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ABSTRACT… Objectives: The objective of this study was to determine the frequency of 
complications in pregnant women with fibroids in 3rd trimester. Study design: Descriptive Case 
Series. Setting: Department of Obstetrics & Gynecology, Nishtar Hospital, Multan. Period: 15th 
December 2014 to 15th June 2015. Subjects & Methodology: Where sample size was calculated 
using WHO sample size calculator using expected proportion of intrauterine growth restriction 
p= 4%.11 163 pregnant women of 20-40 year of age with uterine fibroid of ≥3cm on ultrasound 
were included in this study. Patients of endometriosis and hypertension were excluded. An 
obstetrical ultrasonography was done to confirm singleton pregnancy, size of uterine fibroid 
and to confirm gestational age. Patients were monitored until delivery and complications were 
recorded. Preterm labour was defined as dilation of the cervix <4cm with the presence of 
uterine contractions of ≥ 4 per hour of 30 seconds duration with intensity to effect progressive 
effacement, assessed by vaginal examination. Malpresentation was defined as a presentation 
in which baby’s bottom or feet, instead of head, are in position relative to the maternal pelvis by 
ultrasound and IUGR was defined as fetal weight below the 10th percentile and fetal abdominal 
circumference below the 10th percentile on ultrasound. Results: Age range in this study 
was from 20 to 40 years with mean age of 32.773±1.99 years, mean gestational age 
34.730±2.44 weeks, fibroid size 5.736±1.51cm, duration of complain 5.018±1.41 months, 
height 1.561±0.11 meters, mean weight 73.619±13.66 Kg and mean BMI was 28.607±3.106 
Kg/m2. Majority of the patients were from 31-40 year group (89%). Preterm labour was seen 
in 15.3% patients, malpresentation was 7.4% and IUGR was seen in 6.1% patients. Conclusion: 
Our study conclude that, most common complication of uterine fibroids during pregnancy was 
preterm labour followed by malpresentation and IUGR.
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INTRODUCTION
Fibroids are the most widely recognized estrogen 
subordinate benign tumors of the uterus 
happening in the women in child bearing age. 
Symptom less fibroids are found in half of cases.1 
Due to pregnancy related hormones, fibroid can 
develop in size and experience red degeneration. 
Development of fibroid is reliant on estrogen 
generation and growth elements.2 Excessive 
estrogen discharge, particularly when continuous 
by pregnancy and lactation are thought to be the 
most vital risk for the advancement of fibroid. 
It develop fundamentally menstrual issues, 
for example, abnormal uterine bleeding and 
infertility.3 For the most part, pregnancy with fibroid 

continue without any hazard, yet sometime, they 
can influence the proceeding of pregnancy.4,5

Pregnant women with fibroids have high cesarean 
rates as compare to women without fibroids.8

The impacts of these fibroids on pregnancy 
are matter of concern especially due to their 
occurrence in child bearing age.9 

Fibroids, particularly situated in the uterus, 
may develop the possibility of pregnancy 
complications.5 In initial trimesters, they may bring 
about red degeneration prompting to extreme 
pain in lower abdomen.6 They likewise develop the 
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danger of intrauterine growth restriction, unusual 
implantation of placenta and malpresentation.7

Fibroids can cause a number of complications like 
miscarriage, PPH, preterm delivery and placental 
abruption.10

Raja KS and his associates has found in a study 
that frequency of preterm labour was 10%, 
malpresentation 4% and intrauterine growth 
restriction was 4% in pregnant women with 
fibroids in 3rd trimester.11

Lee HJ and his associates has found in another 
study that frequency of preterm labour was 
16.1%, malpresentation 13% and intrauterine 
growth restriction was 11.2% in pregnant women 
with fibroids in 3rd trimester.12

In practice there is a paucity of data on frequency 
of complications in pregnant women with fibroids 
in our general population. So I have decided 
to determine the frequency of complications in 
pregnant women with fibroids in 3rd trimester in 
our general population. My study will pave the way 
for our doctor community to improve the obstetric 
care to avoid the incidence of complications in 
pregnant women with fibroids.

MATERIAL AND METHODS
This descriptive case series was conducted in 
indoor Department of Obstetrics & Gynecology, 
Nishtar Hospital, Multan from 15th December 
2014 to 15th June 2015. Where sample size was 
calculated using WHO sample size calculator 
using expected proportion of intrauterine growth 
restriction p= 4%.11 163 pregnant women of 20-
40 year of age with uterine fibroid of ≥3cm on 
ultrasound were included in this study. Patients of 
endometriosis and hypertension were excluded.

Base line demographic information of patients 
(age, parity, gestational age, weight and duration 
of complaint (fibroid)) was taken. Informed 
consent was taken from each patient, ensuring 
confidentiality and fact that there is no risk 
involved to the patient while taking part in this 
study. An obstetrical ultrasonography was done 
to confirm single pregnancy, size of uterine fibroid 

and to confirm gestational age. Patients were 
monitored until delivery and complications were 
recorded. Preterm labour was defined as dilation 
of the cervix <4cm with the presence of uterine 
contractions of ≥ 4 per hour of 30 seconds 
duration with intensity to effect progressive 
effacement, assessed by vaginal examination. A 
malpresentation was defined as a presentation 
in which baby’s bottom or feet, instead of head, 
are in position relative to the maternal pelvis and 
it was determined by ultrasound and IUGR was 
defined as fetal weight below the 10th percentile 
and fetal abdominal circumference below the 
10th percentile on ultrasound. Complications 
were treated as per protocol by consultant 
gynecologist.

Data was analyzed with statistical analysis 
program (SPSS version15). Frequency and 
percentage was computed for qualitative variables 
like age groups, gravida, parity, complications 
(preterm labour, malpresentation and intrauterine 
growth restriction). Mean ±SD was presented 
for quantitative variables like age, gestational 
age, Fibroid size, duration of complaint (fibroid), 
height, weight and BMI. Effect modifiers like 
Fibroid size and duration of complaint were 
controlled by stratification. Post stratification 
chi square test was applied to see the effect of 
these on outcome (complications) p ≤0.05 was 
considered statistically significant.

RESULTS
Age range in this study was from 20 to 40 years 
with mean age of 32.773±1.99 years, mean 
gestational age 34.730±2.44 weeks, fibroid size 
5.736±1.51cm, duration of complain 5.018±1.41 
months, height 1.561±0.11 meters, mean 
weight 73.619±13.66 Kg and mean BMI was 
28.607±3.106 Kg/m2 as shown in Table-I.

Majority of the patients were from 31-40 year 
group (89%) as shown in Table -II.

Preterm labour was seen in 15.3% patients, 
malpresentation was 7.4%, IUGR was 6.1% 
patients as shown in Table-III.

Stratification of preterm labour, malpresentation 
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and IUGR with respect to fibroid size are shown 
in Table-IV to VI respectively.

Demographics Mean±SD
Age(years) 32.773±1.99
Gestational Age(weeks) 34.730±2.44
Fibroid Size (cm) 5.736±1.51
Duration of complain (months) 5.018±1.41
Height (m) 1.561±0.11
Weight (Kg) 73.619±13.66
BMI (kg/m2) 28.607±3.106

Table-I. Mean±SD of patients according to age, 
Gestational age, fibroid size, duration of complain, 

height, weight and BMI n=163

Age (Years) No of Patients %age
20-30 18 11%
31-40 145 89%

Table-II. Frequency and percentage according to 
age n=163

Complications n (%)
Preterm Labour 25 (15.3%)
Malpresentation 12 (7.4%)
IUGR 10 (6.1%)

Table-III. Frequency and percentage of 
complications n=163

Preterm labour
P value 

Fibroid Size(cm)  Yes No
3-5 14(18.9%) 60(81.1%)

0.247>5 11(12.4%) 78(87.6%)
Total 25(15.3%) 138(84.7%)
Table-IV. Stratification of Preterm labour with respect 

to fibroid size

Malpresentation
P value 

Fibroid size (cm)  Yes No
3-5 0(0%) 74(100%)

0.001>5 12(13.5%) 77(86.5%)
Total 12(7.4%) 151(92.6%)
Table-V. Stratification of Malpresentation with respect 

to fibroid size

IUGR P 
value Fibroid size(cm)  Yes No

3-5 0(0%) 74(100%)
0.003>5 10(11.2%) 79(88.8%)

Total 10(6.1%) 153(93.9%)
Table-VI. Stratification of IUGR with respect to fibroid 

size

DISCUSSION
In our study preterm labour was seen in 15.3% 
patients, malpresentation was 7.4%, IUGR was 
6.1% patients. These results are comparable with 
a study done by Raja KS and his associates who 
found the frequency of preterm labour by 10%, 
malpresentation 4% and intrauterine growth 
restriction was 4% in pregnant women with 
fibroids in 3rd trimester.11 Lee HJ and his associates 
has found in another study that frequency of 
preterm labour was 16.1%, malpresentation 13% 
and intrauterine growth restriction was 11.2% in 
pregnant women with fibroids in 3rd trimester.12

The mean maternal age in our study was 33 years 
which is similar to other studies.13 The relationship 
of uterine fibroid with previous zero parity 
has been reported14 however may happen in 
multiparous women with the equal percentage.15 
Small fibroid may have increment in size among 
1st and 2nd trimester and decline in size amid the 3rd 
trimester.16 While, large fibroids tend to increment 
in size in the 1st trimester and abatement in size 
amid the 2nd and the 3rd trimesters,17 as fibroids are 
more receptive to the expanded centralizations of 
estrogen present in pregnancy.18 Progesterone 
then again may repress the development of 
fibroid and even suppress the growth of fibroid.19

In antenatal period, fibroid related morbidity 
found in 70% patients and 30% patients stayed 
without any symptoms, as revealed in a study.20 
Our study additionally affirmed the finding of 
earlier reviews exhibiting that preterm labour rates 
were higher in women with myomas.21 Preterm 
labour might be created due to increased uterine 
peevishness, either due to quick development 
of myoma or its degeneration interfere with the 
typical pregnancy and its impact of the fibroid 
may modify the endometrium specifically and 
disturb the normal development procedure of 
the fetus. The compacted endometrial blood 
supply influences the fetus unfavorably bringing 
about abortion.22 Fibroid may twist the state of 
the uterine cavity which may represent higher 
rates of malpresentation and preterm birth.23 In 
pregnancy course, myometrium having myoma 
are over extended and this instrument can start 
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work and along these lines result in expanded 
rate of preterm labour.24

CONCLUSION
Our study conclude that, most common 
complication of uterine fibroids during pregnancy 
was pretrm labour followed by malpresentation 
and IUGR.
Copyright© 15 June, 2017.
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