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Abstract

Background: Uterine fibroid is the most common benign
gynecological tumors affecting as many as 25% of women in
the reproductive age.

Aim of Study: The aim of the current study is to assess
Socio-demographic and reproductive health profile among
Egyptian women with uterine fibroid.

Subject and Methods: A descriptive research design was
adopted in this study.

Setting: The study was conducted in Inpatient and out-
patient Gynecological Clinic at EI-Manial Maternity Hospital.

Sample: A non-probability convivence sample of 120
women with uterine fibroid were chosen based on certain
inclusion criteria.

Tool: Structured interviewing questionnaire sheet was
used for data collection.

Result: The mean age of the study sample was 41.4£5.3,
46.7% lived in rural areas, 45.8% had completed their sec-
ondary education, 82.5% were married, 59.2 were working
and 78.3% had low income. 64.2% were obese, 88.3% reported
past history of hypertension, 83.3% reported high level of
lipid profile and 79.2% had family history of uterine fibroid
and their mother was the main first family member suffering
from this problems followed by the sister (16.8%) respectively.
65.8% had early menarche at age of <14yrs, Moreover more
than half of the study sample 77.8% their gravida more than
once, 70.7% their parity ranged between (1-3 times), 57.5%
used oral hormonal contraceptive methods.

Conclusion: The study conducted that, middle menopausal
age, living in rural area, marriage, low socioeconomic sta-
tus,obesity, past medical history of hypertension and high
lipids, Positive family history of uterine fibroid, Early age of
menarch, parity, using oral hormonal contraceptive methods
were the most common Socio-demographic and Reproductive
health profile among Egyptian women With uterine fibroid.

Recommendations: Further studies should be done to
predict the association between socio-demographic and repro-
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ductive factors and the risk for uterine fibroid and examine
it's impact on the quality of life.
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Introduction

UTERINE fibroids are the common benign tumors
of the female genital tract that are responsible for
significant morbidity among women and may lead
to many complications such as local mass effect,

pressure on adjacent organs, excessive uterine
bleeding,pregnancy associated complications, in-

fertility, polycystic ovarian syndrome and repetitive
abortions [1]. Worldwide,the incidence is about
60% in women under the age of 45 and 30% of
the cases are symptomatic.

Uterine fibroids are the most common benign
tumors in women of childbearing age. Fibroids are
made of muscle cells and other tissues that grow
in and around the wall of the uterus. Fibroids can
vary in size and number and may be accompanied
by infertility, miscarriage, And early onset of labor
[2]. Also, women with uterine fibroids are asymp-
tomatic and it was estimated that only 20%-50%
of symptomatic women may attribute their com-
plaints to the fibroid itself.

The causes of fibroids remain unknown. There
are some theories that can explain the potential
causes of uterine fibroid among reproductive age
women. One of these theories is the ovarian hor-
mones, that estrogen and progesterone are hypoth-
esized to enhance fibroid growth and women of
childbearing age and are most likely to develop
fibroids, but symptoms usually do not appear until
a woman is between 35 and 50 years old. Even
though fibroids tend to run in families, it is unclear
if the condition is hereditary because no genetic
patterns have been observed [3].
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Moreover the reported risk factors consistent
with the hormonal hypothesis include premenopau-
sal status, younger age at menarche [4], obesity [5],
familial predisposition [6], high lipid profile [7],
un-healthy eating habits such as high intake beef,
other red meat, and ham can increase the chance
of getting uterine fibroid in the future [8]. Also,
hormonal contraceptives used increase the risk
factors for Uterine fibroid [3].

Fibroids are an important public health concern,
both because of the large number of women affected
by it and the large number of hysterectomies un-
dertaken to treat the symptomsit causes [2].

The nurse has a crucial rolein performing
careful assessment for the presence of risk factors
as age, chronic disease, stress, and poor diet. The
nurse can also aleviate some of the anxiety asso-
ciated with diagnostic testing by offering explana-
tion. In addition, the nurse should be familiar with
the uterine fibroid problem and its impact on the
quality of life the women stage of coping.

However, it is not clear the risk factors for
uterine fibroid among Egyptian women that might
increase their possibility for uterine fibroid as
uterine fibroid is afrequent gynecological and the
most important cause of hysterectomy. Little re-
searches was conducted in Egypt to identify Socio-
demographic and reproductive health profile of
women with uterine fibroid so, the present study
was undertaken to identify Socio-demographic and
reproductive health profile of women with uterine
fibroid.

Sgnificance of the study:

Uterine fibroid is the most common benign
gynecological tumor affecting as many as 25% of
women in the reproductive age group, and is present
in about 80% of all hysterectomy procedures [9].

Uterine fibroid has amajor public health con-
cern and have a major impact on women quality
of life. In Egypt, there are scattered nursing re-
searches that determine the prevalence and factors
predispose women to uterine fibroids, this study
will explore the profile of women with fibroid.
Also, this study will consider a base line data
among Egyptian women with uterine fibroid to
help the health care providers to focus on preventive
measures to be adopted by women during their
reproductive age. In addition, finding of this study
will contribute to nursing practice especially in
relation to early detection of risk factors that might
predispose to uterine fibroid as well as, providing
health education for women to lessen their liability

to acquire uterine fibroid as well as promote their
health through weight reduction, screening, exercise
and eating a healthy diet.

Aim of the study:

The current study aimed to explore the Socio-
demographic and reproductive health profile of
women with uterine fibroid.

Research question:

What is the Socio-demographic and reproduc-
tive health profile of women with uterine fibroid?

Subjectsand Methods

Resear ch design: Descriptive research design
was adopted for this study to achieve the study
am.

Setting: The study was conducted in Inpatient
Department (22,32 and 33) and Outpatient Gyne-
cological Clinic at EI-Manial Maternity Hospital
which situated at Kaser Al-Aini region. It is Cairo
University, affiliated hospital providing free health
care to outpatient Gynecological patients, aswell
as inpatient Gynecological clinic. The outpatient
gynecologic clinic serves about 32.000 cases (sta-
tistic department, 2015) annually with various
levels of socioeconomic status. Outpatient Gyne-
cological clinic provides services such as gyneco-
logical care and laboratory investigation, measuring
weight and height, using ultrasound examination
to detect diseases and care is provided by physi-
cians, aswell as professional, diploma and high
qualified nurses who are responsible for giving
nursing care.

Sample:

Anon-probability convivence sample of 120
gynecological women was recruited uterine accord-
ing to the following inclusion criteriac Uterine
fibroid diagnosed by ultrasonography, age 30-50
years, premenopausal, had hysterectomy, myomec-
tomy, Women Who are pregnant, or doing hyster-
ectomy due to malignant cancer were excluded
from the study.The sample size was determined
by using the following sample size formula

Sample:

Sample sizeis calculated by using the following
formula:

-2

- n=Z x/2 P(1-P)

-e2

- CL+95/5

- P=13%7.

- E=6%

- n=120
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Tools:;

Data were collected by structured interviewing
questionnaire after reviewing recent related litera-
ture which developed and filled by the research
investigators. Thistool includes datarelated to (a)
Socio-demographic characteristics as age, educa-
tional level, occupation, duration of marriage,
weight, height, and calculation of BMI, (b) Past
medical history; (c) family history of uterine fibroid
and (d) Reproductive health profile of the study
sample.

Tool Validity:

Tool was submitted to a panel of three medical
and nursing expertsin the field of obstetrics and
gynecology to test the content validity. Modification
was carried out according to the panel judgment
on clarity of sentences and the appropriateness of
content.

Ethical consideration:

After taking the Primary permission from the
Research Ethics Committee at Faculty of Nursing,
Cairo University, An official permission was grant-
ed from authoritative personnel at ElI-Manial Ma-
ternity Hospital to conduct the study. The research

investigator introduced herself to the women who
diagnosed with uterine fibroid, met the inclusion
criteria, informed them about the purpose of this
study in order to obtain their written acceptance
to be recruited in this study, the research investi-
gator also emphasized that participation in the
study is entirely voluntary; anonymity and confi-
dentiality were assured through coding the data as
well as, participants were informed of their right
to withdraw from the study at any time. For those
who accept to be participated in this study, informed
written consent was obtained from each participant.

Pilot study:

A pilot study was conducted on agroup 12
women to ensure clarity of the questions, some
guestions was omitted from the tool based on the
results of pilot study, so the subjects excluded from
the total sample. The pilot study lasted five months.

Procedure:

Data was collected through a period of of 18
months from 28/9/2015 to 30/3/2017, the Research
investigator collect the data after the women had
been fully informed and consented for participation
in the study. Data was collected through structured
interviewing questionnaire to collect data rel ated
to socio-demographic characteristics, obstetric
profile, medical history, gynecological and family
history. The research investigator met the women
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at outpatient gynecological clinic where they came

to follow up of their condition. For inpatient wom-
en, the research investigator met the study sample

in the gynecological ward. The research investigator

asked questions in simple Arabic language and
recorded the answers in the questionnaire. The
interview consumed about 20 minutes for each

woman. Also, Anthropometric assessment was
carried out after obtaining the baseline data, As

the research investigator measured women height

through tape measurement and weight utilizing

bath scale, accuracy was obtained through balanc-

ing zero prior to obtaining each weight and then

body massindex is calculated by dividing the
subject weight in kilograms by the square of her
height in meters (BMI=kg/m2). World Health or-
ganization (WHO) (2000) categorized the body
mass index asthe following values: A BMI less
than 18.5 isunder weight; A BMI of 18.5-24.9is
normal weight; A BMI of 25.0-29.9 is over weight;

A BMI of 30.0-39.9 isobese; A BMI of 40.0is
higher or severely (or morbidly) obese. The An-

thropometric assessment was consumed about 10
minutes for each woman.

Satistical analysis:

Collected data were coded and tabulated using
personal computer. Statistical package for social
science (SPSS) version 11 was used. The researcher
used the descriptive as well asinferential statistics.
The descriptive statistics include the arithmetic
mean as an average, describing central tendency
of observation of each variable studied; the standard
deviation as a measure of dispersion of results
around the mean; and the frequency distribution
and percentage of observation for each variable
studied were used.

Results

Results are presented into one main sec-
tion:Description of the sample which included four
sub-sections: (a) Socio-demographic characteristics;
(b) Previous medical history; (c) Family history
of uterine fibroid and (d) Reproductive health
profile of the study sample.

Description of the sample:

A- Socio-demographic characteristics of the study
sample:

The results indicated that the age range was
30-50 years with amean of 41.4+5.3 years. 75%
of the sample was distributed at the age category
(41-50 years); while 25.0% of them was distributed
at the age category (30-40 years); 59.2% of sample
was housewives. Less than half of the study sample
(45.8%) had secondary school education, and low
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percentage of the sample (5%) of them can read
& write. 53.3% live in urban area, 82.5% were
married and the age at onset of marriage was range
between 13-25 years and monthly income was
reported insufficiency (78.3%), (Table 1).

Table (1): Description of Socio-demographic characteristics
and personal data

Socio-demographic

data Frequency Percent %
Age (in years):
30-40 yrs. 30 25.0
41-50 yrs. 90 75.0
X+SD
Place of residence:
Urban 54 53.3
Rural 66 46.7
Educational level:
Can't, read and write 6 5
Primary 13 10.8
Prepratory 12 4L4E53 0 00
Secondary 55 45.8
University 34 28.4
Marital status:
Single 21 17.5
Married 99 82.5
Age at Marriage:
13-25 yrs. 68 68.7
26-41 yrs. 31 313
Occupation:
Working 71 59.2
House wives 49 40.8
Income:
In sufficient 94 78.3
Sufficient 26 21.7

B- Past history of medical disease among the study
sample:

Table (2) shows that 88.3% (n=106) of the
study sample had past history of hypertension and
the age of onset of hypertension occurs more than
forty years with a mean age of 39. 4+5.3. 37.5%
has a previous history of diabetes mellitus. More-
over, 83.3% reported high level of lipid profile
with a mean of age at 39.2+5.3 years old.

Table (2): Description of Medical history of women with
uterine fibroid.

Regarding to BMI categories of the sample,
the results revealed that 7.5.% of the sample was
normal weight. However, 28.3% of the sample was
overweight, while 64.2% of the sample was obese,

(Fig. 1).

7.5%

64.2% 38.3%

[ A BMI 18.5-24.9 (normal weight)
O A BMI 25-29.9 (over weight)
[J A BMI 30-39.9 (obese)

Fig. (1): Distribution of the Sample According to Category
of Body Mass Index (n=120)

Medical history Frequency Percent %
Hypertension:
No 14 11.7
Yes 106 88.3
Age at onset of hypertension:
<40yrs 29 27.4
>=40yrs 71 72.6
X *SD 39.4£53
DM:
No 75 62.5
Yes 45 375
Age at onset of DM:
<40yrs 10 222
>=40yrs 35 77.8
X +SD 40.6+3.9
Lipid:
No 20 16.7
Yes 100 83.3
Age at onset of high lipid:
<40yrs 19 32.5
>40yrs 81 67.5
X+ SD 39.2+53

C- Family history of uterine fibroid among the
study sample:

Table (3) shows that 79.2% of the study sample
had family history of uterine fibroid and the mother
was the main first family member suffering from
this problems followed by the sister as reported
by (16.8%) respectively.

Table (3): Description of Family history of women with uterine

fibroid.
Family history Frequency Percent %
FH fibroid:
No 25 20.8
Yes 95 79.2
Who had fibroid:
Mother 79 83.2
Sister 16 16.8
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D- Reproductive Health profile of the study sample:

Table (4) shows that 65.8% of the study sample
(n=79) had early menarche at age of <l14yrs, com-
pared to only 0.8% of them had early menarche at
age of > 17yrs, 90.0% had regular period, and
56.7% reported the duration of menstrual flow
ranged from (3-5 days) with mean age 5.7+ 1.4
years. Moreover, 60.8% between the frequency of
menstrual cycle ranged from (15-27days) compared
to 39.2% had a frequency ranged between (28-30)
days with mean age 26.1%2.4 years old.

Table (4): Description of obstetric history of women with
uterine fibroid.
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Table (5): Description of Reproductive history of women with
uterine fibroid.

Obstetric history Frequency  Percent %
1-Menstrual history:
Menarch age:
<l4yrs 79 65.8
15-16 yrs 40 33.4
>=17yrs | 0.8
Regularity:
No 12 10
Yes 108 90
Duration of menstrual flow:
3-5 days 68 56.7
6-10 days 52 433
X+SD 5.7+1.4
Frequency of menstrual cycle:
15-27 days 73 60.8
28-30 days 47 39.2
X+SD 26.112.4

Obstetric history Frequency Percent %
Reproductive history:
Nulli gravida 9 9.1
Once 13 13.1
More than once 77 77.8
X+SD 3.2%1.7
Parity:
1-3 61 70.7
>=4 29 29.3
X+SD 2.161.4
Abortion No:
No 37 41.1
Once 5 5.6
Twice 48 53.3
X+ SD .6£.6
Age at 1st delivery:
<25yrs 65 72.2
25-30 yrs 14 15.6
>30yrs 11 12.2
Age at last delivery:
25-30 yrs 14 15.6
>30yrs 76 84.4

Regarding to Gynecological history, Table (6)
show the current types of Gynecological operation
related to uterine fibroid (60.2% of the study sample
had hysterectomy compared to 39.2% had Myo-
mectomy). The table also revealed that 22.2% of
the study sample had infertility.

Table (6): Description of Gynecological history among the
study sample.

Moreover more than half of the study sample
77.8% (n=77) their gravida more than once, com-
pared to only 9.1% who were nulligravida with
mean age 3.2% 1.7, More than half of the study
sample 70.7% of them their parity ranged between
(1-3 times) with mean age 2. +61.4. The table also
show that about 53.3% of the study sample had
history of abortion (twice) with mean age .6 £.6,
More than half of the study sample 72.2% (n=65)
their Age at 1 st delivery were <25yrs while only
12.2% their Age were >30 yrs, 84.4% of the study
sample their Age at last. delivery were >30 yrs,
while 15.6% their Age at last. delivery were (25-
30) yrs, Table (5).

Gynecological history Frequency Percent %
Myomectomy:
No 73 60.8
Yes 47 39.2
Hysterectomy:
No 47 39.2
Yes 73 60.8
Infertility:
No 77 77.8
Yes 22 222

In addition, the study sample used different
types of contraceptive methods to space pregnancy.
The study findings reveal that 57.5% from the
study sample used oral hormonal contraceptive
methods with mean age 7.8 £4.4, followed by
33.3% used IUD with mean age 11.2£5.5 yrs and
hormonal injection 9.2% with mean age 4.6 £ 1.7
yrs, Table (7).
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Table (7): Description of contraceptive method used by the
study sample.

Contraception history Frequency Percent %

Contraceptive method used:
No 12 275
Yes 87 725

Current type contraceptive method:

IUD 29 33.3
Mean duration of use 11.2+55
Oral hormonal contraceptive 50 575
Mean duration of use 7.8t4.4
Injections 8 9.2
Mean duration of use 4617
Discussion

The aim of this study is to assess Socio-
demographic and reproductive health profile among
Egyptian women with uterine fibroid. The study
results revealed that the majority of study sample
their age ranged from 41-50 years, with mean of
41.4+5.3 years. Thisresults are closely resemble
with Ofori & Antwi [10] who reported that |eiomy-
omas are common in the age groups of 41-50 years
and least common in the age group of 60 years
old. On the contrary, Laughlin and Schroeder [11]
who found that the incidence of uterine fibroids
among women who have had hysterectomiesin-
creases with age, but the rate of increase slows at
older ages. This suggests that the older premeno-
pausal uterusisless susceptible to fibroid devel -
opment. This discrepancy might be due different
age group as well as due to different sample size.

Regarding to BMI of the sample, the study
results found that more than half of the sample
were obese and less than third were over weight,
These findings agreed with Wise & Laughlin-
Tommaso [12] who found that higher body mass
index (BMI) is associated with increase risk of
fibroids. Astudy conducted by Dandolu & Singh
[13], reported that increasing BM1 was associated
with fibroid risk but not with largest fibroid dimen-
sion. On the contrary, Bray & Torstenson [14] state
that BMI was not associated with fibroid number
or size. Theinconsistency might be due to different
lifestyle habits, different BMI categories as well
as due to different sample size.

Moreover, the study findings revealed that
more than two-Third of the study sample (83.3%)

had past history of high level of lipid profile with
amean duration of 9.2+5.3 years old. Thisfinding
was in accordance with study done by Lilyan &

Shaymaa [7] who reported that patients with uterine
fibroids lipid profile differs from that in women
without uterine fibroids. Women with uterine fi-

broid have lower atherogenic index as compared

to women without uterine fibroid. Larger volume
of fibroid is associated with higher level of HDL-
C. Moerover, recently, Uimari & Auvinen [15]
reported that a higher fibroid risk in women with
metabolic syndrome, and with increasing low-

density lipoprotein and triglyceride levels.

The findings of the current study were contra-
dicted with the findings of the study done by
Parazzini & Chiaffarino [16] who found that there
is no association between hyperlipidemia and
fibroids. This discrepancy might be due to this
study derived their data from medical records and
subject interviews, moreover, neither study con-
tained information on HDL-C, LDL-C or the ather-
ogenic index.

Regarding to the women past history of hyper-
tension, the current study revealed that more than
two-Third of the study findings had hypertension
at age >=40yrs with mean of 39.4+5.3 years. This
finding was in accordance with study done by Haan
& Oudman [17] who recently confirmed that there
is ahigh prevalence of hypertension in women
with fibroids and showed that this association was
independent of age.

Also, findings of the current study found that
only more than third of the study sample had past
history of diabetes mellitus. This finding agreed
with study findings done by Velez Edwards &
Hartmann [18] who observed that Diabetes has
inversely associated with fibroid risk, in addition
Wise & Laughlin-Tommaso [12] suggested that
other CVD risk factors, such as diabetes and lipid
disorders, also increase the risk to develop uterine
fibroids. On the contrary,study carried out by Bray
& Torstenson [14] who stated that Type 2 diabetes
was not associated with fibroid number or size.
The lack of an association between type 2 diabetes
and fibroid number and size could mean that the
sample size was too small, Additionally, it is pos-
sible that the effect of diabetes on fibroidsis due
to exposure to specific diabetes medications, which
was not evaluated in the analysies.

Regarding to family history of uterine fibroid
among the study results reveal that the mother was
the main first family member suffering from this
problems more than two-Third followed by the
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sister as reported by less than third respectively.
This finding agreed with Mehine & Kaasinen [6]
who mentioned that positive family history was
found to increase uterine fibroid risk, This effect
may, however, be at least partly due to more fre-
quent screening in relatives of women with UFs
than in the general population. It may also be
attributable to the role played by genetic factors
in the development of UFs, In addition El-Gharib
& Elsobky [19] stated that acquired chromosomal
aberrations have been suggested to contribute to
the growth of fibroids.

Moreover, the study findings reveal that more
than two-Third of the study sample had early
menarche at age of <14 yrs. Thisin accordance
with the study done by Kim & Sefton [20] who
agreed that Menarche at an early age increases the
risk of developing fibroids and is also considered
arisk factor for other hormonally mediated diseases,
such as endometrial and breast cancers.

In addition, the study results found that more
than half of the study sample their gravida more
than once with mean of 2+61 yearsold. Thisfind-
ings agreed with the study done by Laughlin &
Schroeder [11] who confirmed that Parity has been
inversely associated with arisk of fibroid devel-
opment. This finding was also consistent with
study by Bray & Torstenson [14] who observed that
having more children was associated with single
fibroids, suggesting that the hormonal effects of
pregnancy may reduce the number of fibroids
present.

Moreover, the study findings reveals that more
than half of the study sample used oral hormonal
contraceptive pills with amean duration of 7.8+4.4
years, this findings agreed with Khalil & Hakeem
[3] who stated that hormonal contraceptives used
increase the risk factors for fibroid, on the contrary,
these findings disagree with Wise & Palmer [g]
who showed no association or arisk for oral con-
traceptive use before age 17,22,25 years old re-
spectively, this controversy might be due to women
taking hormonal contraceptive pills who can de-
velop fibroid may have longer time to diagnose as
the symptoms are hidden by the effect of oral
contraceptive pills.

Conclusion:

The study finding concluded that women with
uterine fibroid in the current study had the following
Socio-demographic and Reproductive health pro-
file: Their age ranged from early to middle meno-
pause, resided in rural area, were married, were
low socioeconomic status, were obese, had past

2375

medical history of hypertension and high lipid
profile, had Positive family history of uterine
fibroid (mother, sister), had early age of menarch,
delivered (1-3) times and used oral hormonal con-
traceptive pills.

Recommendations:

Based on the findings of this study, the following
are recommended:

1- Raise awareness of the women about the impact
of obesity on the incidence of uterine fibroid.

2- Other researches about profile of women with
uterine fibroid using large sample from different
regions of the country.

3- Further studies should be done to predict the
association between socio-demographic, repro-
ductive factors and the risk for uterine fibroid
and examine it's impact on the quality of life.
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