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• family history 
• obesity 

There appears to be a decreased
risk in smokers.

Fibroids, also referred to as uterine
myomas, fibromyomas or leiomyomas,
are benign tumours and can vary in
size from that of a pea to larger than a
melon. In two-thirds of cases there are
no symptoms. If the tumours are small
and not causing any symptoms, they
do not require treatment. However, if
they enlarge, they can cause abnormal
bleeding, pressure on the bladder
and/or bowel and the patient may
have difficulty getting pregnant.

How are fibroids
diagnosed?

How can
symptomsbe
alleviated?
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Management of fibroids should
be tailored to the patient 

Whatare the
treatment options?

PRESENTATION 
Fibroids may present in a number of
ways, see table 1, p21. They are
commonly discovered as an incidental
finding on ultrasound. They may be
linked with abnormal uterine bleeding
and menorrhagia. A flow chart for the
management of women presenting
with abnormal uterine bleeding is
shown in figure 2 on p20. 

Significant submucous fibroids (see
figure 1 above) are also thought to
interfere with fertility and implantation.
Large fibroids cause pressure symptoms
with increasing girth, urinary frequency,
constipation and rarely urinary

AT LEAST ONE IN FOUR
WOMEN WILL DEVELOP
ONE OR MORE FIBROIDS
DURING THEIR LIFETIME. 

They are most common in women
aged 30-50 years and can run in
families. Patients often have multiple
fibroids, although some women have
just one. Fibroids are three times more
common in women of Afro-Caribbean
descent than Caucasian women.1

Risk factors for the development of
fibroids are:
• age 
• nulliparity
• race

»

FIGURE 1
Endometrial
submucousfibroid.
Significant
submucous fibroids
are thought to
interfere with fertility
and implantation
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Figure 2
Flow chart for the management of abnormal uterine bleeding

No structural or histological
abnormality suspected

Start pharmacological
treatment

No abnormality/fibroids 
<3 cm diameter

Exclude Chlamydia
Check cervical cytology 
up to date 
Consider endometrial
biopsy for persistent
bleeding and in women >45
treatment failure or
ineffective treatment

Structural or histological
abnormality possible

Consider ultrasound imaging

Severe impact on quality of life
Fibroids >3cm diameter

Myomectomy
Uterine artery embolisation

Other treatments have failed, are
contraindicated or declined
Desire for amenorrhoea
Fully informed woman requests it
No desire to retain uterus or fertility

Hysterectomy

Severe impact on quality of life
and normal size uterus

Endometrial ablation

Consider second pharmacological
treatment if first fails

Physical examination

Uterus is palpable
abdominally or pelvic mass

Physical examination

Woman presenting with heavy menstrual bleeding
Full history 
Take full blood count

Adapted from NICE clinical guideline 44. Heavy menstrual bleeding. NICE. London. 2007
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retention. A pedunculated fibroid can
occasionally present with torsion. 

During pregnancy, fibroids enlarge
and may undergo red degeneration
causing pain. Large fibroids can cause
malpresentation and should be
remembered as a rare cause of the
unengaged head at term. Because
fibroids can interfere with contraction
of the uterine muscle, they are associated
with postpartum haemorrhage.

Fibroids can occur anywhere in the
uterus and are classified according to
location:
• Submucous - either partly or wholly
within the endometrial cavity 
• Intramural - in the muscle within 
the myometrium 
• Subserous - partly within the
myometrium and projecting into 
the pelvis
• Pedunculated - attached to the
uterus by a narrow stalk 

The exact cause of fibroids is not
known. They enlarge when oestrogen
levels are high, for example during
pregnancy, and shrink when
oestrogen levels are low, for example
after the menopause. Hormone
replacement therapy may cause
fibroids to persist after the menopause.

DIAGNOSIS
Fibroids may be found during a
routine examination or by chance
during a scan for some other reason.
On bimanual examination the uterus
appears irregular in outline. An
ultrasound scan can confirm the
diagnosis. If the uterus is >12 weeks in
size and/or palpable abdominally, an
abdominal scan should be requested.
Uterine length in centimetres is
equivalent to weeks in size i.e. a 12 cm
uterus is equivalent to a 12-week
uterus. Women with menorrhagia and
fibroids >12 cm and/or a palpable

uterus should be referred to a
specialist for further opinion.

SYMPTOMATIC TREATMENT
If periods are heavy, it may be possible
just to manage symptoms until the
menopause when fibroids shrink and
symptoms improve. There is currently
no proven medical treatment to cure
fibroids. Medication can only be used
to improve symptoms and/or shrink
the fibroids prior to surgery.2

The symptomatic treatments listed
in table 2, p22, are used to treat heavy
periods whatever the cause.

Ulipristal acetate has shown promise
in primary research trials.4 Currently
used as an emergency contraceptive,
it is a progesterone receptor modulator.
A randomised double blind placebo
controlled trial has concluded that it is
effective in shrinking fibroids with few
side effects. Further larger clinical
trials are needed to establish whether
this is a good treatment option. 

SURGERY
Myomectomy
Women with fibroids >3 cm in diameter
causing significant symptoms, pain or
pressure and wishing to retain their
uterus may consider myomectomy.
Abdominal myomectomy is a longer
operation than abdominal hysterectomy,
but associated with less blood loss
and slightly shorter hospital stay 
(3.96 ± 2.1 versus 4.42 ± 2.4 days).4

Myomectomy leaves a scar on the
uterus similar to a midline caesarean
section scar which can weaken and/or
rupture during pregnancy or
childbirth. If the fibroid traverses the
hemi-myometrium, and the uterine
cavity is entered, caesarean section
may be advised as a safer option. 

Myomectomy can result in
adhesions which may lead to pain
and/or impaired fertility. Around one in
four women need further surgery,
either because more fibroids grow, or
because their symptoms have not
significantly improved. 

Hysterectomy
Hysterectomy is the standard
treatment for women with
symptomatic fibroids who have not
improved with medical treatment. If
the woman’s family is complete and
the fibroids are multiple, hysterectomy
provides a permanent cure. Compared
with myomectomy, hysterectomy has
more blood loss, but the number of
women requiring a transfusion is
similar. It is normal to conserve healthy
ovaries and women also have the

option to keep their cervix. 
Hysterectomy route is dictated by:

• uterine size
• presence and size of uterine fibroids
• mobility and descent of the uterus
• size and shape of the vagina 
• history of previous surgery 

Hysteroscopic myomectomy
Fertility is potentially retained with this
procedure. If the fibroid is very large or
only partially within the endometrial
cavity, then it may require more than
one operation to resect it. Uncommon
side effects are adhesions, which may
lead to pain and/or impaired fertility,
the need for further surgery,
perforation, recurrence or infection.
Rarely haemorrhage may occur during
surgery and can usually be controlled
by insertion of a balloon catheter
which is inflated inside the uterine
cavity. The catheter can generally be
removed a few hours later. 

Uterine artery embolisation 
This offers a less invasive alternative to
hysterectomy or myomectomy and
was first introduced in 1991.6 Since
then 100,000 procedures have been
performed although there are no 
long-term data available. 

The treatment is only recommended
if surgery was planned for symptomatic
fibroids and if the fibroids are <20 weeks
in size.7 Uterine artery embolisation is
unsuitable for women with pelvic
infection, or if the patient would not
consent to a hysterectomy under any
circumstances. 

Treatment is successful in up to nine
out of ten women and results in lighter
periods, less pain and fewer pressure
symptoms. Up to one in ten women
undergo a hysterectomy, either
because treatment fails or as a result
of infection. Death as a result of
infection has been reported,
particularly in those women with a
uterus >20 weeks in size.

The total procedure takes 30 to 90
minutes and is carried out under local
anaesthetic given into the skin of the
groin. A needle is inserted into the
femoral artery and a plastic catheter
threaded through the artery to reach
the uterine arteries. Small
embolisation particles are injected
which cause thrombosis and
consequent fibroid infarction.

Admission for 24 hours after the
procedure is normal because pain can
be significant. Other common post-
treatment effects are nausea, fever
and flu-like symptoms with raised
inflammatory markers and white cell

Table 1
Presentation of uterine fibroids
• Incidental finding
• Abnormal uterine bleeding and
menorrhagia
• Infertility
• Pelvic mass
• Increasing girth
• Pressure symptoms (urinary
frequency and/or constipation)
• Urinary retention
• Acute pelvic pain due to torsion 
of a pedunculated fibroid

In pregnancy
• Pain due to red degeneration
• Postpartum haemorrhage
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is currently only one centre in the UK
that undertakes it. As such, the
evidence is limited. 

REFERRAL
Referral is recommended in the
following cases:
• submucous fibroid and abnormal
bleeding
• fibroids >3 cm in diameter 
• uterus palpable abdominally or 
>12 cm in size on scan 
• persistent intermenstrual bleeding 

Table 2
Treatments to improve symptoms and/or shrink fibroids before surgery
Non-contraceptive treatments

Contraceptive treatments 
Not suitable for those women with
fibroids wishing to conceive unless 
they are used in preparation 
for surgical treatment

Gonadotrophin releasing 
hormone (GnRH) analogues

*When checking indications and contraindications, the following website3 is useful www.who.int/reproductivehealth/publications/en/

centre of the targeted fibroid.8 Laser
fibres are inserted down the centre of
each of the needles and laser energy is
then used to destroy the fibroid. The
area of heating is monitored with the
MR scanner. Following treatment, the
damaged area forms scar tissue, which
contracts causing the fibroid to shrink.
Over a year, the average fibroid shrinks
by up to 40% with relief of symptoms,
especially heavy periods and pressure
on the bladder and bowel. This is a
very specialised procedure and there

count. These effects are usually 
self-limiting and are managed by
analgesics and anti-inflammatory
medications. Readmission may be
required in 3-5% of cases for parenteral
analgesics and fluid balance control.

MRI guided percutaneous 
laser ablation 
This procedure is carried out under
sedation. A local anaesthetic is given
into the skin and, under MR image
guidance, needles are inserted into the

Tranexamic acid (anti-fibrinolytic)
• 1 g orally up to four times a day
• Taken during a period to reduce the heaviness
• Common and dose-dependent side effects are indigestion, diarrhoea and headache 
• A history of deep vein thrombosis or pulmonary embolus is a contraindication

Tranexamic acid can be combined with the NSAID mefenamic acid, which reduces the production
of prostaglandin
• Relieves pain and also helps to reduce the heaviness of the flow
• Common side effects are indigestion and diarrhoea. Rarely, worsening of asthma in sensitive
individuals, peptic ulcer with possible bleeding and peritonitis may occur
• Both drugs can be used during a period for reduction of bleeding for women wishing to conceive
Levonorgestrel intrauterine system (LNG-IUS)
• Slowly releases progestogen and prevents proliferation of the endometrium 
• Common side effects are irregular bleeding that may last for >6 months; hormone-related
problems such as breast tenderness, acne or headaches are generally minor and transient
• Fibroids are not a contraindication provided it is possible to gain access through the cervix.
However, a submucous fibroid will prevent the device from sitting comfortably and may lead to
expulsion 

The combined oral contraceptive pill*
• Prevents proliferation of the endometrium
• Common side effects are mood change, headache, nausea, fluid retention and breast tenderness.
Very rarely, deep vein thrombosis, stroke or heart attack may occur  

Oral progestogen (norethisterone)
• Prevents proliferation of the endometrium  
• Common side effects are weight gain, bloating, breast tenderness, headaches and acne. However,
they are usually minor and transient. Rarely treatment can precipitate depression

Injected progestogens
• Given IM, prevent proliferation of the endometrium 
• Common side effects are weight gain, irregular bleeding, amenorrhoea, premenstrual-like
symptoms (including bloating, fluid retention, breast tenderness). Bone density loss is less common 

All these therapies can be used as long-acting reversible treatment for symptomatic women. 
The combined oral contraceptive pill can be continued until the menopause in non-smoking
women who do not have any risk factors for heart attack or stroke
Gonadotrophin releasing hormone (GnRH) analogues
• Monthly injection that stops production of oestrogen and progesterone 
• Common side effects are those of the menopause, e.g. hot flushes, increased sweating 
and vaginal dryness. Less common is osteoporosis, particularly trabecular bone loss 
with >6 months’ use
• Treatment with GnRH analogues is usually a short-term option for 3-4 months before surgery
such as myomectomy or hysteroscopic resection of fibroids 
• A low dose of HRT reduces the incidence of menopausal side effects and minimises bone loss
without affecting the benefits of treatment
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• age >45 where treatment has failed
or been ineffective
• rapidly enlarging fibroids warrant
urgent referral 

FOLLOW-UP 
Clinical follow-up is sufficient for most
women with fibroids. 

Patients who have satisfactory
symptom control and are happy with
their current treatment can be
followed up in primary care. However,
patients should be advised to report
any new symptoms that develop,
particularly enlargement of the
fibroids, abnormal bleeding and/or
discharge, in which case, urgent
referral is required. Sarcomatous
change within fibroids is rare, but is
normally associated with rapid growth
and these women should be referred
urgently. 

In those patients with large fibroids
palpable abdominally, a follow-up in
three to six months and then annually
to check on the size of the fibroids
would be advisable.

Women should be referred where
periods are becoming more of a
problem and/or are associated with
iron deficiency anaemia or they are
having to take time off work because
of the heaviness of the flow.
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At least one in four women will develop one or more  
fibroids during their lifetime. They occur most commonly
in women aged 30-50 years and can run in families. They
are three times more common in women of Afro-Caribbean
descent than in Caucasian women. Risk factors for fibroids
include: age, nulliparity, race, family history and obesity.
There appears to be a decreased risk in smokers.

Fibroids, also referred to as uterine myomas, fibromyomas
or leiomyomas, are benign tumours and can vary in size
from that of a pea to larger than a melon. In two-thirds of
cases there are no symptoms. If the tumours are small and
not causing symptoms, they do not require treatment.
However, if they enlarge, they can cause abnormal
bleeding, pressure on the bladder and/or bowel and the
patient may have difficulty getting pregnant. The exact
cause of fibroids is not known. They enlarge when
oestrogen levels are high, for example during pregnancy,
and shrink when oestrogen levels are low, for example
after the menopause.

Fibroids are commonly discovered as an incidental
finding on ultrasound but may also present in the
following ways: abnormal uterine bleeding and
menorrhagia; infertility; pelvic mass; increasing girth;
pressure symptoms (urinary frequency and/or
constipation); urinary retention; acute pelvic pain due to
torsion of a pedunculated fibroid. During pregnancy,
fibroids enlarge and may undergo red degeneration
causing pain. Significant submucous fibroids are also
thought to interfere with fertility and implantation.

Fibroids can occur anywhere in the uterus and are 
classified according to their location: submucous - either
partly or wholly within the endometrial cavity; intramural
- in the muscle within the myometrium; subserous - partly
within the myometrium and projecting into the pelvis; and
pedunculated - attached to the uterus by a narrow stalk.

There is currently no proven medical treatment to cure 
fibroids. Medication can only be used to improve
symptoms and/or shrink the fibroids prior to surgery.
Women with fibroids >3 cm in diameter causing
significant symptoms, pain or pressure and wishing to
retain their uterus may consider myomectomy.
Hysterectomy is the standard treatment for women with
symptomatic fibroids who have not improved with
medical treatment. If the woman’s family is complete and
the fibroids are multiple, hysterectomy provides a
permanent cure. Uterine artery embolisation is only
recommended if surgery was planned for symptomatic
fibroids and if the fibroids are <20 weeks in size.

Referral is recommended in the following cases: 
submucous fibroid and abnormal bleeding; fibroids >3 cm
in diameter; uterus palpable abdominally or >12 cm in size
on scan; persistent intermenstrual bleeding; age >45
where treatment has failed or been ineffective. Sarcomatous
change within fibroids is rare and is normally associated
with rapid growth. Such cases should be referred urgently.

Useful information 

Patient information for women with
fibroids has been developed by the
Royal Free Hospital, London and can
be found at
www.fibroids.uk.net


