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Menorrhagia
[Heavy Menstrual Bleeding: HMB]

Menorrhagia or heavy menstrual bleeding is responsible for 5% of general practice
consultations in the UK. It is the main presenting complaint in women referred to
gynaecologists and accounts for titards of all hysterectomies and nearly all eswlipic
endometrial destructive surgery.

Definition

For clinical purposes, heavy menstrual bleeding (HMB) should be defined as excessive
menstrual Dblood |l oss, which interferes with
material quality of life, and wibh can occur alone or in combination with other symptoms.

Any interventions should aim to improve quality of life measures. HMB is objectively

defined as loss of more than 80 ml for purpose of research

Incidence

About 1530% of women have heavy menstrbldod loss. There's no objective evidence
that women's periods get heavier as they get older. Menorrhagia is more common in
women with fibroids. Twethirds of women with proven menorrhagia have iron deficient
anaemia. If a woman aged 15 to 50 presentsavitemia, think of menorrhagia.
Menorrhagia is the commonest cause of anaemia in menstruating women

Diagnosis(Figure 1)

History

You should take a detailed menstrual history focusing on length and subjective assessment
of blood flow, intermenstrual interlsg and changes from previous bleeding patterns. You
should ask about associated symptoms e.g-quitstl bleeding, pain (e.g. related to
menstruation, dyspareunia, etc.) and urinary or bowel symptoms

Symptoms

Women often complain about the passageatscind flooding. Some women are

completely asymptomatic and are picked up by routine screening (for example, they are
rejected from donating blood because of anaemia). Other women present with tiredness or
dizziness because of iron deficient anaemia.



Examination

Abdominal, bimanual and speculum examination to look for polyps, fibroids, and other
gynaecological tumours. Do a smear at the same time if the patient needs one, and check
her intrauterine contraceptive device if appropriate.

Investigation

A haemalobin measurement is mandatofgsting for coagulation disorders (for example,
von Willebrand disease) should be considered in women who have had HMB since
menarche and have personal or family history suggesting a coagulation disorder.

Ultrasound is thdirst-line diagnostic tooif the history or bimanual examination indicate
or identify structural abnormalities

The following investigations arenot recommendedroutinely :

Direct or indirect menstrual blood loss measurements
Serum ferritin test
Female hamone testing

1
1
1
1  Thyroid testing

Referral to Gynaecologist

The Royal College of Obstetricians and Gynaecologists recommends considering referral
for patients if there are:

Symptoms suggesting conditions other than menorrhagia are:

Irregular bleeding

A sudden change in blood loss
Intermenstrual bleeding
Postcoital bleeding
Dyspareunia

Pelvic pain

Premenstrual pain.
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Special risk factors that might suggest endometrial cancer are:

Polycystic ovary syndrome

Gross obesity

Older nulliparous women

Use oftamoxifen or unopposed oestrogen.

= =4 4 =2



Other indications for referral:

. There is a pelvic mass on clinical examination or a fibroid uterus > 10 weeks size
1 Three months of medical treatment hasn't improved her symptoms

1 There is unresolved anaemia

1 The patient booses to be referred (based on good evidence).

A woman with HMB referred to specialist care should be given information before her
out patient appointment. The Instituteds inf
gui danced) iwww.aice.arg.uki£BGd44publicinfo m

Hospital Investigations

If appropriate, a biopsy should be taken to exclude endometrial cancer or atypical
hyperplasia. Indications for a biopsy include, for example, pergigttermenstrual
bleeding, and in women aged 45 and over treatment failure or ineffective treatment.

Imaging should be undertaken in the following circumstances:

A The uterus is palpable abdominally
A Vaginal examinationtanengeal s a pelvic m
A Phar maceutical treatment fails.

Ultrasound is the firstine diagnostic tool for identifying structural abnormalities.

Hysteroscopy should be used as a diagnostic tool only when ultrasound results are
inconclusive, for example, to deterraithe exact location of a fibroid or the exact
nature of the abnormality. Where dilatation is required formgsteroscopic

ablative procedures, hysteroscopy should be used immediately prior to the
procedure to ensure correct placement of the device

The following investigations should not be used as a firdine diagnostic tool:

1 Saline infusion sonography
1 Magnetic resonance imaging (MRI)
9 Dilatation and curettage alone


http://www.nice.org.uk/CG044publicinfo

Treatment

A woman with HMB should be given the opportunity to esviand agree any treatment
decision. She should have adequate time and support from healthcare professionals in the
decisionmaking process. A woman with HMB and/or her doctor should have the option of
gaining a second medical opinion where agreementeatnient options for HMB is not
reached.

Pharmaceutical treatment(Figure 1) & (Table 1)

NICE recommends that if history and investigations indicate that pharmaceutical treatment
is appropriate and either hormonal or #wrmonal treatments are acceptakieatments
should be considered the following order

1. Levonorgestrefteleasing intrauterine systetdNG-IUS) provided longterm (at
least 12months) use is anticipated

2. Tranexamic acid or nesteroidal antinflammatory drugs (NSAIDs) or combined
oral contraceptives

3. Norethisterone (15 mg) daily from days 5 to 26 of the menstrual cycle, or injected
long-acting progestogens.

If hormonal treatments are not acceptable to the woman, then either tranexamic acid or
NSAIDs can be used.

Women offered an LNGUS should be advised of anticipated changes in the bleeding
pattern, particularly in the first few cycles and maybe lasting longer than 6 months. They
should therefore be advised to persevere for at least 6 cycles to see the benefits of the
treatment.

If pharmaceutical treatment is required while investigations and definitive treatment are
being organised, either tranexamic acid or NSAIDs should be used.

When HMB coexists with dysmenorrhoea, NSAIDs should be preferred to tranexamic acid.

Ongoing use bNSAIDs and/or tranexamic acid is recommended for as long as they are
found to be beneficial by the woman.

Use of NSAIDs and/or tranexamic acid should be stopped if it does not improve symptoms
within three menstrual cycles.

When a first pharmaceuticakatment has proved ineffective, a second pharmaceutical
treatment can be considered rather than immediate referral to surgery.

The following treatments are not recommended:
1  Oral progestogens in the luteal phase only
1 Danazol
1 Dicynene (Etamsylatgreviously spelt ethamsylate in the UK)



Surgical Treatment (Figure 1) &(Table 2)

Endometrial ablation should be considered where bleeding is having a severe impact on a
womanos quality of I|ife, and she does not
advised to avoid subsequent pregnancy and on the need to use effective contraception, if
required, after endometrial ablation.

Endometrial ablation may be offered asi@itial treatment for HMB after full discussion
with the woman of the risks and bengfi#nd of other treatment options.

Endometrial ablation should be considered in women who have a normal uterus and also
those with small uterine fibroids (less than 3 cm in diameter).

In women with HMB alone, with uterus no bigger than axEk pregnang endometrial
ablation should be considered preferable to hysterectdgsterectomy should not be used
as a firstline treatment solely for HMB

All women considering endometrial ablation should have access to a spmoemtion
ablation technique: fldifilled thermal balloon endometrial ablation (TBEA), microwave
endometrial ablation (MEA) or free fluid thermal endometrial ablation

Recommendations on interventions for uterine fibroids

For women with large fibroids and HMB, and other significant spymgstsuch as
dysmenorrhoea or pressure symptoms, referral for consideration of surgery or uterine
artery embolisatioQUAE) as firstline treatment can be recommended.

UAE, myomectomy or hysterectomy should be considered in cases of HMB where
large fibrods (greater than 3 cm in diameter) are present and bleeding is having a
severe impact on a womanodés quality of |

When surgery for fibroidelated HMB is felt necessary then UAE, myomectomy and
hysterectomy must all be considered, discussed and doteanen

Women should be informed that UAE or myomectomy will potentially allow them to
retain their fertility.

Myomectomy is recommended for women with HMB associated with uterine fibroids
and who want to retain their uterus.

UAE is recommended for womevith HMB associated with uterine fibroids and who
want to retain their uterus and/or avoid surgery.

Prior to scheduling of UAE or myomectomy, the uterus and fibroid(s) should be
assessed by ultrasound. If further information about fibroid position,rainae)er and
vascularity is required, MRI should be considered.

Pretreatment before hysterectomy with a gonadotrophieasing hormone analogue
for 3 to 4 months should be considered where uterine fibroids are causing an enlarged
or distorted uterus.

For full evidence visit http://guidance.nice.org.uk/CG44/guidance/pdf/English
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Care pathway for heavy menstrual bleeding

( Wornan presanting with HWB )

(

Take history
Take full blood count

Mo structural or histological Structural or histological
abnormality suspected abnormality possible

)

{ Physical exam }

Pharmaceutical treatment
(see table 1)

Mo abnormality/fibroids less ) Consider endometrial

than 3 cm in diameter

biopsy for persistent
intermenstrual bleeding,
and in women over 45

treatment failure ar

ineffective treatment

( Consider physical exam )

Uterus is palpable
abdominally or pelvic mass

Consider second
pharmaceutical
treatment if first
fails

( Consider imaging, )

k first-line ultrasound

Provide lnformatlon to
woman and discuss
treatrment optlons

Severe impact on quality « Other treatments ha\.fe failed, are Severe impact on

of life + no desire to contraindicated or declined quality of life
conceive + normal uterus » Dasire for amenorrhoea Fibroids (=3 cm

+ small fibroids ¢ Fully informed woman requests it diameter)
{«3 cm diameter) * Mo desire to retain uterus and
fertility

Endometrial Hysterectomy (see table 2) Myomectomy Uterine artery

ablation Don't remove healthy (see table 2) embolisation
(see table 2) ovaries (see table 2)

Figure 1. NICE clinical guideline 44:

http://guidance.nice.org.uk/CG44/guidance/pdf/English

http://guidance.nice.org.uk/CG44/quickrefguide/pdf/English
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Test your knowledge

Q1- A 38-year-old teacher complains that she has had heavy periods since she stopped
breast-feeding her baby. Before her pregnancy she took a combined oral

contraceptive from 198! to 2001. She now uses condoms. A pelvic examination is
normal. What would you first?

1. A Prescribe ethamsylate

2. Prescribe lowdose progestogens

3. Take a detailed history about her periods
4. Refer to Gynaecologist

Q2- You think this woman looks pale. What siould you do first?

Refer her for a gynaecology opinion
Check her haemoglobin level

Request an ultrasound scan of her uterus
Prescribe danazol

Check her thyroid function

arwnE

Q3- Your patient's haemoglobin level is normal. She doesn't want a hormone
treatment because she wants to be "natural.” Which one of the following options is
least likely to be helpful?

Check her clotting factors
Prescribe mefanamic acid
Prescribe tranexamic acid
Find out whether there are other "hidden" reasons for her visit

PwnhdPR

Q4- A 40-year-old woman has tried all the medical treatments for menorrhagia and
wants an endometrial resection. What should you tell her?

Endometrial resection is 100% effective

Endometrial resection is a totally reliable form of contraception

She wan't need progestogens if she takes hormone replacement therapy later
She will need to continue having cervical smears

PwpnhR

Q5- A 36 year old woman has tried all the medical treatments for menorrhagia and
wants a total hysterectomy. Which of the following stagments is correct?

Hysterectomy is not 100% effective for treating menorrhagia

Hysterectomy is not an effective form of contraception

She will need a progestogen if she takes hormone replacement therapy later
She will need to continue having cervisahears

. Her menopause may occur a few years sooner even if her ovaries are
conserved

arwNE



Q6- A 26-year-old nulliparous computer programmer has heavy periods and wants to
know what's wrong, and whether will it stop her becoming pregnant in the future.
What should you tell her?

She is unlikely to conceive

She is at greater risk of developing uterine cancer

Her periods will get lighter as she gets older

There is unlikely to be a pathological cause for her symptoms

el N

Q7-A 34-year-old woman has tried all the nedical treatments for menorrhagia and
wants to try a surgical approach.

Based on evidence from randomised controlled trials, which one of the following
treatments is the most likely to make her free of periods at one year after treatment?

Mirena Device

Endometrial microwave ablation
Myomectomy

Dilatation and curettage

PwnPE

Q8- Which of the following statements is true about the use of drugs to thin the
endometrium before endometrial destruction for menorrhagia?

1. There is no point using these drugs beeatsy don't affect the outcome of
surgery

2. Danazol is more effective than gonadotrophin releasing hormones at
increasing the likelihood of postoperative amenorrhoea

3. Gonadotrophin releasing hormones given before surgery increase patient
satisfaction and duce the likelihood of needing further surgery

4. Gonadotrophin releasing hormones given before surgery significantly
increase the rate of postoperative amenorrhoea at 12 months

References

NICE Clinical Guide 44, 2006ttp://quidance.nice.org.uk/CG44/guidance/pdf/Engfish
http://quidance.nice.org.uk/CG44/quickrefguide/pdf/English

Duckitt K, McCully K. Menorhagia. In:Clinical Evidencelssue 10. London: BMJ
Publishing Group, 2003;21539.:
http://www.clinicalevidence.com/ceweb/conditions/woh/0805/0805.jsp

ProctorM, Farguhar C. Dysmenorrhoea. @linical Evidencelssue 10. London: BMJ
Publishing Group, 2003;2058077:
http://www.clinicalevidence.com/ceweb/conditions/\@813/0813.jsp

Lethaby AE, Cooke |, Rees M. Progesterone/progestogen releasing intrauterine systems for
heavy menstrual bleedinGochrane Library Issue 1. Oxford: Update Software, 2004.

Menorrhagia: diagnosis and treatment: BMJ Learning 200@x://www.bmjlearning.com

Initial Management of Menorrhagia, RCOG http://www.rcog.org.uk

Answers | Q| Q1] 0Q2]0Q3]/04]0Q5/Q6] Q7] Q8
Al 3214|5424



http://guidance.nice.org.uk/CG44/guidance/pdf/English
http://guidance.nice.org.uk/CG44/quickrefguide/pdf/English
http://www.clinicalevidence.com/ceweb/conditions/woh/0805/0805.jsp
http://www.clinicalevidence.com/ceweb/conditions/woh/0813/0813.jsp
http://www.bmjlearning.com/
http://www.rcog.org.uk/




