
prescriber.co.uk

■  REVIEW

28  ❚  Prescriber June 2016

Leiomyoma, or uterine fibroids, are a 
common benign gynaecological con-

dition of unknown aetiology. Fibroids are 
smooth muscle tumours whose growth 
is hormone-dependent, affected by both 
oestrogen and progesterone. These 
tumours may grow rapidly during preg-
nancy due to elevated hormone levels.
 Fibroids can be single or multiple 
and their size varies (see Figure 1) from 
under a centimetre (a seedling) to the 
size of a melon or even larger. There is 
a higher incidence in African-Caribbean 
women. They can run in families.
 Approximately 20–40 per cent of 
women of reproductive age are affected.1 
Fibroids are more common with increasing 

age, but shrink after the menopause; they 
occur in 30 per cent of women in their 30s 
and 50 per cent of women in their 40s. 
 However, not all women are sympto-
matic, hence the true figure is unknown. 
Fibroids may be a coincidental finding on 
ultrasound scan, eg during fertility inves-
tigations.
 Symptoms vary, and include: 
• heavy menstrual bleeding causing 
anaemia
• pain (lower backache or dyspareunia)
• abdominal distension
• infertility (due to occlusion of the ostia)
• pressure symptoms (bladder – 
increased frequency of micturition, incon-
tinence; partial obstruction of the ureters 
– hydronephrosis; bowels – constipation).

Assessment
Assessment is by history, clinical exam-
ination and transabdominal and trans-
vaginal ultrasound scan (USS) depending 
on uterine size and patient acceptability. 
Further assessment may be by magnetic 
resonance imaging (MRI), which provides 
further information and is a prerequisite 
before consideration of uterine artery 
embolisation (UAE).
 Le iomyosarcomas (mal ignant 
tumours) are rare (annual incidence 
0.64/100,000 women) and are indistin-
guishable from fibroids on USS. The can-
cer is unlikely in women younger than 40 
years old. No growth of fibroids over three 
months in the absence of any hormonal 
treatments or a pregnancy is reassuring.
 Any rapid growth in the size of fibroids 
needs urgent investigation to exclude 
sarcomatous change. A solitary fibroid 
larger than 8cm, highly vascularised, 
with necrosis/degenerative changes 
and raised tumour markers (total lac-
tate dehydrogenase (LDH)/LDH type 3/
CA125) is highly suspicious. Abnormal 
uterine bleeding, ie intermenstrual, 
heavy, postcoital or postmenopausal 
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Figure 1. Enlarged fibroid uterus (multiple fibroids)
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bleeding, necessitates further investiga-
tion to exclude pathology.
 Treatment options depend on the 
woman’s:
• symptoms
• fertility wishes

• age
• fibroid characteristics – the size, site 
and number present.

A woman may be reassured by the 
results of her investigations and opt for 

conservative measures, ie neither med-
ication nor surgery. The main treatment 
options are: 
• medication
• UAE
• surgery.

Treatment Indication Route Dosage Notes

First-line

Mefenamic acid Pain and heavy 
menstrual bleeding

Oral 250–500mg three 
times daily/as needed

Nonhormonal (NSAID)
Does not affect fertility
Upper GI side-effects
Avoid other NSAIDs

Tranexamic acid Heavy menstrual 
bleeding

Oral 1g three times daily, 
from day 1 of bleed 
until cessation of period

Nonhormonal (antifibrinolytic)
Does not affect fertility
Well-tolerated
May be taken simultaneously with simple 
analgesics, eg NSAIDs

Combined oral 
contraceptive

Heavy menstrual 
bleeding

Oral One tablet daily taken 
for 21 days in a 28-day 
cycle

Contains oestrogen and a progestogen
Familiar preparation
Well-tolerated
Contraceptive benefits
Contraindications include migraine with aura, 
history of thromboembolism (refer to BNF) 

Second-line

Intrauterine 
system (IUS)

Heavy menstrual 
bleeding

Intrauterine Inserted after a period
May be difficult to site 
if submucosal fibroids 
present (distort the 
intrauterine cavity)

Contains levonorgestrel (a progestogen)
Not contraindicated in nulliparous women
Also a reversible contraceptive
Irregular bleeding for up to six months 
37 per cent are amenorrhoeic after one year

Ulipristal acetate Heavy menstrual 
bleeding
Reduction of 
fibroid size with 
preservation of 
fertility

Oral 5mg daily
Commenced day 1 of 
period; taken for three 
months
Withdrawal bleed after

Selective progesterone-receptor modulator 
Advise use of nonhormonal contraception
Well-tolerated
Prescribed following assessment by 
gynaecologist to shrink fibroids and/or 
preoperatively
May repeat courses four times4

Fibroid size reduction maintained

Gonadotrophin-
releasing hormone 
analogues 
(GnRHa), eg 
goserelin acetate,  
leuprorelin acetate

Heavy menstrual 
bleeding
Reduction of 
fibroid size with 
preservation of 
fertility

Subcutaneous Single sc depot 
injection every 28 days

Hormonal
Advise use of nonhormonal contraception
Prescribed following assessment by 
gynaecologist as preoperative preparation, 
commonly for three courses
May require repeat courses usually limited to six 
months due to risk of osteoporosis
Prescribe add-back therapy with HRT for 
menopausal symptoms5

Fibroids regrow once treatment stopped

Table 1. Medical treatment options for fibroids 
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Medical management
In a 2013 survey by Borah et al, 79 
per cent of all respondents said they 
would like a treatment for fibroids that 
does not involve invasive surgery.2 

Approximately 20–30 per cent of women 
experiencing heavy menstrual periods 
have fibroids. Medical therapy is aimed 
at fertility preservation with symptom 
relief and, with some pharmacological 
agents, fibroid volume reduction.3 The 
medical treatment options are summa-
rised in Table 1. 
 Cochrane reviews have concluded 
that there is a lack of evidence support-
ing alternative remedies, eg herbal rem-
edies and acupuncture. Current NICE 
guidance advises first-line management 
with UAE or myomectomy for sympto-
matic fibroids of 3cm or more.6

Uterine artery embolisation 
Interventional radiologists perform 
UAE under sedation and local anaes-
thetic. Microembolic par ticles are 
injected via a catheter, which is 
inserted via the femoral artery into the 
uterine artery. The resulting ischaemia 
is not permanent. 
 Up to 90 per cent of women report 
symptomatic relief. Fibroids shrink by 
an average of 40 per cent; however, the 
re-intervention rate at two years is 14 
per cent, compared with 3 per cent after 
a myomectomy (the surgical removal of 
fibroids).7 Neither ovarian reserve nor 
function are affected in women younger 
than 45 years.
 Of note is the fact that UAE is 
unaffected by previous abdominal sur-
gery, namely Caesarean section, and 

as a result is not associated with an 
increase in complications. UAE is asso-
ciated with a 3 per cent rate of major 
complications versus 8 per cent for 
myomectomy.
 According to the 2013 Royal College 
of Radiologists (RCR)/Royal College of 
Obstetricians and Gynaecologists (RCOG) 
recommendations: “Women who desire 
pregnancy but experience subfertility or 
recurrent miscarriage due to fibroids can 
be offered UAE.”8

Surgery
Surgery is indicated if medical therapies 
are unsuitable or have failed. The aims 
of surgery are symptom relief and/or 
removal of fibroids. Previous abdominal 
surgery increases the risk of potential 
complications, eg damage to internal 
organs. 
 The type of surgery depends on 
the site and size of the fibroid(s). 
The classification system used for 
causes of abnormal uterine bleeding 
is PALM COEIN (Polyps, Adenomyosis, 
Leiomyoma, Malignancy and hyperpla-
sia – Coagulopathy, Ovulatory disor-
ders, Endometrial causes, Iatrogenic, 
Not classified).9 Table 2 shows the 
classification of fibroids according to 
location.

Endometrial ablation
Endometrial ablation – the destruction 
of the endometrial lining – is undertaken 
under light sedation or anaesthetic for 
the relief of heavy menstrual bleeding, 
in the absence of structural/histologi-
cal abnormalities. Fibroids with a diam-
eter <3cm are not a contraindication. 
A hysteroscopic myomectomy may be 
undertaken simultaneously. Ninety per 
cent of patients report a good response 
following treatment at one year. Up to 
30 per cent need further treatment at 
two years.10

Myomectomy
Myomectomy (see Figure 3) may be hys-
teroscopic, laparoscopic or open surgery 
(laparotomy). Myomectomy significantly 
reduces the need for further treatment 
compared with UAE (odds ratio 8.97).7

 Preoperative gonadotrophin-releas-
ing hormone analogues (GnRHa) are not 

Submucosal Type 0 – pedunculated, in the uterine cavity 
Type 1 – protruding into the uterine cavity, <50 per cent intramural
Type 2 – protruding into the uterine cavity, ≥50 per cent intramural

Intramural Type 3 – 100 per cent intramural but in contact with the 
endometrium
Type 4 – intramural (see Figure 2)

Subserosal Type 5 – subserosal plus ≥50 per cent intramural
Type 6 – subserosal <50 per cent intramural (see Figure 2)

Other sites Type 7 – pedunculated subserosal (see Figure 2)/broad ligament/
cervical/parasitic

Table 2. Classification of fibroids according to location

Figure 2. Uterus distorted by multiple fibroids, illustrating three types: subserosal, intramural 
and pedunculated subserosal fibroids

Type 6 – subserosal fibroid

Type 7 – pedunculated subserosal fibroid

Type 4 – intramural fibroid
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recommended. This is because there is 
evidence of less blood loss intraopera-
tively but higher operating times as the 
surgical plane is less well-demarcated as 
a result of the medication.
 Women undergoing surgery need to 
sign consent acknowledging potential 
complications including: 
• haemorrhage, which can lead to hyster-
ectomy, although this is rare
• dissemination of cancer if fibroids have 
undergone sarcomatous change.

Hysterectomy
A hysterectomy (see Figure 4) is defin-
itive treatment in a woman who has 
completed her family and in whom other 
therapeutic modalities have failed. The 
surgery may be via the laparoscopic, 
abdominal or vaginal route. Subtotal 
hysterectomy, leaving the cervical stump, 
confers no proven benefit. Psychosexual 
advantages are a matter of patient 
choice, but women should be made 
aware of the continued need for cervical 
screening and that discharge/bleeding 
from the cervix may occur.
 Ovarian conservation avoids the 
advent of early menopause and hence the 
need for hormone replacement therapy.

Impact on pregnancy
Fibroids may impact on a pregnancy 
either minimally or in the following ways. 
Reassurance and monitoring is key. 
Fibroids are associated with: 

• miscarriages, implantation failure over 
submucous fibroids
• red degeneration – causes pain that 
may warrant admission for opiate anal-
gesia, eg pethidine 
• preterm labour
• unstable lie/fetal malposition 
• poor progress in labour due to inco- 
ordinate uter ine contract ions or 
obstruction (because of fibroid size and 
position)
• higher Caesarean section delivery 
rates (including elective Caesarean sec-
tion as there is limited evidence on scar 
rupture after a myomectomy)
• increased risk of postpartum haem-
orrhage.

Conclusion
There are many variables in the avail-
able treatment algorithms; however, 
currently, there are no ideal thera-
peutic options in the management 
of fibroids. Fibroids are commoner 
and more likely to give rise to symp-
toms with advancing age, which is of 
increasing relevance, as more women 
delay having children. Hence fertility- 
preserving medications should be con-
sidered first-line as opposed to more 
definitive treatments.

Sources of further support 
Royal College of Obstetricians and 
Gynaecologists patient information leaf-
lets on endometrial ablation, abdominal 
hysterectomy, laparoscopic hysterectomy, 
vaginal hysterectomy. https://www.rcog.
org.uk/en/patients/patient-leaflets/
Patient.info. Fibroids. http://patient.
info/health/fibroids-leaflet
NHS Choices. Fibroids. www.nhs.uk/ 
conditions/Fibroids
British Fibroid Trust. www.britishfibroidtrust. 
org.uk
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Figure 3. Fibroids removed at myomectomy, 
illustrating that fibroids can be multiple and 
vary in size

Figure 4. Enlarged fibroid uterus (containing a single 
large fibroid)


