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Abstract

Background: Uterine fibroids are the most common benign tumours of the female reproductive tract and a major cause
of gynaecological morbidity among women of reproductive age. They commonly present with abnormal uterine bleeding,
anaemia, pelvic pressure symptoms, and infertility, leading to significant impairment in quality of life. Management options
include medical therapy, surgical intervention, and newer minimally invasive uterus-preserving techniques. Symptom sever-
ity, fibroid characteristics, and fertility desires influence the treatment choice.

Objective: To assess the clinical profile and treatment outcomes in women with uterine fibroids.

Materials and Methods: This retrospective observational study was conducted over two years at a tertiary care center in
India. A total of 100 women diagnosed with symptomatic uterine fibroids were included and categorized into two groups
based on treatment received: medical management (n = 35) and surgical management (n = 65). Clinical presentation,
ultrasonographic findings, treatment modalities, symptom relief, fibroid size response, fertility outcomes, and complications
were analyzed. Statistical analysis was performed using SPSS version 25.0, with p < 0.05 considered statistically significant.

Results: The majority of patients were aged 35-55 years (68%). Abnormal uterine bleeding was the most common present-
ing symptom (56%), and anaemia was observed in 70% cases. Solitary fibroids were present in 58% of patients, while 42%
had multiple fibroids. Medical management was more effective in patients with fibroids <8 cm, with an 88.5% response rate,
whereas larger fibroids (28 cm) required surgical intervention in 77.8% of cases. Among surgical procedures, total abdominal
@ hysterectomy was the most commonly performed (50.8%), while myomectomy was the preferred fertility-preserving sur- @
gery. Fertility outcomes were superior following myomectomy, with an 80% pregnancy success rate. Surgical management
provided more definitive symptom relief and lower intervention rates compared to medical therapy.

Conclusion: Medical management offers effective symptom control in selected patients with small, solitary fibroids and
fertility-preservation goals. However, surgical management remains the definitive treatment for women with large or
multiple fibroids, severe symptoms, or failed medical therapy. An individualized, patient-centered approach is essential to
optimize clinical outcomes in women with uterine fibroids.
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bleeding.
Introduction and are categorized under the “L” component of the FIGO
PALM-COEIN classification system for abnormal uterine
Uterine fibroids, also known as leiomyomas, are benign bleeding.! Fibroids represent the most common benign pel-
monoclonal tumours arising from the smooth muscle cells vic tumour in women of reproductive age, with a cumulative
of the myometrium. They are hormonally responsive tu- lifetime incidence of up to 70-80%, although only 20-30% of
mours influenced primarily by oestrogen and progesterone affected women become symptomatic.2
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According to Global Burden of Disease (GBD) 2019 estimates,
uterine fibroids accounted for approximately 7.7 million new
cases and 2.1 million disability-adjusted life years globally, with
the highest burden observed among women aged 40-44 years.?
In India, the prevalence of fibroids varies widely, ranging from
11% in community-based ultrasound studies to nearly 37% in
hospital-based cohorts.*> NFHS-4 data suggest that fibroid-re-
lated abnormal uterine bleeding contributes to nearly 20% of
hysterectomies among Indian women aged 3049 years.®

Clinically, fibroids may present with heavy menstrual bleeding,
dysmenorrhoea, pelvic pain, pressure symptoms, infertility, or
recurrent pregnancy loss. Management strategies have evolved
considerably and include medical therapies, surgical interven-
tions, and newer minimally invasive uterus-preserving proce-
dures. This study aims to analyze the clinical profile of women
with uterine fibroids and compare outcomes between medical
and surgical management in an Indian tertiary care center.

Materials and methods

A retrospective observational study was carried out at DVVPF
Medical College and Hospital, Ahilyanagar, India, over a two-
year period. The study included 100 women with symptomatic
uterine fibroids, of whom 35 received medical management
(Group A), and 65 underwent surgical management (Group
B). Eligible participants were women aged 18 years and
above with ultrasonography-confirmed symptomatic
uterine fibroids who were suitable candidates for either
medical or surgical treatment and had provided informed
consent. Patients with uterine malignancy, those who were
pregnant or lactating, and those with contraindications to
hormonal therapy or anaesthesia were excluded. All patients
underwent a comprehensive clinical assessment, a complete
blood count, pelvic ultrasonography, and pre-anaesthetic
workup. Medical treatment options included gonadotropin-
releasing hormone (GnRH) analogues, selective progesterone
receptor modulators (SPRMs), the levonorgestrel-releasing
intrauterine system (LNG-IUS), and non-hormonal therapies
such as nonsteroidal anti-inflammatory drugs (NSAIDs)
and tranexamic acid. Surgical management comprised
myomectomy, hysterectomy, polypectomy, and emergency
laparotomy when clinically indicated.

Statistical analysis was performed using SPSS version 25.0,
with continuous variables presented as mean + standard de-
viation and categorical variables expressed as frequencies and
percentages. Comparisons between groups were made using
Student’s t-test and Chi-square test were appropriate, and a
p-value of less than 0.05 was considered statistically significant.

Results

A total of 100 women diagnosed with uterine fibroids were
included in the study.
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Demographic characteristics and contraceptive history

The majority of women were in the 35-55 years age group
(68%), followed by those aged less than 35 years (22%) and
more than 55 years (10%). Most participants had a normal body
mass index (BMI) (59%), while 32% were overweight and 7%
were obese. Multiparous women constituted the largest group
(59%), followed by nulliparous (21%) and primiparous (20%).

Regarding contraceptive history, 28% of women had never used
contraception. Intrauterine contraceptive device (IUCD) use
was reported by 21% of women, followed by barrier methods
(16%), tubectomy (15%), oral contraceptive pills (9%), natural
methods (7%), and injectable contraceptives (4%) (Table 1).

Clinical presentation

Abnormal uterine bleeding (AUB) was the most common
presenting complaint and was observed in 56% of women.

Table 1. Demographic profile and contraceptive history of
women with uterine fibroids (n=100).

Variable Category n %
Age Group <35 years 22 22.0
35-55 years 68 68.0
>55 years 10 10.0
BMI Category Underweight 2 2.0
Normal 59 59.0
Overweight 32 32.0
Obese Class | 5 5.0
Obese Class II/III 2 2.0
Parity Nullipara 21 21.0
Primipara 20 20.0
Multipara 59 59.0
Contraceptive No contraception 28 28.0
History
Natural methods 7 7.0
Barrier methods 16 16.0
Oral contraceptive 9 9.0
pills
IUCD 21 21.0
Injectables 4 4.0
Tubectomy 15 15.0
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Menorrhagia was reported in 47% of patients. Anaemia was
present in 70% of women. Other common symptoms included
asymptomatic abdominal mass (29%), generalized weakness
(28%), dysmenorrhoea (24%), infertility (21%), pelvic pain
(17%), constipation (9%), and urinary retention (8%).

Fibroid characteristics and ultrasonographic—histopatho-
logical Correlation

On ultrasonographic evaluation, solitary fibroids were
observed in 58% of women, whereas 42% had multiple
fibroids. Single intramural fibroids were the most frequent
sonographicfinding (47 cases), of which 44 were confirmed on
histopathology. Good correlation between ultrasonographic
and histopathological diagnosis was observed for subserous
fibroids, submucous fibroid polyps, and intramural fibroids.
Histopathological confirmation was lower in cases diagnosed
as cervical fibroids, broad ligament fibroids, adenomyosis
with fibroid, and adenomatous hyperplasia (Table 2).

Outcomes of medical management

Thirty-five women underwent medical management.
Overall, 25 patients (71.4%) experienced adequate symptom
relief and avoided surgery, whereas 10 patients (28.6%)
subsequently required surgical intervention.

Among individual therapies, LNG-IUS achieved symptom
control in all treated patients (100%). Ulipristal acetate
demonstrated symptom relief in 83.3% of women and
fibroid size reduction in 91.7%. Leuprolide acetate resulted in

symptom relief in 60% and size reduction in 80% of patients.
Mifepristone produced symptom improvement in 75% and
fibroid reduction in 62.5% of women. Tranexamic acid with
or without NSAIDs provided symptomatic benefit but did not
reduce fibroid size (Table 3).

Medical therapy was particularly effective for fibroids
measuring less than 8 cm, with 23 of 26 women (88.5%)
responding successfully. In contrast, only 2 of 9 women
(22.2%) with fibroids measuring 28 cm responded to medical
treatment, and the majority subsequently required surgery.

Surgical management

Sixty-five women underwent surgical treatment. Total abdom-
inal hysterectomy (TAH) was the most commonly performed
procedure, accounting for 50.8% of surgeries. Myomectomy
was performed in 20% of women, followed by polypectomy
(10.8%), laparoscopic-assisted vaginal hysterectomy (6.2%),
vaginal hysterectomy (4.6%), laparotomy for torsion of fibroid
(4.6%), and in-situ hysterectomy with polyp (1.5%). Nine
women underwent surgery following failed medical manage-
ment (Table 4).

Fertility and comparative outcomes

Among women desiring future pregnancy, myomectomy
yielded the highest pregnancy rate, with successful
conception achieved in 8 of 10 women (80%). Ulipristal
acetate resulted in successful pregnancy in 6 of 8 women
(75%), while leuprolide acetate achieved pregnancy in 4 of 7

Table 2. Fibroid characteristics and ultrasonographic—histopathological correlation (n=100).

Variable Category USG Diagnosis (n) Histopathology
Confirmed (n)

Fibroid Type Solitary fibroid 58 —

Multiple fibroids 42 —

USG Diagnosis Single intramural fibroid 47 44

Multiple submucosal fibroids 26 21

Subserous fibroid 10 10

Submucous fibroid polyp 12 12

Adenomyosis with fibroid 11 6

Cervical fibroid 15 8

Broad ligament fibroid 8 2

Adenomatous hyperplasia 6 3

Endometrial polyp 5 5
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Table 3. Outcomes of medical management (n=35).

Treatment Patients Symptom Surgery Required Fibroid Size
Modality Treated Relief n (%) n (%) Reduction n (%)
Ulipristal acetate 12 10 (83.3) 2 (16.7) 11 (91.7)
Leuprolide acetate 10 6 (60.0) 4 (40.0) 8(80.0)
Mifepristone 8 6 (75.0) 2 (25.0) 5(62.5)
LNG-IUS 5 5 (100.0) 0 (0.0) 2 (40.0)
Tranexamic acid + NSAIDs 35 22 (62.9) 13 (37.1) 0(0.0)

Table 4. Surgical Procedures Performed (n=65).
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Surgical Procedure Frequency (n) Percentage (%)
Myomectomy 13 20.0
Polypectomy 7 10.8
Vaginal hysterectomy 3 4.6
LAVH 4 6.2
Total abdominal hysterectomy 33 50.8
In-situ hysterectomy with polyp 1 1.5
Laparotomy for torsion of fibroid 3 4.6
Surgery after failed medical treatment 9 13.8

women (57.1%). No pregnancies were reported among
women treated with mifepristone or LNG-IUS (Table 5A).

Comparison of treatment outcomes showed that surgical
management provided superior, definitive symptom control
and greater fibroid volume reduction. Medical management
was associated with shorter hospital stay, faster recovery,
lower transfusion requirements, and preservation of fertility.
Surgical treatment was preferred for large (>8 cm), multiple,

Table 5A. Fertility outcomes according to treatment modality.

or refractory fibroids, whereas medical therapy was more
suitable for smaller solitary fibroids (Table 5B).

Discussion

Uterine fibroids are the most common benign tumours of the
female reproductive tract and remain a major contributor
to gynaecological morbidity among women of reproductive
age. In the present study, the majority of patients were aged
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Treatment Modality Patients Desiring Successful Success Rate (%)
Pregnancy (n) Pregnancies (n)

Myomectomy 10 8 80.0

Ulipristal acetate 8 6 75.0

Leuprolide acetate 7 4 57.1

Mifepristone/LNG-I1US 5 0 0
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Table 5B. Comparative outcomes of medical and surgical management.

Parameter

Medical Management

Surgical Management

Symptom relief

Moderate to good

Excellent and definitive

Fibroid volume reduction 30-50%

80-100%

Effect on anaemia

Gradual improvement

Rapid and sustained correction

Fertility preservation Preserved Preserved with myomectomy
Need for reintervention Higher Lower

Blood transfusion requirement 4 (8%) 12 (24%)

Hospital stay 1-2 days 3-6 days

Recovery time Short Longer

Suitability
fibroids

35-55 years, which corresponds to the peak incidence re-
ported in the Indian and global literature. Ultrasound-based
prevalence data from Telangana by Srilatha and Malathi
demonstrated the highest fibroid burden among women
aged 35-50 years, while a tertiary care hospital study by Jag-
tap and Deshpande similarly reported maximum incidence in
the late reproductive and perimenopausal age group.*®

Abnormal uterine bleeding (56%) and anaemia (70%) were
the most frequent presenting complaints in the present
study, highlighting the significant impact of fibroids on
menstrual health and haematological status. Inamdar and
Patil reported comparable findings in Maharashtra, where
68% of women with symptomatic fibroids presented with
anaemia.® National-level data from Kumari and Singh, using
NFHS-4, further underscore fibroids as a leading indication
for hysterectomy in India, indirectly reflecting the high
symptom burden and chronic anaemia associated with
untreated disease.®

A key finding of this study was the strong association
between fibroid burden and treatment outcomes. Solitary
fibroids, constituting 58% of cases, showed better response
to medical management and fertility-preserving strategies,
whereas multiple fibroids (42%) were more frequently
associated with treatment failure and the need for surgery.
This observation is supported by Laughlin-Tommaso and
Stewart, who demonstrated that fibroid number and uterine
cavity distortion significantly influence symptom severity,
recurrence risk, and response to conservative therapy.’
Similar clinical correlations were reported by Inamdar and
Patil, where women with multiple fibroids had higher surgical
intervention rates compared to those with solitary lesions.?

54)

Small (<8 cm), solitary

Large, multiple, refractory
fibroids

Medical management was employed in 35% of patients
and was most effective among women with fibroids smaller
than 8 cm, with an 88.5% response rate. These findings are
consistent with the Canadian clinical practice guideline by
Vilos et al., which emphasizes that smaller fibroids exhibit
superior pharmacological responsiveness due to preserved
vascularity and hormonal sensitivity.2® Non-hormonal agents,
such astranexamicacid and NSAIDs, provided effective control
of menorrhagia but did not influence fibroid size, resulting in
higher subsequent surgical rates. This purely symptomatic
role of antifibrinolytics has been clearly demonstrated by
Lukes et al., who reported no structural regression of fibroids
despite significant reductions in bleeding.**

Hormonal therapies demonstrated greater efficacy compared
to non-hormonal agents. Selective progesterone receptor
modulators, such as ulipristal acetate, and antiprogestins,
such as mifepristone, achieved superior bleeding control and
fibroid volume reduction. The pivotal randomized controlled
trials by Donnez et al. showed that ulipristal acetate
was non-inferior to leuprolide acetate for preoperative
management while offering faster bleeding control and
fewer hypooestrogenic side effects.’*!* GnRH agonists such
as leuprolide acetate were effective in reducing fibroid
volume and improving haemoglobin levels, particularly as
preoperative therapy, but their long-term use was limited by
hypoestrogenic adverse effects, as highlighted in the review
by Sharma and Arora in Indian women.?

Emerging oral GnRH antagonists, including relugolix and
elagolix, have further expanded medical treatment options.
The LIBERTY trials reported by Osuga et al. demonstrated
sustained bleeding control with add-back therapy and
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improved tolerability 13, while Schlaff et al. confirmed similar
efficacy with elagolix-based regimens.* Limited use of these
agents in the present study was primarily related to cost and
accessibility constraints rather than efficacy concerns.

Surgical management was required in 65% of patients
and provided more definitive symptom relief with lower
reintervention rates. Total abdominal hysterectomy was
the most commonly performed procedure, consistent with
NFHS-4 data analyzed by Kumari and Singh, which reported
fibroids as the indication for nearly 20% of hysterectomies
in India.® Myomectomy remained the preferred fertility-
preserving procedure, with 80% of women achieving
successful pregnancy postoperatively in the present study.
Comparable reproductive outcomes have been reported in
the Indian comparative study by Mehta and Shah, in which
laparoscopic myomectomy was associated with improved
fertility and reduced postoperative morbidity.?°

Minimally invasive uterus-sparing procedures such as uterine
artery embolization (UAE) and MR-guided focused ultrasound
(MR-HIFU) are increasingly recognized as alternatives to
conventional surgery. Kapoor and Singh reported significant
symptom improvement and acceptable reintervention
rates following UAE in Indian women.?” Similarly, studies
by Anupama et al. and Roy et al. demonstrated favorable
outcomes with MR-HIFU, including shorter recovery times
and reduced hospital stay.’®'° The FEMME trial by Manyonda
et al. further established that while myomectomy offers
slightly superior long-term quality-of-life outcomes,
minimally invasive options provide faster recovery and
reduced early morbidity.*®

Conclusion

Uterine fibroids remain a major cause of gynaecological
morbidity and a significant public health concern among
reproductive-aged women in India. The findings of the
present study reaffirm that medical management is effective
in a carefully selected subset of patients, particularly
those with smaller, solitary fibroids and mild-to-moderate
symptoms, where it provides substantial symptom relief
and can successfully defer or avoid surgery. Non-hormonal
agents offer symptomatic benefit, while hormonal therapies
contribute to better bleeding control and modest fibroid
regression in appropriate cases. Surgical intervention
continues to represent the definitive treatment for women
with large (28 cm), multiple, or symptomatic fibroids, and
for those who fail conservative therapy. Fertility-preserving
procedures such as myomectomy remain crucial for women
desiring future childbearing, while hysterectomy offers a
permanent solution for those who have completed their
families. Recent advances—including oral GnRH antagonists
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with add-back therapy and the increasing availability of
minimally invasive, uterus-sparing procedures—have
significantly broadened the therapeutic landscape of fibroid
management. Overall, an individualized, evidence-based,
and patient-centered approach that accounts for symptom
severity, fibroid characteristics, fertility goals, safety profile,
and cost-effectiveness is essential to optimizing outcomes.
Strengthening early diagnosis, improving access to newer
therapies, and developing standardized national guidelines
will be key to reducing the clinical and socioeconomic burden
of uterine fibroids in India.
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