms reported by women in this study-
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dysmenorrhia, abdominopelvic pain, pressure symptoms
and recurrent pregnancy loss are often distressing and
have been shown to adversely affect the patients quality of
life both physically and psychologically [1,4,18,19,20,21,28,36].

This study found that uterine fibroids could undergo
degenerative changes like hyaline change, calcification
and red degeneration- a significant cause of abdominal
pain in pregnant women with co-existing fibroids. These
findings were consistent with those of other researchers
[12].

Analysis of the clinical presentation indicates that
problems relating to sub-fertility with or without other
symptoms were a significant part of the morbidity suffered
by the participants. There is a well recognized association
between uterine fibroid and infertility, however the actual
contribution of fibroid in infertility remains controversial
[21,25,28,31,38]. However, fibroids are found in 1% to
2.4% of women with unexplained infertility [39]. Despite
the fact that evidence on the effect of fibroids on
reproductive performance of women may be inconclusive,
the results from this study showed that about one-third of
participants who had unexplained infertility coexisting
with uterine fibroids achieved conception within two years
of therapeutic intervention- this finding coupled with the
findings of other investigators are indications that in well
selected cases, there is the chance of improved fertility
and enhanced reproductive outcome in cases of
unexplained infertility coexisting with fibroids [39-48].

The role of fibroids in miscarriages has also remained
controversial, given the wide variation in reported data-
32.3% by Emembolu, 10.3% by Adesiyun and 1% by
Ezeama [1,20,27]. Despite these variations, the possible
role of fibroid in miscarriages was strengthened by the
findings of this study, where 9.2% of the patients had at
least two or more spontaneous miscarriages- consistent
with the findings by Connolly et al in Dublin [41]. There
was also more than a 3-fold reduction in this risk after
therapeutic intervention

Myomectomy is indicated in symptomatic women who
wish to preserve their reproductive function. This may be
performed by hysteroscopy, laparoscopy, or laparotomy-
depending to their size, location, number, and the
experience of the surgeon [44]. Abdominal myomectomy
was the commonest (97.3%) surgical intervention performed
in this study- similar to the findings in most Nigerian
settings [2,3,19,35]. This is owing to the multiple nature
and huge sizes of the fibroid masses which correlates with
late presentations in our setting. This makes the application
of newer therapies like laparoscopic myomectomy difficult
even when they are available. Other modern therapies and
technologies which are independent of the fibroid size-
like uterine artery embolization are not readily available,
making myomectomy an important treatment modality in
our environment [1].

Most studies in western countries have reported
successful pregnancy rates ranging between 33-69.9%
following treatment of fibroids with myomectomy [39-48]
- greater than the 25% recorded in the present study. This
wide gap in fertility outcome emphasizes the need to
review surgical techniques and improve patient selection
in low resource settings like Nigeria, where myomectomy
is the most commonly performed surgical treatment
modality for fibroids. However, other studies showed no
evidence for a significant effect of myomectomy on the

clinical pregnancy rate for uterine fibroids. Similarly,
there was no evidence for a significant effect of
myomectomy on miscarriage rate [49]. In the present
study, the pregnancy rate of 25% vs 20% in participants
that had myomectomy and non-surgical treatment
respectively is an indication that myomectomy provides
greater benefits than non-surgical treatment in improving
fertility in women with these pathology.

In the present study, symptomatic uterine fibroid was
found to have negative impact on women's health.
Evidence from this review indicates that subfertility was a
common finding in women with uterine fibroids, and that
treatment confers some improvement on reproductive
potential of women who had fibroids coexisting with
unexplained infertility. Based on these findings which are
consistent with those of other researchers [41-48], we
recommend the treatment of fibroids in women with
coexisting infertility and the need to conduct larger,
prospective, randomized controlled trials, to better define
possible associations of improved reproductive outcome
following treatment of myoma in women with
unexplained infertility.
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