
Corresponding author: Vincent ChineduANI 
Department of Obstetrics and Gynaecology, Faculty of Medicine, College of Health Sciences, Nnamdi Azikiwe University, Awka, 
Nigeria. 

Copyright © 2022 Author(s) retain the copyright of this article. This article is published under the terms of the Creative Commons Attribution Liscense 4.0. 

Coexisting fibroid in pregnancy and its labour outcome in Nigeria 

Vincent Chinedu ANI 1, 2, *, Chukwudi Anthony OGABIDO 1 and Boniface Chukwuneme OKPALA 1 

1 Department of Obstetrics and Gynaecology, Faculty of Medicine, College of Health Sciences, Nnamdi Azikiwe University, 
Awka, Nigeria. 
2 Department of Obstetrics and Gynaecology, Savealife Mission Hospital, Port Harcourt, Nigeria. 

World Journal of Advanced Research and Reviews, 2022, 16(01), 844–850 

Publication history: Received on 20 September 2022; revised on 22 October 2022; accepted on 25 October 2022 

Article DOI: https://doi.org/10.30574/wjarr.2022.16.1.1090 

Abstract 

The management of coexisting uterine fibroid in pregnancy is controversial. There is the need to know the labour 
outcome of women with coexisting fibroid in pregnancy in our environment. 

Objective: To ascertain the labour outcome of coexisting fibroid in pregnancy and the prevalence. 

Materials and Method: The study is a retrospective one that reviewed 48 women with coexisting fibroid in pregnancy 
over a 30 month period. 

Result: Out of 612 women that had antenatal care and delivery in our area of study, 48 of them had coexisting fibroid 
in pregnancy giving a prevalence of 7.8%. 

The mean age of the parturients was 32.38 ± 5.22 years and most of the parturients were primiparous (56.3%). Up to 
89.5% of them delivered at term and 89.6% of their babies had normal birth weight with good APGAR score in 79.2% 
of them. Their caesarean delivery rate was 79.2% and 2 successful caesarean myomectomies were done. 

Conclusion: Fibroid can coexist with pregnancy with good outcome but they are prone to high caesarean delivery rate 
and at risk of uterine rupture. A low prevalence was recorded in our study and caesarean myomectomy is feasible in 
selected cases. 
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1. Introduction

Uterine fibroid in spite of being known to impair fertility could complicate pregnancy. It is a common benign neoplasm 
of the female genital tract, especially the uterus and it is prevalent in Africa [1,2,3,4]. 

Pregnancy can coexist with uterine fibroid and a prevalence of 0.75 to 16.7% has been reported from previous studies 
[5,6,7,8]. Pregnancy related hormones influence the size of uterine fibroids and fibroids have many impact on 
pregnancy. Though women with uterine fibroid in pregnancy generally have concerns related to adverse outcomes, they 
however have uneventful outcomes in pregnancy [8]. 
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Pregnancy coexisting with uterine fibroid has been reported to end in both good and poor or adverse outcome [9,10]. 
Some of the untoward events in women with coexisting uterine fibroid in pregnancy include miscarriages, preterm 
deliveries, placenta praevia, abruptio placentae, premature rupture of membranes, malpresentation like breech and 
transverse lie [9]. Others are increased caesarean delivery, prolonged or obstructed labour, uterine rupture, ante 
partum, intra partum and post partum haemorrhage as well as uterine inversion and puerperal sepsis [9,11]. The babies 
are prone to early fetal loss, prematurity, fetal distress, newborn special care unit admission, perinatal morbidity and 
mortality [11,12,13,14]. 

Fibroids developed in the uterine body are more likely to cause miscarriage than the ones developed in the lower uterine 
area. Enhanced uterine irritability and contractility are suggested factors that lead to increased pregnancy loss when 
there is a coexisting fibroid [15,16]. 

Though some parturients had carried their coexisting fibroid pregnancies to term and delivered healthy babies 
vaginally, they were prone to severe abdominal and pelvic pain and intermittent hospital admissions with its attending 
financial cost [11,17]. 

The management of fibroid during pregnancy has remained controversial [18]. We have however managed some 
women with coexisting fibroid in pregnancy in our centre and therefore carried out this study to ascertain their 
fetomaternal outcome. 

Objective 

The study assessed the fetomaternal outcome in parturients who had coexisting fibroid in pregnancy and their 
prevalence. 

2. Material and methods 

This is a retrospective study of parturients who had coexisting fibroid in pregnancy and delivery at Savealife Hospital, 
Port Harcourt, Nigeria between January 2017 and June 2019. Of the 612 women that had antenatal care and delivery, 
48 of them with fibroid in pregnancy were selected for the study. The diagnosis of fibroid in pregnancy was done at 
booking in first trimester. 

Their case files and the labour ward register were retrieved from the medical records department and labour ward 
respectively for the data. The information obtained were age, parity, educational status, gestational age at delivery, 
mode of delivery, ante partum, intra partum and post partum complications. Others include birth weight, APGAR scores 
and perinatal complications. 

The data obtained was analysed with IBM’s Statistical Package for Social Science (SPSS) version 23.0 for windows and 
presented with descriptive tables, pie chart and chi square. Relative risk was calculated at 95% confidence interval 
while P value less than 0.05 was statistically significant. 

3. Results 

Out of 612 women that had antenatal care and delivery over the 30 months period of this study, 48 of them had 
coexisting uterine fibroid in pregnancy giving a prevalence of 7.8% for coexisting fibroid in pregnancy. 

Table 1 showed the demography of the women with 72.9% of the participants being 35 years and below. The mean age 
was 32.38 ± 5.22 years with their ages ranging from 24 to 48 years. Most of the parturients were primiparous at 56.3% 
while those with parity of 4 constituted the least group with 4.2%. Most of the women studied had tertiary level of 
education and made up 66.7% of the study population. 
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 Table 1 Demographic characteristics of the participants 

 Frequency Percentage 

Age group 

21 – 25 5 10.4 

26 – 30 14 29.2 

31 – 35 16 33.3 

>35 13 27.1 

Parity 

1 27 56.3 

2 11 22.9 

3 8 16.7 

4 2 4.2 

Level of Education 

Primary 0 0.0 

Secondary 16 33.3 

Tertiary 32 66.7 

The mean age is 32.38 ± 5.22, while the range is 24.00 – 48.00 years 

Table 2 Distribution of gestational age at delivery and mode of delivery 

 Frequency Percent 

Gestational Age 

32.00 1 2.1 

35.00 2 4.2 

36.00 2 4.2 

37.00 5 10.4 

38.00 11 22.9 

39.00 8 16.7 

40.00 15 31.3 

41.00 4 8.3 

Mode of delivery 

SVD 10 20.8 

C/S 38 79.2 

As shown in table 2 above, most of the participants (89.5%) had term delivery at 37 weeks and above while 10.5% of 
them had preterm delivery. Thirty eight of the participants had caesarean section (C/S) which was 79.2% while 20.8% 
of them had spontaneous vaginal delivery (SVD).  
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Figure 1 Birth weight of the babies 

The mean birth weight is 3.19 ± 0.59 kg while the range is 1.60 – 4.50kg. 

Figure 1 above captures the representation of the birth weight of the babies of the participants in a pie chart. It shows 
that 89.6% of the babies weighed 2.5kg and above while 10.4% of them were of low birth weight.  

Figure 2 below depicts the sex of the babies. They were more female babies than their male counterparts. The females 
constituted 56.25% while the males were 43.75% of the babies. 

 

Figure 2 Sex of the baby 

The APGAR scores of the babies are shown in table 3 below. A greater part of the babies had good APGAR score of 7 and 
above and constituted 79.2%.  

Table 3 APGAR score 

 Frequency Percent 

<7 10  20.8 

≥7 38 79.2 

The mean APGAR score is 7.29 ± 2.25. The mean duration of newborn admission is 4.88 ± 1.91, the range is 2 to 14 days 
and the mean duration of hospital admission for the women is 9.90 ± 1.79, the range is 2 to30 days. 
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4. Discussion 

Coexisting fibroid in pregnancy has led to both good and poor obstetric outcome in women of reproductive age [8,10]. 
Forty eight out of 612 women who had antenatal care and delivered within the 30 month period of study had coexisting 
fibroid in pregnancy. This gave the prevalence of 7.8%. This is comparable to 10.7% prevalence from a previous study 
and higher than 0.75% and 2.65% from related studies [5,9,17]. A range of 1.6 to 16.7% has been reported in earlier 
studies on coexisting fibroid in pregnancy[7,19]. 

The mean age of the participants in our study was 32.38 ± 5.22 years with women in the range of 31-35 years making 
up the highest group. This is similar to the age range of 30-34 years with highest group of fibroid in pregnancy in the 
study by O’Sullivan et al [20].  

Most of the patients we studied were primiparous (56.3%). This correlates with a previous study in which most of the 
pregnant women with coexisting fibroid were primiparous [20]. The multiparous women (para 4) constituted the 
lowest proportion of the women in this study. It is known that multiparity plays a protective role against fibroid 
development by remodeling the uterine tissues [20]. 

The labour outcome of the women with coexisting fibroid in pregnancy in our study was favourable as most of them 
had term delivery at 37 weeks and above (89.5%). The babies had normal birth weight (89.6%) while 10.4% had low 
birth weight. The babies from our study had good APGAR scores of 7 and above in 79.2% of them. Only a few of them 
had APGAR score of less than 7. This might have contributed to the few neonatal morbidities like jaundice in 4 of them 
and hypoglycaemia in one baby with their mean duration of newborn special care unit admission being 4.88 ± 1.91 days. 
They were eventually discharged in good condition. We however had a case of intrauterine fetal death at 36 weeks in a 
woman with abruptio placentae. Women with uterine fibroid in pregnancy generally have uneventful outcomes even 
though they have concerns related to adverse outcomes [8,18].  

On the mode of delivery; many of the patients had caesarean delivery (79.2%). This is as seen in another study where 
the presence of uterine fibroid in pregnancy was significantly associated with caesarean delivery [9]. Some precautions 
were taken during caesarean section to minimize blood loss. This included suppository rectal misoprostol 
administration and intravenous oxytocin infusion. It was consistent with what was done in another study [5]. Though 
the management of fibroid in pregnancy is controversial, we had successful vaginal deliveries in 20.8% of the women 
studied [18]. We administered 800mcg suppository misoprostol as precautionary measure to prevent postpartum 
haemorrhage. 

Coexisting fibroid in pregnancy has been associated with adverse event like preterm deliveries due to enhanced uterine 
irritability and contractility [11,15,16]. Preterm deliveries (10.5%) were recorded in the women we studied. This was 
similar in other studies on coexisting fibroid in pregnancy [11,12,13,14].Though uterine fibroids do not appear to 
increase the incidence of preterm premature rupture of membranes, other studies show the opposite [21,22]. There 
was no premature rupture of membranes in our study. We recorded a case of intra partum posterior uterine wall 
rupture in a para 4 woman for which we repaired the site of rupture, did bilateral tubal ligation and transfused 4 units 
of blood. The patient had a live female baby and good post operative recovery. Adverse outcome in coexisting fibroid in 
pregnancy has been recorded in previous studies [11,15,16]. 

Myomectomy decision is considered difficult during caesarean section as a result of bleeding due to increased 
vascularity of the pregnant uterus [20]. We had 2 caesarean myomectomies during delivery in our study. The first was 
in a woman with fibroid praevia at the anterior intramural location while the second case was in a woman with 3 
anterior subserosal fibroid masses. They were all successfully removed without blood transfusion and their 
postoperative recovery was uneventful. Misoprostol suppositories were administered rectally during the procedure as 
prophylaxis to prevent bleeding. Related studies have reported successful caesarean myomectomies both during 
antenatal and delivery periods [18,23,24,25,26]. 

5. Conclusion 

There was a low prevalence of coexisting fibroid in pregnancy and fibroid can coexist with pregnancy with favourable 
outcome. They are however, prone to high caesarean section rate and at risk of uterine rupture. Caesarean myomectomy 
is feasible in selected cases. 
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