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Uterine fibroids, also known as 
l e i omy oma s / my oma s / f i bro i d s , 
are monoclonal tumors of smooth 
muscle cells of the uterus made up 

of a substantial amount of extracellular matrix 
containing proteoglycan, fibronectin, and collagen. 
They can be single or multiple and are characterized 
by their location in relation to the layers of the uterus 
(intramural, subserosal, or submucosal).1,2 They 
are the most common benign uterine neoplasms 
that develop in women in their reproductive ages.3 
Despite their unclear pathophysiology, the literature 

suggests that estrogens and progesterone promote 
the growth of this tumor, as fibroids rarely appear 
before menarche and regress after menopause.4 Black 
women, obese women, nulliparous women, and 
women with a positive family history of fibroids are 
more likely to develop them.5,6

Most research about fibroids focused on women 
seeking medical care, thus the actual incidence 
of uterine fibroids in the general population is 
unknown.7,8 The prevalence of fibroids has been 
estimated at between 3.3% and 77%, which varies 
with age and ethnicity.8,9 In a study conducted in the 
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A B S T R AC T
Objectives: We sought to determine the clinical presentations and ultrasonographic 
features of uterine fibroids in adult Ghanaians.  Methods: Between 1 January 2018 and 
31 December 2021, 4279 ultrasound-confirmed cases of uterine fibroids were retrieved. 
The data obtained, which included age, clinical presentations, and sonographic features 
were analyzed. A chi-squared test was done to assess for possible associations between the 
clinical indications, age distribution, and ultrasonographic features of uterine fibroids. 
Results: The mean age of the patients diagnosed with uterine fibroids was 37.1±11.5 years 
(range = 16–69 years). Routine checkup (n = 1310, 28.1%), menorrhagia (n = 1104, 
23.7%), and lower abdominal mass (n = 801, 17.2%) were the leading clinical indications. 
Dysmenorrhea, amenorrhea, menorrhagia, and routine checkup were significantly noted 
in the younger patients (p ≤ 0.001). The majority of the fibroid nodules had smooth 
regular outline (n = 4125, 96.4%) and were mostly heterogeneous (n = 3282, 76.7%). The 
echo pattern of the nodules was predominantly hypoechoic (n = 3358, 51.1%) followed 
by hyperechoic nodules (n = 2554, 38.9%). Degenerative changes accounted for less than 
one-third of the total fibroid nodules, with the least recorded degenerative change being 
nodules with cystic areas (n = 55, 5.4%) and the most observed degenerative feature 
being nodules with rim of calcification and areas of calcified degeneration (n = 965, 
94.6%). Almost all the sonographic features were significantly seen in the 30–44 years 
age category.  Conclusions: Sonographically, uterine fibroids were mostly hypoechoic 
heterogeneous nodules with a smooth regular outline with a predominant occurrence 
within women in the fourth to fifth decade of life.
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USA, the incidence of uterine fibroids among Black 
American women was 60% by age 35, increasing to 
above 80% by age 50, whereas the incidence among 
Caucasian women was 40% by age 35, and nearly 
70% by age 50.10 In Europe, a similar trend of higher 
incidence of fibroids among women of African origin 
has also been reported. Black women also report 
significantly more severe fibroid symptoms.11 Given 
this severity of the risk of fibroids in black women, 
there is a significant under-representation of African 
women in the available literature, resulting in the 
underestimation of the occurrence of uterine fibroids 
among women of African descent.9,12

The majority of women with uterine fibroids 
are asymptomatic, and consequently get less 
clinical attention as fibroid tumors often remain 
undiagnosed. Although bleeding and pelvic pain 
are the main symptoms frequently reported in the 
literature in relation to uterine fibroids, the number 
of systematic studies on the symptomatology of 
fibroids is limited.13,14 However, women with uterine 
fibroids may suffer more often from dyspareunia 
and non-cyclic pelvic pain. Large fibroids that 
result in the enlargement of the uterus have been 
linked with bowel and bladder problems as well as 
abdominal protrusion.15 Fibroids can cause painful 
menses, infertility, and recurrent miscarriages. Heavy 
menstrual bleeding in women with symptomatic 
fibroids stops when they reach menopause, at this 
stage, symptoms improvement is also experienced 
with fibroid shrinkage.15–17

During ultrasonography (US) examination, 
fibroids typically are seen as well-circumscribed 
round concentric solid myometrial mass or attached 
to the myometrium, which show a variable amount 
of acoustic shadowing at the edge of the lesion 
and/or fan-shaped shadowing. These may show a 
variable echogenicity that presents as hypoechoic, 
hyperechoic, or isoechoic lesions and in some 
cases, areas of calcifications, and cystic changes. 
These may demonstrate peripheral blood flow 
on color and power Doppler. The most common 
differential diagnosis for uterine fibroids that may be 
misdiagnosed is adenomyosis, which sonographically 
presents as globular uterine enlargement without the 
presence of well-defined leiomyomata, and is typically 
ill-defined lesions within the myometrium in one or 
more sites in the uterine wall or affecting most of the 
myometrium. It may show intralesional flow on color 
or power Doppler. This sonographic differentiation 

between leiomyomas and adenomyosis is based on 
the Morphological Uterus Sonographic Assessment 
(MUSA) criteria.18

Uterine myomas can be treated in a variety of ways, 
from medication to surgery. Treatment is frequently 
reserved for symptomatic myomas.19 US is the first 
line imaging for the evaluation of myomas, whether 
clinically suspected or not because it is inexpensive 
and available in many healthcare facilities in low-
resourced settings such as Africa, even though the 
more expensive magnetic resonance imaging is the 
gold standard.20,21

There are some studies published internationally 
on the sonographic features of uterine fibroids 
with varying outcomes, however; very few studies 
exist or have been conducted in Africa, specifically 
Ghana.21–23 As a result, our study was conducted 
to determine the clinical presentations and 
ultrasonographic features of uterine fibroids in adult 
Ghanaians. We also sought to determine the possible 
association between the clinical presentation/
indication, sonographic features of uterine fibroids, 
and age distribution. This is an important study 
since it offers another layer of knowledge to the 
management of uterine fibroids.

M ET H O D S
The US reports of all patients who had US 
examinations at the Cape Coast Teaching Hospital 
(CCTH) between 1 January 2018 and 31 
December 2021 were retrieved and evaluated in this 
retrospective study for only cases diagnosed with 
uterine fibroids. As the largest public health center 
in the Central Region of Ghana, CCTH is one of 
Ghana’s leading research institutions, as well as a 
training center for residents in a variety of medical 
specialties. It also serves as a clinical teaching center 
for the University of Cape Coast Medical School.

We obtained all the records of ultrasound-
diagnosed cases of uterine fibroids from the 
Lightwave Health Information Management System, 
which contains all detailed electronic health records 
of patients using keywords like; fibroids, myomas, 
uterine fibroids, uterine myomas, and leiomyomas. 
The unique identification number for each patient 
with uterine fibroids was retrieved to access the 
patient’s US reports and the clinical presentations/
indications, and also to avoid duplication of cases. 
This was done for all the patients diagnosed with 
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fibroids over the study period. From the reports 
obtained, the ages and imaging features of the patients 
were retrieved. The sonographic imaging features 
were then categorized under these themes; fibroid 
homogeneity/heterogeneity, fibroid echopattern, 
fibroid outline and whether there were degenerative 
changes. We also obtained as to whether the fibroid 
nodules were solitary (one nodule) or multiple 
(two or more nodules). A total of 4279 patients 
with uterine fibroids was consecutively retrieved for 
analyses.

The US images were acquired through a 
transabdominal route on a full urinary bladder or 
transvaginal route. Mindray Diagnostic Digital 
Ultrasound System, Model DCN3, with a 3.5 MHz 
convex probe or 7.5 MHz transvaginal probe made 
by Shenzhen Mindray Bio-Medical Electronics 
Company Limited (Nanshan, Shenzhen, China) 
was used for the US examinations. All the 
US scanning and reports were done by three 
radiologists who had already completed the US 
imaging examination and reporting learning 
curve; each with over 10 years of gynecological 
ultrasonographic practice.

With the help of LibreOffice Calc version 
1:6.1.5-3+deb10u6 developed by the Document 
Foundation and SPSS (IBM Corp. Released 2013. 
IBM SPSS Statistics for Windows, Version 22.0. 
Armonk, NY: IBM Corp.), the data obtained (age, 
clinical presentations, and ultrasonographic features) 
were analyzed and presented in appropriate tables 
and charts after rigorous scrutiny, which included 
organization, arrangement, and coding. We analyzed 
the distribution of cases across age groups using the 
World Health Organization age categorization of 
‘15–19 years’, ‘20–24 years’, ‘25–29 years’, ‘30–34 
years’, ‘35–39 years’, ‘40–44 years’, ‘45–49 years’, 
‘50–54 years’, ‘55–59 years’, and ‘≥ 60 years’.24 We 
further reclassified these groups into ‘15–29 years’, 
‘30–44 years’, ‘45–59 years’, and ‘≥ 60 years’ and used 
a chi-squared test to check for possible associations 
between the clinical presentations/indications, 
age distribution, and ultrasonographic features of 
uterine fibroids. All the estimations for this study 
were done with a p-value ≤ 0.05 as the level of 
statistical significance.

The Ethical Review Committee of CCTH 
provided the study with an ethical clearance 
number CCTHERC/EC/2020/094. As this was 
a retrospective study, informed consent was not 

required but anonymity and confidentiality were 
guaranteed. The study complied with the 1975 
Helsinki Declaration.

R E SU LTS
Over the course of the four-year study period, 
4279 women between the ages of 16 and 69 were 
diagnosed with uterine fibroids via US. The mean age 
was 37.1±11.5 years. Multiple fibroids accounted 
for the majority of the fibroid cases recorded  
(n = 2633, 61.5%) [Table 1].

Routine checkup (n = 1310, 28.1%) was the 
leading asymptomatic indication for women who 
were diagnosed with uterine fibroids in this study. 
The second and third indications, respectively, were 
menorrhagia (n = 1104, 23.7%) and lower abdominal 
mass (n = 801, 17.2%). Figure 1 shows a detailed 

Table 1: Characteristics of patients and the number 
of fibroid nodules.

Characteristics Count Percentage, %

Total count 4279 100
Age, years

Minimum 16 -
Maximum 69 -

Mean ± SD 37.1 ± 11.5 -
Number of fibroid nodules

Solitary nodules 1646 38.5
Multiple nodules 2633 61.5
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Figure 1: Indications for patients diagnosed  
with fibroids.
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overview of the indications for women diagnosed 
with uterine fibroids via sonographic evaluation in 
this current study.

Findings from Table 2 showed that the majority 
of the patients were symptomatic (n = 2451, 
57.3%). Menorrhagia (n = 1104, 39.1%) and lower 
abdominal mass (n = 801, 28.3%) were the topmost 
symptomatic indications.

Almost all (n = 4125, 96.4%) of the fibroid 
nodules sonographically exhibited a smooth regular 
outline and were primarily heterogeneous nodules  
(n = 3282, 76.7%) [Figure 2]. In relation to the fibroid 
echopattern, most of the nodules were hypoechoic  
(n = 3358, 51.1%) [Figure 2], followed by 
hyperechoic nodules (n = 2554, 38.9%) 
[Fig ure 3]. The number of degenerative 
changes accounted for less than a third of all 
uterine fibroids nodules, with the commonest 
degenerative feature being solid nodules with rim 
of calcification and areas of calcified degeneration  

(n = 965, 94.6%) [Figure 4] and nodules with cystic 
areas being the lesser observed degenerative feature 
(n = 55, 5.4%) [Figure 5]. Detailed sonographic 
findings can be found in Table 3.

Table 2: Distribution of the clinical presentations 
of uterine fibroid patients by symptomatic and 
asymptomatic presentations.

Clinical presentations Count Percentage, %

Symptomatic* 2451 57.3
Dysmenorrhea 137 4.8
Amenorrhea 366 12.9
Menorrhagia 1104 39.1
Lower abdominal pain 419 14.8
Lower abdominal mass 801 28.3

Asymptomatic 1828 42.7
Routine checkup 1310 71.7
Pregnancy check 518 28.3

*The total percentages generated from the SPSS do not add up to 100.0% due to 
figure rounding.

UTERUS

MULTIPLE  MYOMAS

Figure 2: Transabdominal sonograms of the uterus showing a heterogeneous but predominantly hypoechoic 
fibroid nodule with a smooth regular outline at the anterior part (red arrows).
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Figure 3: Transabdominal sonograms of the uterus showing a heterogeneous but predominantly hyperechoic 
fibroid nodule at the posterior part (red arrows).

Figure 4: Transabdominal sonogram of the uterus 
showing a heterogeneous fibroid nodule with a rim 
of calcific degeneration (red arrows).

Figure 5: Transabdominal sonogram of the uterus 
showing an isoechoic fibroid nodule (orange arrows) 
with areas of cystic degeneration (red arrows).
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As shown in Figure 6, the prevalence of fibroids 
rises initially, peaks at 30–34 years, and then declines, 
with the lowest occurring in the ≥ 60 group.

Comparative analysis of the sonographic 
features and the age distribution of the patients 
revealed significant associations between fibroid 

Table 4: Relationship between the sonographic features and the age distribution of fibroid-diagnosed patients.

Sonographic features Age group,  n (%) p-value

15–29 30–44 45–59 ≥ 60 

Fibroid homogeneity/heterogeneity
Heterogeneous nodule 762 (23.2) 1580 (48.1) 748 (22.8) 192 (5.9) ≤ 0.001
Homogenous nodule 412 (41.3) 471 (47.2) 114 (11.4) 0 (0.0)

Fibroid echo pattern
Hypoechoic nodule

Yes 797 (23.7) 1601 (47.7) 768 (22.9) 192 (5.7) ≤ 0.001
No 377 (40.9) 450 (48.9) 94 (10.2) 0 (0.0)

Hyperechoic nodule
Yes 563 (22.0) 1178 (46.1) 623 (24.4) 190 (7.4) ≤ 0.001
No 611 (35.4) 873 (50.6) 239 (13.9) 2 (0.1)

Isoechoic nodule
Yes 292 (44.2) 303 (45.8) 66 (10.0) 0 (0.0) ≤ 0.001
No 882 (24.4) 1748 (48.3) 796 (22.0) 192 (5.3)

Fibroid outline
Regular smooth fibroid 
Nodule

1147 (27.8) 1955 (47.4) 831 (20.1) 192 (4.7) ≤ 0.001

Irregular fibroid nodule 27 (17.5) 96 (62.3) 31 (20.1) 0 (0.0)
Degenerative changes

Solid with rim of calcification and areas of degeneration
Yes 148 (15.3) 449 (46.5) 272 (28.2) 96 (9.9) ≤ 0.001
No 1026 (31.0) 1602 (48.3) 590 (17.8) 96 (2.9)

Solid with cystic areas
Yes 0 (0.0) 20 (36.4) 35 (63.6) 0 (0.0) ≤ 0.001
No 1174 (27.8) 2031 (48.1) 827 (19.6) 192 (4.5)
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Figure 6: Distribution of uterine fibroids in various 
age groups.

Table 3: Sonographic features of patients diagnosed 
with uterine fibroids.

Sonographic features Count Percentage

Fibroid homogeneity/heterogeneity
Heterogeneous nodule 3282 76.7
Homogenous nodule 997 23.3

Fibroid echo pattern*
Hypoechoic nodule 3358 51.1
Hyperechoic nodule 2554 38.9
Isoechoic nodule 661 10.1

Fibroid outline
Regular smooth fibroid nodule 4125 96.4
Irregular fibroid nodule 154 3.6

Degenerative changes
Solid with rim of calcification 
and areas of degeneration

965 94.6

Solid with cystic areas 55 5.4

*The total Percentages generated from the SPSS do not add up to 100.0% due to 
figure rounding.
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homogeneity/heterogeneity (p ≤ 0.001), outline 
(p ≤ 0.001) and the age groupings. This implies 
a significant number of fibroid cases under these 
themes were seen in the 30–44 years age group. A 

similar pattern was observed under the fibroid echo 
pattern (hypoechoic, hyperechoic, and isoechoic) 
where most of the cases were also significantly 
observed in the 30–44 years age group (p ≤ 0.001). 

Table 6: Comparison of the sonographic features of fibroids and amenorrhea in pregnant women versus non-
pregnant women.

Sonographic features Pregnant 
n = 810 (18.9%)

Not pregnant 
n = 3469 (81.1%)

Fibroid homogeneity/heterogeneity
Heterogeneous nodule 479 (59.1) 2803 (80.8)
Homogenous nodule 331 (40.9) 666 (19.2)

Fibroid echo pattern
Hypoechoic nodule 543 (47.0) 2815 (52.0)
Hyperechoic nodule 408 (35.3) 2146 (39.6)
Isoechoic nodule 204 (17.7) 457 (8.4)

Fibroid outline
Regular smooth fibroid nodule 781 (96.4) 3344 (96.4)
Irregular fibroid nodule 29 (3.6) 125 (3.6)

Degenerative changes
Solid with rim of calcification and areas of degeneration 192 (98.0) 773 (93.8)
Solid with cystic areas 4 (2.0) 51 (6.2)

Amenorrhea 229 (62.6) 137 (37.4)

Table 5: Distribution showing the associations between the presenting indications and the age distribution 
of fibroid-diagnosed patients.

Clinical presentations Age group, n (%) p-value

15–29 30–44 45–59 ≥ 60 

Dysmenorrhea
Yes 81 (59.1) 56 (40.9) 0 (0.0) 0 (0.0) ≤ 0.001
No 1093 (26.4) 1995 (48.2) 862 (20.8) 192 (4.6)

Amenorrhea
Yes 254 (69.4) 96 (26.2) 16 (4.4) 0 (0.0) ≤ 0.001
No 920 (23.5) 1955 (50.0) 846 (21.6) 192 (4.9)

Menorrhagia
Yes 299 (27.1) 701 (63.5) 104 (9.4) 0 (0.0) ≤ 0.001
No 875 (27.6) 1350 (42.5) 758 (23.9) 192 (6.0)

Lower abdominal pain
Yes 17 (4.1) 40 (9.5) 262 (62.5) 100 (23.9) ≤ 0.001
No 1157 (30.0) 2011 (52.1) 600 (15.5) 92 (2.4)

Lower abdominal mass
Yes 14 (1.7) 136 (17.0) 459 (57.3) 192 (24.0) ≤ 0.001
No 1160 (33.4) 1915 (55.1) 403 (11.6) 0 (0.0)

Pregnancy check
Yes 228 (44.0) 278 (53.7) 12 (2.3) 0 (0.0) ≤ 0.001
No 946 (25.2) 1773 (47.1) 850 (22.6) 192 (5.1)

Routine checkup
Yes 299 (22.8) 817 (62.4) 194 (14.8) 0 (0.0) ≤ 0.001
No 875 (29.5) 1234 (41.6) 668 (22.5) 192 (6.5)
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The degenerative changes for the fibroid nodules also 
exhibited a similar pattern of association (p ≤ 0.001). 
Detailed findings can be found in Table 4.

The younger patients in this current study 
significantly presented with dysmenorrhea, 
amenorrhea, menorrhagia, and for routine checkup 
(p ≤ 0.001) whilst lower abdominal pain and lower 
abdominal mass were significantly more common 
clinical presentations in the older age categories (p 
≤ 0.001) [Table 5].

Out of the total number of women diagnosed 
with fibroids, 810 (18.9%) were pregnant. Many 
of the sonographic features were more common 
in the non-gravid women except for homogenous 
nodule (40.9% vs. 19.2%), isoechoic nodule (17.7% 
vs. 8.4%), irregular fibroid nodule (3.6% vs. 0.7%), 
and nodules with rim of calcification and areas of 
calcified degeneration (98.0% vs. 93.8%) as shown 
in Table 6. Out of the patients who presented with 
amenorrhea, 62.6% (n = 229) were pregnant and 
37.4% (n = 137) were not.

D I S C U S S I O N
Despite literature on the high risk of developing 
fibroids in women of African descent, very few studies 
have been conducted in these settings to clearly 
illustrate the reality on the ground.25 Morbidity as a 
result of symptomatic fibroids has an accompanying 
high healthcare cost and a lower quality of life. In 
the USA, for example, there is a considerable degree 
of morbidity in premenopausal women diagnosed 
with fibroids predicted to cost approximately $5.9 
to $34.4 billion annually in societal costs.26 With 
race as a major risk factor, the financial burden of 
this neoplasm may be greater on African countries.

In this current investigation, the majority of 
the fibroid nodules were multiple (61.5%). This 
corroborates the findings of studies from the UK 
and Pakistan, which reported multiple fibroids 
occurrence of 60.7% and 63.1%, respectively.27,28 
Contrary to this, a study from Slovenia reported a 
higher number of solitary fibroid nodules (57.9%).29 
This study showed that fibroid nodules were more 
common in women of reproductive age (15–49 
years), accounting for 83.4% of all cases. This is 
consistent with what has already been described in 
the literature.25,30

The average age of women diagnosed with 
fibroids was 37.1±11.5 years. This is comparable to 

the average ages of 35.8±7.6 years and 35.7±6.1 years 
reported in Kano and Anambra States in Nigeria, 
respectively.31,32 An international internet-based 
survey of 21 746 women mostly from the USA and 
Europe found a higher mean age of 40.4±6.9 years.33 
Another study in the USA found an average age of 
46.5±6.6 years.34 This demonstrates that Africans 
as a whole may be developing fibroids at an earlier 
age than those in the western world. This could be 
attributable in part to changes in environmental 
and biological factors such as diet and skin color 
among others. Darker skin has been reported to 
hinder the formation of biologically active vitamin 
D, which has been linked to an increased risk of 
fibroid tumors.35 However, another study in Oman 
reported a comparatively lower mean age of 32.6±4.2 
years. 36 The reason for this finding was not readily 
elucidated.36 Furthermore, studies have reported that 
women of African descent diagnosed with fibroids 
experience the most severe symptoms and are thus 
more likely to be diagnosed earlier due to early 
presentations to a health facility.2,35 This is supported 
by findings in our study which demonstrates 
that the majority (57.3%) of the patients were  
experiencing symptoms.

Despite the fact that uterine fibroids can cause 
a variety of symptoms, there are a few of these 
symptoms that are particularly common. However, 
due to their variability in different patients, these 
symptoms are poor markers when trying to figure 
out a diagnosis.7,37 Nonetheless, it is vital to keep 
track of them, as this will allow for comparisons in 
different jurisdictions for better understanding. The 
leading indication in this present study for women 
with asymptomatic uterine fibroids was routine 
checkup. However, for symptomatic fibroids, we 
found menorrhagia and lower abdominal mass as 
the top two most common. This trend has been 
corroborated by a study in Nigeria.31 Another 
study from the USA also reported abnormal 
uterine bleeding, abdominal bloating, and pelvic 
discomfort due to mass effect as their most common 
symptoms.38 This depicts the diverse presentations 
in relation to uterine fibroids. We realized that some 
clinical presentations (dysmenorrhea, amenorrhea, 
menorrhagia, and routine checkup) were significantly 
more common in the younger age groups (p ≤ 
0.001), whereas lower abdominal pain and lower 
abdominal mass were more common in the older age  
groups (p ≤ 0.001).
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US provides a platform that ensures the 
distinction between possible differentials allowing 
for the clear diagnosis of uterine fibroids, thereby 
helping in the institution of the correct therapeutic 
interventions. Also, owing to its low access cost, it 
has become a modality which can clearly provide 
the actual situation in relation to uterine fibroids 
in poorly resourced settings.39 Findings from this 
study compliant with the MUSA criteria, showed 
that uterine fibroids were mostly hypoechoic 
heterogeneous nodules with a smooth regular 
outline similar to what was reported by Khan et 
al,13 who sonographically described fibroids as well-
defined, solid masses with a whorled appearance. 
They further posited that the nodules were usually 
isoechoic, but sometimes may be hypoechoic. This 
has been corroborated by Shwayder et al.40 According 
to McLucas et al,41 arterial supply to myomas is less 
than that of the normal myometrium, and a myoma 
may degenerate when it outgrows its blood supply. 
In our study, the number of degenerative changes 
accounted for less than a third of all uterine fibroid 
nodules. Almost all the sonographic features in this 
study were significantly seen in the 30–44 years 
age group (p ≤ 0.001). McLucas et al,41 reported 
further that, the end stage of fibroid degeneration 
is calcification and usually occurs after menopause. 
It can be found in up to 10% of myomas and can be 
easily identified on computed tomography or US.40,41 
We however found a higher prevalence (965/4279, 
22.6%) of calcific degeneration with a significantly 
higher occurrence in the relatively older women. 
Similar reasons as reported by McLucas et al,41 above 
can be ascribed to this assertion. Also, homogenous 
nodules, isoechoic nodules, irregular fibroid nodules, 
and nodules with the rim of calcification and areas 
of calcified degeneration were comparatively more 
common in gravid women in the current study. 
Reasons for this observation could not be elucidated 
from this study and from the reviewed literature.

Fibroids are a major complication in obstetric 
practice observed at a rate of 10–40%, but its 
prevalence in the USA is estimated between 0.1% 
and 10.7%.42 In this current study, however, we 
found a higher percentage of our patients (18.9%) to 
be pregnant. The reasons for the higher prevalence of 
uterine fibroids in our pregnant population could be 
attributed to the earlier stated reasons of differences 
in environmental and biological factors coupled with 
the higher fertility rate of > 4.01 births per woman 

in Africa as a whole, and 3.8 births per woman in 
Ghana to be specific compared to the average of < 
1.82 births per woman in the western world.35,43

Our study has some limitations. Uterine fibroid 
patients whose sonographic findings were not 
found in our system were excluded. The locations 
of uterine fibroids were not included in the study, 
which may be another limitation. Histopathology 
was not considered for the fibroid nodules as this 
study focused mainly on the sonographic features 
which is another possible limitation.

C O N C LU S I O N
Uterine fibroids were sonographically hypoechoic 
heterogeneous nodules with a smooth regular 
outline with a significant occurrence in the 30–44 
years age group. The most common symptomatic 
clinical presentations of fibroids were menorrhagia 
and lower abdominal mass. Easier diagnosis of 
uterine fibroid vis a vis its management, involves 
the recognition of the varied imaging appearances 
and clinical presentations, especially in women 
experiencing symptoms, as this will enhance the 
quality of life for such women, with enormous 
societal benefits.
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