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The reproductive years

DISTURBANCES OF MENSTRUAL BLEEDING are a major
social and medical problem for women, their families and
the health services, and a common reason for women to
consult their general practitioners or gynaecologists. In the
United Kingdom, each year one in 20 women consult their
GPs about heavy menstrual bleeding.1

Heavy bleeding is the most common menstrual com-
plaint. In most cases, this has no identifiable pelvic or
systemic cause and is termed dysfunctional uterine bleed-
ing. Irregular dysfunctional uterine bleeding is generally
associated with anovulation. Historically, many women with
heavy menstrual bleeding were advised to undergo hysterec-
tomy, which was the only way of ensuring a “cure”.
However, a range of new and effective interventions can now
be offered for dysfunctional uterine bleeding and other
common causes of menstrual disorder, such as fibroids and
endometriosis. These interventions may reduce bleeding
and pain to acceptable levels and will induce amenorrhoea
in some women.

We present case studies comparing the “traditional”
approaches to common menstrual disorders with more
recent developments.

Case 1 — Dysfunctional uterine bleeding

Presentation: A 39-year-old overweight woman presented
with regular heavy menstrual bleeding. She had had three
caesarean sections and a laparoscopic sterilisation. An ultra-
sound examination revealed a normal-sized uterus and
irregular, thickened endometrium. The ovaries appeared
normal.
Management: Traditional management might have
included a trial of medical therapy, such as luteal-phase
progestins. If this failed or was not acceptable to the patient,
the next step was often an abdominal hysterectomy, as few
other effective treatments were available. Current manage-
ment would include hysteroscopy or saline infusion sonog-
raphy to rule out submucous fibroids or large polyps, which
may contribute to heavy bleeding. Subsequent treatment

options include insertion of a levonorgestrel-releasing intra-
uterine system or endometrial ablation.

In this case, outpatient hysteroscopy revealed a normal
uterine cavity and, after earlier counselling about likely distur-
bances in menstrual bleeding patterns, a levonorgestrel-
releasing intrauterine system (20�g/24 h) was inserted.

Intrauterine progestin therapy

Oral luteal-phase progestins may help regulate bleeding
patterns in irregular bleeding secondary to anovulatory
cycles but are ineffective in regular dysfunctional uterine
bleeding and may actually increase menstrual bleeding.2,3

Longer regimens (Days 5–25 of the menstrual cycle) have
been found to have similar effectiveness to the levonorgestrel
intrauterine system in dysfunctional uterine bleeding when
compared in a randomised controlled trial, but their accept-
ability is poor, with only 30% of patients reporting that they
would have the treatment again.3

Intrauterine administration of progestins, as in the levo-
norgestrel-releasing intrauterine system, results in higher
endometrial concentrations of progestin compared with oral
administration, but relatively little systemic absorption. The
Mirena system (Schering) releases 20 �g of levonorgestrel/
24 h and, in women with ovulatory dysfunctional uterine
bleeding, has been shown to produce an 86% reduction in
objectively measured menstrual blood loss at 3 months and
a 97% reduction at 12 months, with amenorrhoea in 50% of

Update on treatment of menstrual disorders

Martha Hickey and Cynthia M Farquhar

ABSTRACT
■ There is evidence from well designed randomised controlled 

trials that modern medical and conservative surgical 
therapies (including endometrial ablation) are effective 
treatments for heavy menstrual bleeding for many women.

■ Submucous fibroids may be resected directly via the 
hysteroscope, reducing menstrual bleeding, although data 
are available only from case series.

■ Endometriosis is common, may also occur in young women 
and may present with atypical or non-cyclical symptoms; 
conservative laparoscopic surgery increases fecundity and 
reduces dysmenorrhoea and dyspareunia.

■ Randomised trials of the levonorgestrel intrauterine system 
in women with menorrhagia have shown that hysterectomy 
can be avoided in 80% of cases, and that this system is an 
effective therapy for menorrhagia.

■ The levonorgestrel intrauterine system may also be useful 
for managing symptoms of endometriosis, adenomyosis and 

MJA 2003; 178: 625–629

endometrial hyperplasia, based on observational data.

School of Women’s and Infants’ Health, King Edward 
Memorial Hospital, University of Western Australia, 
Subiaco, WA.
Martha Hickey, MD, MRCOG, FRANZCOG, Associate Professor. 

Department of Obstetrics and Gynaecology, National 
Women’s Hospital, University of Auckland, Auckland, 
New Zealand.
Cynthia M Farquhar, MD, FRANZCOG, PGDipPH, Associate Professor 
in Reproductive Medicine. 
Reprints will not be available from the authors. Correspondence: 
Associate Professor Martha Hickey, UWA School of Women’s and Infants’ 
Health, University of Western Australia, King Edward Memorial Hospital, 
374 Bagot Road, Subiaco, WA 6008. mhickey@obsgyn.uwa.edu.au



626 MJA Vol 178 16 June 2003

THE REPRODUCTIVE YEARS

women at 12 months. This effect continues over a 5-year
period.4 In addition, limited data from small case series
suggest that this system may also be an excellent treatment
for endometrial hyperplasia of most grades, and may thus be
helpful in anovulatory dysfunctional uterine bleeding.5

A disadvantage of intrauterine progestin therapy is erratic
vaginal bleeding or spotting, particularly during the early
months of use, and women need to be warned that these
disruptions may occur but are likely to improve and do not
represent treatment failure. Mirena also offers highly effec-
tive contraception and rapid reversibility.

Continuation rates for Mirena vary, partly depending on
the indication (treatment of heavy bleeding or contracep-
tion). A study of 250 women who used Mirena for contra-
ception found 66% continuation at 2 years, with most
removals in the first 6 months because of irregular bleed-
ing.6 When Mirena is used to treat menorrhagia, continua-
tion rates may be up to 80% at 1 year.7 In a randomised trial
in which women awaiting hysterectomy received either
Mirena or no treatment, 68% elected to continue with
Mirena at 1 year,8 while 20% elected to undergo hysterec-
tomy. Cost–benefit analysis showed that Mirena was three
times cheaper than hysterectomy. Endometrial biopsy or
hysteroscopy is not required routinely before Mirena inser-
tion and should be carried out only if there are other clinical
indications.

Endometrial ablation

Endometrial ablation is a minimally invasive therapy for
dysfunctional uterine bleeding that preserves the uterus and
is suitable for women who have completed childbearing.
Many techniques have been developed. The first generation
techniques (laser, transcervical resection of the
endometrium and rollerball) require visualisation of the
uterus with a hysteroscope and, although safe, require
skilled surgeons.

New techniques have been introduced recently with the
aim of providing simpler, quicker, safer and more effective
procedures that can be used in outpatient settings. These
include cryoablation, hydrothermal ablation (through irriga-

tion with hot saline solution), heated balloon systems, diode
laser hyperthermy, microwave ablation, thermal radiofre-
quency ablation, and photodynamic therapy (intrauterine
light delivery).

Most women are satisfied with the reduction in bleeding
after endometrial ablation, but an estimated 20% require
further surgery, and 10% eventually undergo hysterectomy.
Factors associated with negative outcomes include increas-
ing uterine size, young age, fibroids, adenomyosis and
failure to thin the endometrium with agents such as gonado-
tropin-releasing hormone (GnRH) agonists before the pro-
cedure.9,10

Counselling should include the fact that amenorrhoea
cannot be guaranteed and that this surgery is not contracep-
tive, but that subsequent pregnancy may be dangerous for
both mother and fetus. 

It is also important to recognise that many of these
techniques are still under development and investigation, and
that “blind” therapies have the potential to cause unrecog-
nised uterine damage. Overall, evidence suggests that success
rates and complication profiles of most of the newer ablation
techniques compare favourably with first generation meth-
ods.11 However, very few randomised controlled trials have
assessed their efficacy, safety and acceptability.

Case 2 — Menorrhagia and fibroids

Presentation: A 45-year-old nulliparous woman presented
with increasingly heavy menstrual bleeding and pain associ-
ated with the passage of clots. A trial of medical therapy with
a non-steroidal anti-inflammatory drug had failed. Trans-
vaginal ultrasound revealed a fibroid uterus with one 3 cm
intramural fibroid, one 2 cm subserous fibroid, and a dis-
torted endometrial cavity suggesting a submucous fibroid.
Management: Traditional management would probably
have included an early resort to major abdominal surgery,
such as abdominal hysterectomy or myomectomy. A newer
approach is clear identification of the position of the fibroids
in relation to the endometrial cavity, followed by removal of
the submucous fibroids using hysteroscopic techniques with
possible endometrial resection.

Saline infusion sonohysterography

A: Transvaginal ultrasound scan of the uterus showing a thickened endometrium (arrow). B: Same view of the uterus after instillation of saline, 
showing an intrauterine polyp (arrow). (Images courtesy of Dr Joanne Ludlow, King Edward Memorial Hospital, Perth, WA.)
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In this case, saline infusion sonohysterography confirmed
the presence of a submucous fibroid. This was resected
hysteroscopically under general anaesthesia, leading to a
substantial reduction in menstrual bleeding and a reduction
in dysmenorrhoea.

Saline infusion sonohysterography

In this technique, saline is instilled transcervically into the
uterine cavity to distend the uterus and increase contrast,
and the cavity is visualised using ultrasound (Box). Saline
infusion sonohysterography is more accurate than trans-
vaginal ultrasound alone in diagnosing submucous fibroids
and endometrial polyps in women with abnormal uterine
bleeding,12 and can be performed in the outpatient clinic.
An alternative form of imaging is diagnostic hysteroscopy,
but this is invasive and often performed under general
anaesthesia. Use of saline infusion sonohysterography has
been shown to reduce the need for diagnostic hystero-
scopy.13

Hysteroscopic resection of fibroids

Submucous fibroids seem to be more commonly associated
with menorrhagia than other uterine myomas, and their
removal appears to substantially improve menstrual symp-
toms.14 However, hysteroscopic resection of submucous
fibroids is unlikely to influence subsequent fibroid growth or
symptoms associated with remaining myomas.

Conventional hysteroscopic resection of submucous
fibroids requires general anaesthesia. Future prospects
include outpatient removal of fibroids with devices such as
the operating bipolar microhysteroscope. This device vapor-
ises lesions through diathermy; it can operate in a saline
environment, and its small size means it can be used without
cervical dilatation, thereby allowing intervention to be com-
bined with diagnostic hysteroscopy.

Endometrial ablation

Microwave endometrial ablation has also been shown to be
effective for the management of heavy menstrual bleeding
associated with both submucous and intramural fibroids,
providing they are less than 5 cm in diameter.15 Hydrother-
mal endometrial ablation may also be effective in the
presence of fibroids.

Embolisation

Embolisation of symptomatic uterine fibroids is an alterna-
tive to surgical myomectomy. It has been widely used in the
last 5–10 years and is well accepted by patients and appar-
ently successful in reducing fibroid size and ameliorating
symptoms in some.16 Embolisation may avert the need for
hysterectomy for some women with symptomatic uterine
fibroids.17 However, the relative benefits of embolisation
and myomectomy have not yet been tested in a prospective
randomised study, and embolisation has been associated
with serious side effects, such as infection, bowel obstruc-

tion and loss of ovarian function.18 There is also concern
about the integrity of areas embolised during any subse-
quent pregnancies.

Fertility

There is potential for newer techniques to preserve or
restore fertility, but their place has not yet been established.
A trial is underway in the United Kingdom comparing the
relative effects of embolisation and myomectomy on fertility,
but results will not be available for several years.

Medical therapies for menorrhagia

Aside from intrauterine progestin therapy there have been
few new medical therapies for dysfunctional uterine bleed-
ing. Intrauterine progestin therapy can be used for heavy
menstrual bleeding associated with uterine fibroids, but
there is some evidence that expulsion rates may be increased
in the presence of submucous fibroids.19 However, the
success of medical therapy can be optimised by accurate
clinical selection of patients and use of the most effective
methods.

Tranexamic acid is an antifibrinolytic agent which signifi-
cantly reduces heavy menstrual bleeding, by an average of
110 mL per cycle,20 and is more effective than mefenamic
acid and ethamsylate for objectively measured menor-
rhagia.21 However, there has been a reluctance to prescribe
tranexamic acid because of possible side effects, such as
increased risk of thrombogenic disease (deep venous throm-
bosis). Long-term studies in Sweden failed to demonstrate
any increase in thrombosis in women using tranexamic acid
above that in the general population.22

Prostaglandin synthetase inhibitors, such as mefenamic
acid, taken during menstruation may decrease bleeding by
an average of 124 mL per cycle,20 and have the added
advantage of relieving dysmenorrhoea.23

Case 3 — Endometriosis

Presentation: A 26-year-old woman presented with a
history of dysmenorrhoea since menarche and perimen-
strual pain on passing bowel motions. She had never been
pregnant and had been sexually active for 2 years without
using contraception. She had recently been prescribed the
oral contraceptive pill, with only a minor reduction in
symptoms.
Management: In the past, this patient might have been
diagnosed with primary “spasmodic” dysmenorrhoea and
not further investigated. The presence of bowel symptoms
may have led to a diagnosis of irritable bowel syndrome. It
should be recognised that these symptoms may represent
endometriosis, even in a young woman. A new approach
would include transvaginal ultrasound examination to rule
out ovarian abnormality followed by laparoscopic surgery or
medical therapy, depending on the reason for treatment
(infertility or pain) and the severity of symptoms.

In this case, ultrasound examination revealed bilateral
ovarian masses suggestive of endometriomas. This was
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confirmed at laparoscopy, which demonstrated extensive
endometriosis (score, III–IV on the American Fertility
Society scale) with obliteration of the pouch of Douglas.
Laparoscopic removal of endometriomas and excision of
deep endometriosis was performed, leading to a reduction
in dysmenorrhoea and bowel symptoms, which was main-
tained at 6 months. However, future recurrence is likely.

Improvements in diagnosis

Traditional gynaecological teaching held that endometriosis
was a condition of late reproductive life. It is increasingly
acknowledged that endometriosis is also common in teenag-
ers and younger women, and that this diagnosis must be
considered in premenopausal women with persistent dys-
menorrhoea, dyspareunia and bowel symptoms. In addition,
some women with endometriosis present with symptoms
that are atypical or non-cyclical. In women with dysmenor-
rhoea, the incidence of endometriosis ranges from 40% to
60%, and in women with subfertility it ranges from 20% to
30%.24 Diagnosis in this group is often delayed, resulting in
prolonged and poorly controlled symptoms.

Conservative laparoscopic surgery

A traditional surgical approach is laparoscopic removal of
superficial endometriosis by techniques such as diathermy
or laser ablation. More recently, complete removal of all
visible endometriosis, including deep endometriosis and
nodules, has been advocated, with stripping of the perito-
neum if necessary.25 Both approaches are conservative in
that they preserve the uterus and ovaries.

There is increasing evidence from randomised controlled
trials that conservative laparoscopic surgery for endometrio-
sis, especially when it is complete, increases fecundity and
reduces disease-related symptoms, such as dysmenorrhoea
and dyspareunia.26,27 However, there is a substantial risk of
some symptoms persisting and of recurrence or exacerba-
tion within 6 months.28,29

The combination of laparoscopic laser ablation and adhe-
siolysis has been demonstrated in a case series to be
beneficial for pelvic pain associated with minimal, mild and
moderate endometriosis over a 1-year follow-up period.30

Medical therapy

Traditional medical therapy for endometriosis has included
danazol, oral progestins and GnRH analogues. These drugs
do not enhance fertility but may be helpful in some patients
to relieve symptoms and prevent their recurrence, either
alone or in combination with surgery. However, there is little
good evidence to support use of medical therapy, with few
randomised placebo-controlled trials, and many questions
remain unanswered. It is unclear how long treatment should
continue and what the long-term effects are, and this
information is likely to be difficult to obtain. Although
ovarian suppression with GnRH analogues relieves symp-
toms of endometriosis, it is necessary to “add back” hor-
mone replacement therapy to prevent bone demineralisation

if they are given for more than 6 months.31 No clear
differences have been shown between the above drugs
except in adverse events.32

There is preliminary evidence from case series that the
levonorgestrel-releasing intrauterine system may reduce the
size of rectovaginal endometriotic deposits and alleviate
pain,26 and that it may be a suitable therapy for symptomatic
endometriosis and adenomyosis. While this system will not
help women desiring pregnancy, it offers an exciting possi-
bility for the future medical treatment of endometriosis.

Future developments

Possible future developments in management of menstrual
disorders include improved understanding of the mechan-
isms of menstrual disturbance and the factors that control
the establishment and progression of endometriosis. In the
latter condition, specific therapies directed at molecular
targets regulating the growth of ectopic endometrium are a
possibility. Similarly, improved understanding of the molec-
ular and genetic factors controlling fibroid growth may lead
to targeted therapies to prevent or limit their proliferation.

In addition, new roles for established therapies, such as
the levonorgestrel-releasing intrauterine system, are still
being explored, including the treatment of symptomatic
endometriosis and endometrial hyperplasia. The manage-
ment of one of the most common complaints in women’s
health, menstrual disorders, is likely to continue to improve
over the coming years.
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