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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




