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Chapter

Uterine Fibroids: Clinical 
Presentation
Felix J.M. Oindi, Mukaindo A. Mwaniki

Abstract

The signs and symptoms of leiomyoma are varied. Most patients with uterine 
fibroids are asymptomatic and require no treatment. This is especially so in patients 
with small subserosal and intramural leiomyomas. Such patients may have the 
leiomyomas discovered incidentally during workup for other medical condition 
such as pregnancy. Some of them are also incidentally discovered in hysterec-
tomy specimens for other pelvic masses. The common symptoms associated with 
leiomyomas include menorrhagia, pelvic pain or pressure, and subfertility. These 
symptoms vary from one patient to another and do not necessarily correlate to the 
size of the fibroids. Abdomino-pelvic examination may be normal if the fibroids are 
small. However, findings of a suprapubic mass and tenderness are not an uncom-
mon finding for bigger myomas.
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1. Clinical presentation of uterine fibroids

Uterine fibroids present with a variety of signs and symptoms. The majority of 
women are asymptomatic, and the fibroid masses often remain undiagnosed [1]. 
Among such women, the myomas may be discovered during investigation for other 
conditions [2–4]. More than 50% of patients with uterine fibroids have no symp-
toms. This is common for small myomas especially when subserosal. For instance, 
a patient would be discovered to have fibroids during an antenatal ultrasound 
assessment of the foetus or during imaging for assessment of other pelvic patholo-
gies such as appendicitis or ovarian masses. Fibroids would also be discovered in 
hysterectomy specimens done for other gynaecological conditions such as cervical 
and ovarian malignancies.

Among symptomatic women, abnormal uterine bleeding is the commonest com-
plaint [1]. This could be described as heavy, prolonged, bleeding between menses or 
painful bleeding. The other symptoms associated with leiomyomas include pelvic 
pain, pelvic pressure and subfertility.

2. Abnormal uterine bleeding

Menorrhagia, defined as an increase in the amount of blood loss per month, 
is the most common symptom of uterine fibroids [1]. Majority of women with 
fibroids describe an increase in the amount of menstrual flow with some either 
needing to use more pads than before, using ‘heavier pads’ or even using both a 
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tampon and a pad simultaneously. Some report flooding whereby the bleeding 
flows beyond the containing pad/tampon. This kind of bleeding may cause anae-
mia, one of the commonest complications of menorrhagia.

The mechanism by which fibroids cause menorrhagia has not been clearly estab-
lished. However, a few theories have been fronted [4]. These include an increase in 
the endometrial surface area especially from fibroids with a submucosal component. 
Heavy menstrual flow may also result from increased vascularity of the uterus due 
the increased endothelial growth factors, principally VEGF [3, 5]. Other probable 
mechanisms include interference with normal uterine contractility and endometrial 
ulceration over the myomas [6]. Menorrhagia may also result from venous conges-
tion due to compression of venous plexus within the myometrium and endometrium 
with resultant endometrial venule ectasia leading to profuse bleeding.

Menorrhagia since menarche implies a possibility of other mechanisms of men-
orrhagia [7]. These patients should be evaluated for coagulopathies as up to 13% 
may have von Willebrand disease. Occurrence of myomas in such patients serves to 
worsen the already existing heavy uterine bleeding. These patients should be evalu-
ated and managed by a multidisciplinary team including physicians, haematologists 
and gynaecologists.

Other bleeding abnormalities commonly reported include prolonged bleeding, 
bleeding between menses, frequent periods and irregular and unpredictable periods 
[1]. Intermenstrual bleeding is more likely for cervical fibroids especially when 
close to the endo-cervical canal. Ulceration of fibroids with a submucosal compo-
nent may also cause intermenstrual bleeding.

3. Pelvic pain

This is a less common symptom than abnormal uterine bleeding, and patients 
rarely present with pain as the sole complaint [4, 6]. Intramural fibroids may pres-
ent with dysmenorrhea alongside the menorrhagia. However, the dysmenorrhea 
may not always be associated with menorrhagia. Degenerative changes, common in 
pregnancy, may also cause pelvic pain. This is usually managed conservatively by 
analgesics and rest. Dyspareunia is less common.

Some patients may present with chronic pelvic pain and dyspareunia [1].
Acute pain may result from torsion of a pedunculated myoma’s pedicle, incar-

ceration of a myoma within the pelvis or even cervical dilatation by a submucous 
myoma [4]. Cervical torsion may result in catastrophic intra-abdominal bleeding 
necessitating emergency laparotomy/laparoscopy.

4. Pressure-/bulk-related symptoms

Depending on the size and location, uterine fibroids may compress the urinary 
bladder or rectum [4, 6]. Compression of the urinary bladder may present with uri-
nary frequency, difficulty emptying the bladder and even acute urinary retention. 
When large, myomas may cause ureteric obstruction and hydronephrosis, which is 
more common on the right.

Fibroids can also place pressure on the rectum and cause constipation.
Patients may also present with feeling of an abdominal mass without any 

apparent menstrual disturbances or pain. Such patients may be suspected during 
examination for other conditions. Large fibroids may also cause compression of 
the inferior vena cava leading to possible deep venous thrombosis of the lower 
extremities.
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5. Reproductive challenges

Patients with fibroids may present with subfertility [6, 8]. As the occurrence 
of both uterine fibroids and subfertility increases with age, so does the risk of 
aneuploidy and pregnancy loss. Therefore, the actual impact of fibroids on fertility 
is difficult to ascertain. Submucosal and intramural fibroids distorting the uterine 
cavity compromise fertility. Depending on the number, size and location, fibroids 
may distort the overall uterine anatomy and compromise fertility. Removal of such 
fibroids may enhance fertility. Up to 60% of patients have been shown to conceive 
spontaneously upon myomectomy.

Fibroids may also increase the rates of first and second trimester miscarriages 
[9]. They have also been implicated as a cause of recurrent pregnancy loss.

6. Pregnancy-related complications

Fibroids may present with acute pain in pregnancy due to degenerative changes 
[6, 8]. They may also cause premature rupture of membranes, preterm labour, 
abruption placenta, malpresentations, foetal growth restriction and increased 
operative deliveries. Leiomyomas may also cause postpartum haemorrhage, 
retained placenta and even puerperal sepsis.

© 2019 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 
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