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embolisation (UAE) and MRI-guided
high frequency focused ultrasound
(MRgFUS)
•Surgical: endometrial ablation,
myomectomy, hysterectomy

If a woman presents with heavy
menstrual bleeding only, without any
intermenstrual bleeding or pressure
symptoms, then NICE recommends
starting pharmacological management
without carrying out a physical
examination.3

Pharmacological treatment
Non-hormonal:Tranexamic acid is an
antifibrinolytic and is an evidence-based
treatment for heavy menstrual
bleeding.3 A personal history of
thromboembolic disease would be a
contraindication to tranexamic acid.
NICE recommends the use of
tranexamic acid, or NSAIDs, for women
with heavy menstrual bleeding and
fibroids < 3 cm in diameter.
Hormonal: Suitable for women who are
not actively trying to conceive and have
heavy menstrual bleeding and fibroids 
< 3 cm in diameter.3

The combined oral contraceptive pill
(COCP) and progesterone-only pill
(POP) are used in the treatment of
heavy menstrual bleeding. They may
cause endometrial atrophy and reduce
menstrual blood loss. The evidence for
their use in the management of fibroids
is inconclusive. Fibroids have oestrogen
and progesterone receptors and the
contraceptive pill can stimulate fibroid
growth. Women should be assessed on
their response to treatment after a short
trial (the authors suggest three months).

NICE recommends the levonorgestrel
intrauterine system (LNG-IUS) as the
first-line treatment for women with
fibroids < 3 cm in diameter and heavy
menstrual bleeding,3 but there is
conflicting evidence regarding change in
uterine fibroid volume and expulsion
rates. An LNG-IUS can be fitted in a
woman with fibroids, provided that
there is a way in through the cervix and
that the cavity length does not exceed 
11 cm. As a short-term option for
controlling heavy menstrual bleeding
norethisterone 5 mg three times a day
orally on days 5-26 of the cycle can be
used, or for the longer term, long-acting
reversible contraception.

Gonadotrophin-releasing hormone
(GnRH) agonists are well documented
as preoperative treatment to reduce
uterine volume and fibroid size. They
stop periods and correct preoperative
iron-deficiency anaemia.4 Reduction in
uterine volume may be sufficient to
allow a bikini line incision for surgical

prompt a vaginal examination and
inspection of the cervix. A full blood
count should be performed if periods
are excessively heavy.

Endometrial biopsy should be
undertaken if the woman is more than
45 years old with menorrhagia or
irregular bleeding. An ultrasound scan
can help to distinguish between a
uterine and an ovarian mass.

CONFIRMING DIAGNOSIS 
Fibroids are echo dense on ultrasound
and often obscure views of the
endometrium and ovaries. 

MRI can distinguish between uterine
fibroids and ovarian fibromas or
thecomas and is particularly useful for
mapping before surgical or radiological
procedures.

Indications for routine and fast track
referral are listed in table 1, below.

MANAGEMENT 
Management should focus on
symptoms and how these affect the
woman’s work and social life.
Asymptomatic women require no
treatment. The patient’s views on
management and whether she wishes
to retain her fertility are important
considerations when deciding on the
approach to treatment.

Management approaches are:
•Pharmacological: non-hormonal or
hormonal
•Radiological: uterine artery

treatments, rather than a midline incision
for very large fibroids. 

Treatment is given by injection or
nasal spray and started in the first five
days of the menstrual cycle. Side effects
of low oestrogen such as hot flushes are
common. Non-hormonal, barrier
methods of contraception should be
used throughout the entire treatment
period. Preoperative treatment is
normally for three months and is only
licensed for a total of six months
because of a small reduction in bone
density.

Ulipristal acetate is a selective
progesterone receptor modulator. 
It induces apoptosis within the fibroid
and inhibits cellular proliferation. 
A course of treatment is 12 weeks
commenced during the first week of
menstruation (5 mg orally once daily).
Treatment results in cessation of
menstruation and reduction in the size
of fibroids.

Courses may be repeated, starting no
sooner than the first week of the second
menstruation following completion of
the first course, with a maximum of four
courses. Reduction in size is cumulative
with each treatment course. 

NICE3 recommends treatment with
ulipristal acetate for women with fibroids
≥3 cm in diameter and pressure
symptoms or anaemia (Hb ≤ 102 g/l).
Non-hormonal, barrier methods of
contraception should be used for the
entire treatment period.

Radiological treatment
UAE involves cannulating the femoral
artery through the groin and injecting an
embolic agent into the uterine arteries,
reducing the blood supply to the uterus
and very vascular fibroids. Before
treatment, women are assessed by a
gynaecologist and an interventional
radiologist. Most women will require an
MRI to assess if their fibroids are suitable
for embolisation.5

Treatment takes one to two hours and
involves a hospital stay of one to two
days. Recovery time is about two weeks.
The majority of women will have
complete or significant resolution of
their symptoms for up to five years. 

Pregnancy has been reported
following UAE, but there is little data

‘Most women will
require an MRI 
to assess if their
fibroids are suitable
for embolisation’

Table 1 

Indications for routine and fast track referral

Routine referral
Asymptomatic women with:
•An enlarged fibroid uterus that is palpable abdominally 
•Fibroids distorting the uterine cavity on ultrasound scan
(submucous fibroids)
•An ultrasound scan report that measures the fibroid uterus
as larger than 12 cm in length3

Women with: 
•Fibroids associated with heavy menstrual bleeding that has
not responded to medical treatment
•Pressure symptoms from large fibroids
•Fertility or obstetric problems associated with fibroids

Fast track referral
•Women with rapid onset and progressive symptoms or
rapidly enlarging fibroids as these symptoms are suspicious
of leiomyosarcoma
•Postmenopausal women presenting with enlarging fibroids
or vaginal bleeding
•Women with fibroids with any other features of cancer 
e.g. abnormal bleeding or weight loss


