Uterine Fibroids

“Pregnacy is the wage of sins, fibroids are the rewards of virtue” Prof Prasad

Epidemiology

20% incidence found postmortem

Pathology

· Well circumscribed, whorled appearance, smooth, firm

· Pseudocapsule from compression of smooth muscle cells

Common presenting symptoms: 

· Abnormal uterine bleeding: menorrhagia

· Pelvic abdominal mass

· Asymptomatic (75%)

· Urinary retention (uterus points posteriorly, cervix points anteriorly, thus blocking urethra/ firbroid cause uterus to be retroverted thus exerting tension on urethra so that lumen collapses/ after 12 weeks' size, becomes abdominal organ so no urinary retention)
· Dysmenorrhea
· Due to uterine expulsion of a uterine polyp fibroid
· Clot colic
· Red degeneration
· Torsion in a pedunculated fibroid
· Hemorrhage and rupture
· Pressure symptoms
· Sensation of “dragginess”
· Posterior cervical polyps>retention of urine, frequency, incomplete emptying, strangury 
· Constipation
· Rare
· Compress on venous channels> stasis>DVT (Put “umbrella” before fibroid surgery)
· Compress on sacral nerves >low back pain
Other symptoms:

· Usually no pain unless red degeneration, torsion(rare)
· Weak link with infertility unless submucosal fibroid disturbs blood supply and cause recurrent miscarriage
· Infection(more common in submucosal, cervical fibroids because protrusion out of os leads to abrasion)
Meig’s Syndrome

· Right sided ovarian fibroid
· Right sided hydrothorax
· Ascites
Ovarian “fibroids”

· Fibroma of ovary
· Fibrous rather than myomatous
Predisposing factors:

Fibroids are found in association with endometriosis and endometrial carcinoma hence the postulation that the predisposing cause of fibroids is a hyperestrogenic state.

· Estrogen

· African race
· Subfertility, infertility
· Women of reproductive age
· Nulliparity
· Nulliparity may be associated with underlying disease such as anovulation and endometriosis
· Uninterrupted cyclical estrogenic stimulation 
· obesity
Sites:

· Intramural(most common)
· Submucosal
· Subserosal
· Cervical
· Parasitic fibroids
· Sessile and pedunculated fibroids (long stalk) which become stuck to omentum, ovaries,bladder and then stalk degenerate hence attach to these organs and derive its blood supply from them.
Degenerative changes:

· Red especially in pregnancy (cause pain)

· conservative management with bed rest, analgesia, reassurance

· Hyaline

· Atrophic

· Cystic

· Fatty
· Calcified (“wombstone”)
· Sarcomatous change (0.5%)
· Sudden increase in size, bleeding and pain
Menopause:

· Fibroids shrink but don't disappear
Pregnancy:

	Period
	Effects

	Pre-pregnancy
	· Subfertility

· interference with implantation

· uterus undergoes contraction to expel the fetus

· impaired tubal motility

	1st  trimester
	· Increase spontaneous miscarriages

· Implantation near site of fibroids> poor blood supply

· Red degeneration in submucosal

· Uterus >dates (hence problems of accurate dating)

· Torsion--only in pedunculated fibroids(Remove)

	2nd trimester
	· Antepartum hemorrhage

· Placenta previa and abruptio due to displacement of placenta by fibroids

· Endometrium thinner over fibroids

· Placenta increta and excreta

· Red degeneration(Conservative Mx)

	3rd trimester
	· Antepartum hemorrhage

· increase risk of operative delivery

· Malpresentations 

· distorted cavity

· unstable lie

· uterine rupture

· Obstructed labour

· Uncoordinated contractions due to presence of fibroids

· “pacemaker” of contractions is isthmus of cervix

· Change in incision site due to location of fibroid

	Puerperium
	· Torsion--increased space for pedunculated fibroids to move about after uterus becomes lax

· Postpartum hemorrhage

· interferes with uterine contraction esp. for fibroids in lower segment

· uterine bleeding stops by contraction and retraction

· Acute inversion of uterus

· Uterus more adherent to placenta in the presence of fibroids


Complications:

· Sarcomatous change is rare (mesenchymal)

P/E:

· Irregularly enlarged (6-8 week size on V/E)

(N.B regularly enlarges in adenomyosis)

Mx:
Conservative management:

· Patient preferences

· Size less than 12-14 weeks gestation

· Increase risk of sarcomatous change

· More likely to cause symptoms

· Asymptomatic

· Perimenopausal

Infertilty and Fibroids

· Always excludes pathology in the husband first

Medical:

GnRH analogues

· Only GnRH analogues proven but use only for 6 mths or else get osteoporosis

· Use GnRH analogues to shrink for vaginal/laparoscopic hysterectomy

· Less delineation of tumor hence more difficult myomectomy

· ADRs: menopausal symptoms

· NSAIDS--Rx for menorrhagia (antiprostaglandin)

· Norethisterone

Danazol

· For symptomatic relief only

Surgery:
· Myomectomy-- If wish to maintain menses or childbearing but more bleeding, adhesions. More difficult for re-operation.Multiple fibroids is not a contraindication for myomectomy.

· Hysterectomy(TAH, THBSO--postmenopausal/>45yrs/ovarian ca is a silent killer/patient may default f/u, TVH<12-14 wks size, Laparoscopic<12-14 wks size)
· Hysteroscopic resection--for single submucosal/ pedunculated fibroids

N.B. If >40yrs, if IMB, must do D&C to exclude malignancy

        If >40yrs, if menorrhagia, may or may not do D&C(because probably due to   

        fibroids):

1. If going to preserve ovaries, must do D&C because endometrial ca mets 

       to ovary commonly)

2. If do THBSO, no need to do D&C because removing it anyway

3. If ca, may want pelvic lymphadenectomy/staging, but not proven

N.B. Do not try to remove fibroids in pregnancy unless pedunculated type because myometrium very vascular, thus heavy bleeding and may lead to hysterectomy. Tackle it 6 weeks later. However polypectomy for pedunculated types can be done.

N.B. Prophylactic myomectomy before pregnancy if

1. Fibroids known to cause subfertility i.e. blocking fallopian tubes, distortion of uterine cavity

2. Submucosal location

Others:

· Uterine artery embolization (6% mortality rate)

· Shrink fibroids

· may die because degeneration can lead to infection & septicemia esp subserosal types/ bad for childbearing because affect blood supply

· radiological procedure

N.B. Ovarian fibroma(a/w Meigs syndrome) is NOT fibroid

N.B. Rx red degeneration with painkillers and it will resolve

Informing women about types of treatment

· Medical treatment can shrink fibroids but will not make it disappear.

· Fibroids will cease to grow bigger or shrink when menopause comes but we can only estimate and not predict when menopause will occur

· Hysterectomy is easier to do, myomectomy sometimes lead to hysterectomy hence patient need to sign a KIV TH consent.

· We might miss small fibroids in myomectomy

· 5 years recurrence rate in myomectomy is about 30%

