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INTRODUCTION 

Fibroids are benign smooth muscle cell tumour of the 

uterus. In some patients of pregnancy associated with 

fibroid, it does not affect the outcome of pregnancy. On 

the other hand, various complications have been reported. 

During antepartum period, it can lead to spontaneous 

abortion, pain, preterm labor, premature rupture of 

membrane (PROM) and malpresentations. During 

intrapartum period it leads to dysfunctional labour and 

increased rate of cesarean section whereas in post-partum 

period, it can cause retained placenta, post-partum 

hemorrhage (PPH), sepsis. It can cause fetal 

complications like intrauterine growth restriction (IUGR), 

low birth weight (LBW), intra-uterine death (IUD)
 
etc.

1
 

METHODS 

This prospective study was carried out during September 

2013 to May 2014 at department of obstetrics and 

Department of Obstetrics & Gynaecology, Smt N. H. L. Municipal Medical College, Sheth V. S. General Hospital, 
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ABSTRACT 

Background: Fibroids are benign smooth muscle cell tumour of the uterus. In some patients of pregnancy associated 

with fibroid, it does not affect the outcome of pregnancy. On the other hand, various complications have been 

reported. Objective of current study was to assess the prevalence and obstetric complications of fibroid during 

pregnancy and it management.   

Methods: This was a prospective study. The study was conducted at tertiary care centre, obstertrics & gynecology 

department over a period of nine months September 2013 to May 2014. Total 17 pregnant patients with >3 cm fibroid 

were included in the study. They were followed during antenatal period. Maternal age, parity, size of fibroid, 

complications during pregnancy, labour, and delivery, mode of delivery and indications of cesarean section were 

noted.   

Results: Incidence of fibroid during pregnancy was 0.4%. Out of 17 patients, majority 9 (52.9%) were between 26-30 

years of age group, majority 7 (41.1%) were diagnosed between 21-28 weeks and 14 (82.3%) were multigravidas. 

Normal vaginal delivery occurred in 3 (20%), while 12 (80%) delivered by cesarean section. There were 8 (47%) 

patients who had no complication whereas 9 (52.9%) had some complication. Pain was present in 7 (41.1%). PROM 

and preterm labour was present in 3 (17.6%) and 2 (11.7%) respectively. Abortion and IUD occurred in 2 (11.7%) 

and in 1 (5.8%) respectively. LBW and IUGR was present in 5 (29.4%) and 3 (17.6%) respectively. PPH was present 

in 6 (35.2%). Antenatal myomectomy performed in 1 (5.8%) and myomectomy at cesarean section performed in 2 

(11.7%). Blood transfusion was given to 8 (47%) patients.  

Conclusions: Pregnant patients who have fibroids are to be carefully screened in the antenatal period, so as to have a 

regular follow up. The wide spread use of ultrasonography has facilitated diagnosis and management of fibroids in 

pregnancy. The site and size of fibroid is very important to predict its effect on the pregnancy. In selected patients, 

myomectomy during antenatal period and at cesarean section can give good results and better pregnancy outcome.   
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gynecology of tertiary care hospital. All pregnant patients 

with fibroids >3 cm were included in this study. Those 

patients having fibroid before pregnancy and later 

conceived, patients having fibroid diagnosed during 

pregnancy and patients having fibroid diagnosed at the 

time of delivery were included in study.  All 17 patients 

were followed up clinically and ultrasonically. Data of all 

patients was recorded as per proforma and analyzed as 

per age, parity, period of gestation at the time of 

diagnosis, mode of delivery and specific complications 

associated with pregnancy with fibroid. 

RESULTS 

During the study period, there were 4030 total deliveries. 

Out of these, there were 17 patients who had presented 

pregnancy associated with fibroid. Therefore, proportion 

of pregnancy with fibroid was 0.4%. 

Table 1: Age of patient - pregnancy with fibroid 

(N=17).    

Age 

(years) 
Number Percentage 

20 to 25 6 35.2% 

26 to 30 9 52.9% 

31 to 35 2 11.7% 

As shown in Table 1, majority of patients were in age 

group of 26-30 years, 9 (52.9%). 

Table 2: Period of gestation at the time of diagnosis of 

fibroid (N=17). 

Period of gestation 

(weeks) 
Number Percentage 

Before pregnancy 2 11.7% 

<12 weeks 2 11.7% 

13-20 weeks 2 11.7% 

21-28 weeks 7 41.1% 

29-36 weeks  3 17.6% 

At caesarean section  1 5.8% 

As shown in Table 2 majority of patients, 7 (41.1%) were 

diagnosed during 21-28 weeks of gestation, whereas 2 

(11.7%) were diagnosed before pregnancy, before 12 

weeks and between 13-20 weeks each.  

Table 3, shows complications of pregnancy associated 

with fibroid. There were 8 (47%) patients who had no 

complication whereas 9 (52.9%) had some complication. 

Pain was present in 7 (41.1%). PROM and Preterm 

labour was present in 3 (17.6%) and 2 (11.7%) 

respectively.  

Abortion and IUD occurred in 2 (11.7%) and in 1 (5.8%) 

respectively. LBW and IUGR was present in 5 (29.4%) 

and 3 (17.6%) respectively. PPH was present in 6 

(35.2%).      

Table 3: Complications - pregnancy with fibroid 

(N=17*).  

Complications Number Percentage 

No complication   8 47% 

Abortion 2 11.7% 

IUD 1 5.8% 

Pain 7 41.1% 

PROM 3 17.6% 

Preterm labour 2 11.7% 

LBW 5 29.4% 

IUGR 3 17.6% 

PPH 6 35.2% 

*More than one complication was present in some patients   

Table 4: Mode of delivery - pregnancy with fibroid 

(N=15). 

Mode of delivery Number Total Percentage 

Norma 

vaginal 

delivery 

Term 2 
3 20% 

Preterm 1 

Caesarean section 12 12 80% 

As shown in Table 4, majority 12 (80%) delivered by 

cesarean section.   

Table 5: Myomectomy - pregnancy with fibroid.  

Myomectomy  Number Percentage 

Myomectomy in 

antenatal period  
1 5.8% 

Myomectomy  at 

caesarean section  
2 11.7% 

DISCUSSION 

In present study, proportion of pregnancy with fibroid 

was 0.4%. Various studies have reported incidence of 

pregnancy with fibroid as 0.09% to 3.7%.
2
  

In present study 16 (94.1%) cases were diagnosed with 

ultrasonography and only 1 (5.8%) case was diagnosed 

by clinical examination and confirmed by 

ultrasonography. Majority of fibroids 7 (41.1%) were 

diagnosed between 21-28 weeks. Incidence of pregnancy 

with fibroid depends on population characteristics and the 

frequency of routine sonography. Sheiner
3
 and coworkers 

found incidence of 0.65% without ultrsonography, but 

with midtrimester ultrasonography Qidwai
4
 and 

coworkers found incidence of 2.7% in pregnancy with 

fibroid. 

In our study, majority 9 (52.9%), patients were in age 

group of 26 to 30 years. In our study, 14 (82.3%) were 

multigravida and 3 (17.6%) were primigravida. Hence, 

fibroids were less common in their first pregnancy. S. 
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Kore et al.
5 

have
 
reported 44% between 26 to 30 years of 

age group & 77.7% were multigravida. 

In our study, abortion rate was 2 (11.7%). Various studies 

have reported abortion rate between 14-22%.
5-7 

Both 

patients, who aborted, had submucous fibroid and 

placental attachment was on the fibroid as per USG. 

Spontaneous miscarriage was more common with fibroid 

located in body, intramural and submucosal fibroids. A 

submucosal fibroid that projects into uterine cavity may 

compress the underlying endometrium and leads to 

endometrial dysfunction or it may distort vascular 

architecture that supplies and drains the endometrium at 

that site. If embryo chooses to implant at that site, the 

fibroid may interfere with normal placentation and 

development of definitive uteroplacental circulation and 

leads to spontaneous pregnancy loss.
6
 

In our study, IUD occurred in 1 (5.8%) as fetus was 

having congenital malformation. Matsunaga and Shiota
8 

have found two fold increase in the number of malformed 

embryos recovered from patients with uterine fibroids.  

Patients who suffered from pain due to fibroid in their 

antepartum period were 7 (41.1%). This pain is due to red 

degeneration of fibroid, which is actually hemorrhagic 

infarction. Findings include focal pain, tenderness on 

palpation, and sometime low grade fever and 

leukocytosis. Treatment consists of analgesia and 

observation. Most often signs and symptoms abate within 

few days
9
. Management of intractable fibroid pain that is 

refractory to conservative treatment includes antepartum 

myomectomy, and even termination of pregnancy.
1
 In our 

study 1 (5.8%) patient underwent antepartum 

myomectomy due to severe pain which could not be 

managed conservatively. Remaining 6 (35.2%) was 

managed conservatively.  

In present study, Preterm labour occurred in 2 (11.7%) 

and PROM occurred in 3 (17.6%). Sheiner et al.
3 

and 

Shehla et al.
10 

have reported incidence of PROM 9.6% 

and 10% respectively. Some investigators suggested that 

fibroid uteri are less distensible than non-fibroid uteri, 

which leads to premature labor and delivery
11

 while other 

noted decreased oxytocinase activity in the gravid fibroid 

uterus, which may result in localized increase in oxytocin 

levels and predisposition to premature contractions.
12

 

Post-partum hemorrhage (PPH) occurred in 6 (35.2%), 

out of these PPH occurred in 5 (29.4%) during cesarean 

section and 1 (5.8%) after vaginal delivery. Fibroids may 

distort the uterine architecture and interfere with 

myometrial contractions leading to uterine atony and 

postpartum hemorrhage.
13

  

In our study, Blood transfusion was given to 8 (47%) 

patients. Pack Cell Volume (PCV) was given to 6 

(35.2%) of PPH patients and 1 (5.8%) of those who 

aborted and who had myomectomy in antenatal period. 

 In our study, LBW were 5 (29.4%) and 3 (17.6%) were 

IUGR. Women with fibroids are at slightly increased risk 

of delivering a growth restricted infant
6.

 

In our study, 3 (20%) were vaginal delivery and 12 (80%) 

were cesarean section. In various studies, rate of cesarean 

section ranges between 34%-73%.
3,5,7,14 

In our study, 

indications for cesarean sections were previous cesarean 

delivery, multiple fibroid and PROM. Women with 

fibroids were at a 3.7 fold increased risk of cesarean 

delievery.
6 
Multiple fibroids, large fibroids, fibroids in the 

lower uterine segment are predisposing factors for 

cesarean delivery.
15 

Resection of fibroid during pregnancy is generally 

contraindicated. Resection of intramural fibroid during 

pregnancy or at a time of delivery usually stimulates 

profuse bleeding. De Carolis et al.
16

 and Celik et al.
17 

have reported data on myomectomy during pregnancy 

where it was performed because of pain and most women 

had cesarean delivery. In present study, the decision to 

perform myomectomy was taken as a large superficial 

intramural fibroid of about 20 x 20 cm size was 

associated with 18 weeks of pregnancy, making uterine 

size of 32 weeks gestation. The surgery was uneventful 

and patient delivered at full term.   

Myomectomy at cesarean section can be performed in 

selected patients. When a low anterior wall fibroid 

involves lower segment, the fibroid can be removed by 

transverse incision across its surface and uterus opened 

by a corresponding incision through the posterior wall of 

the capsule. The reasoning behind myomectomy at 

cesarean section is that, uterus in the immediate 

postpartum period is better adapted physiologically to 

control haemorrhage than at any other stage of women’s 

life. In present study, myomectomy was performed at 

cesarean section in 2 (11.7%). Out of these 1 (5.8%) 

fibroid was present at incision site and in 1 (5.8%) it was 

a pedunculated fibroid.                 

CONCLUSION 

Pregnant patients who have fibroids are to be carefully 

screened in the antenatal period, so as to have a regular 

follow up. The wide spread use of ultrasonography has 

facilitated diagnosis and management of fibroids in 

pregnancy. The site and size of fibroid is very important 

to predict its effect on the pregnancy. In selected patients, 

myomectomy during antenatal period and at cesarean 

section can give good results and better pregnancy 

outcome.  
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