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WHAT IS ADENOMYOSIS?
Like endometriosis, adenomyosis is due to the presence of ectopic endometrial tissue, located within
the uterine muscle wall.
Not only may women suffer from severe period pain, they may also have heavy menstrual bleeding.
The uterus can be enlarged due to reactive myometrial hyperplasia and hypertrophy. Adenomyosis
can be found in up to 70% of hysterectomy specimens, and therefore may be far more common
than appreciated clinically.1

Figure 1: Pathology of adenomyosis illustrated: Endometrial gland invagination and entrapment, with associated reactive
myometrial hyperplasia and hypertrophy

WHAT ARE THE CAUSES?
Previous trauma may cause endometrial invagination into the myometrium. Multiparity,
termination of pregnancy, uterine curettage and caesarean section are risk factors.2

As an oestrogen dependent pathology, women’s age, early menarche, short menstrual cycles, obesity
and tamoxifen use are also risk factors. There is also association between adenomyosis, depression
and use of antidepressant medication.3

Figure 3: MRI showing bright cyst-like lesions
representing glandular tissue invaginated into
myometrium

HOW DO WE DIAGNOSE?
Clinical suspicion is the key to diagnosis. Women with adenomyosis typically complain of heavy
menstrual bleeding and severe period pain. The uterus can be enlarged and tender.
Sonographers may need to be alerted on the ultrasound request form to look for the subtle signs of
adenomyosis on transvaginal ultrasound.

Figure 2: Transvaginal ultrasound of a typical case of adenomyosis showing enlarged globular shaped uterus with
asymmetrical wall thickening and “Venetian Blind” artefacts

MRI is more accurate than transvaginal ultrasound, especially when the adenomyosis is superficial
or diffuse, and when coexisting fibroids maybe confused with focal adenomyosis.

WHAT CAN WE DO AS GPS?
GPs can play a pivotal role in the diagnosis and early management of adenomyosis.
The most important role is to raise the possibility of adenomyosis as the potential underlying cause of
a woman’s heavy menstrual bleeding and severe period pain. When requesting transvaginal
ultrasound, possibility of adenomyosis should be communicated to alert sonographers to look for
the subtle signs.
GPs may initiate medical therapies such as tranexamic acid, NSAIDs, progestins or a low-dose
continuous combined oral contraceptive pills (COCP) as first line treatment for symptomatic
control.4.5
Although most of these treatments have not been tested specifically for adenomyosis6,7, they are still
recommended in the current Australian Clinical Care Standard for the symptomatic management of
heavy menstrual bleeding.6

HOW ABOUT COMBINED ORAL CONTRACEPTIVE PILLS?
Low-dose, continuous combined oral contraceptive pills (COCP) with withdrawal bleeds every four
to six months can be effective in relieving heavy menstrual bleeding and dysmenorrhoea.8 There are,
however, no well-conducted RCTs available to support their use in adenomyosis. More than 30

COCP registered brands are available in Australia. A guide is available to help GPs to choose the
right one for their patients.9
Go to this link to learn more:
https://www.nps.org.au/australian-prescriber/articles/choosing-a-combined-oral-contraceptive-pill

HOW GOOD ARE PROGESTERONE-RELEASING IUDS?
The Levonorgestrel Intrauterine Drug Delivery System (LNG-IUS) (Mirena; Bayer Australia Ltd)
releases 20 mcg levonorgestrel daily for up to five years. This is currently the best-evaluated and the
most efficacious non-surgical treatment for adenomyosis.10,11
An RCT from Turkey comparing LNG-IUS and hysterectomy showed comparable increase in
haemoglobin and similar QoL scores.12
A three-year study from China showed a significant drop in pain score in patients treated with
Mirena. Patient satisfaction rate was only 56.3% at 12 months, however.
Prolonged light bleeding (25%) or irregular bleeding (14%), and other side effects such as weight
gain, ovarian cyst formation, lower abdominal pain and acne contributed to the less than ideal
satisfaction rate.13
More recent studies have shown LNG-IUS to be less effective in women with extensive
adenomyosis, or with a uterine volume larger than 150ml. A discontinuation rate of 70% is noted
in women with uterine volume larger than 314ml.14

WHAT IS UAE? HOW DOES UAE WORK?
Uterine Artery Embolisation (UAE) is an interventional radiology procedure that can be performed
under local anaesthetic and light conscious sedation. It requires usually only a one-night hospital
stay and one-week recovery.
During UAE, an angiographic catheter is used to selectively cannulate each of the two uterine
arteries. Embolic particles are then suspended in contrast medium and injected into the uterine
arteries to induce ischaemia. Normal uterine myometrium has many dormant arteries that are
normally shut down. It has an immense capacity to recruit dormant arteries to survive the ischaemic
insult. The adenomyotic tissue, however, has no capacity to do this. Its sole blood supply is
therefore vulnerable to being blocked by embolic particles.

Because pathologic lesions like adenomyosis or fibroids do not have the capacity to recruit new
vessels they will therefore suffer irreversible ischaemic infarction if their blood supply is embolised.
Watch the video:
“How does UAE work for adenomyosis”
https://www.youtube.com/watch?v=vP9XsxF0T5w

HOW SAFE AND EFFECTIVE IS UAE?
UAE has been performed to treat fibroids since 1995 and now there have been seven RCTs
comparing UAE and hysterectomy for fibroid treatment, resulting in a Cochrane Review in 2014
confirming the safety and effectiveness of UAE for fibroids.15

There are no RCTs comparing UAE and hysterectomy in the setting of adenomyosis. However, a
meta-analysis in 2018 consists of 30 studies including 1049 adenomyotic women treated with UAE
and confirms safety and effectiveness.16
Our local Australian study published in 2008 is one of the largest ever performed, treating 117
women with severely symptomatic adenomyosis using UAE. Overall clinical success was achieved in
89% of women. Heavy menstrual bleeding was successfully controlled in 88% of women. It is
highly effective for dysmenorrhoea, with significant VAS pain score reduction (from 7.45 to 1.32).
There were no major complications. Only 5% of women had hysterectomy due to unsatisfactory
symptom relief. 17

CAN WOMEN STILL GET PREGNANT AFTER UAE?
Successful term pregnancies following UAE for the treatment of fibroids have been reported in
many case series.
For adenomyotic women, however, there is currently insufficient data on the impact of UAE on
fertility and pregnancy.16,17 Following UAE for adenomyosis, there is more than a 90% chance that
the uterus can be retained, but it remains unclear if UAE will positively or negatively affect fertility
and pregnancy.
Study has shown that GnRHa before IVF improved the pregnancy rate.18 For adenomyotic women
seeking pregnancy, GnRHa treatment could be an option for women seeking symptom control and
immediate fertility.
Should endometrial ablation be used for adenomyosis?

Endometrial ablation uses heat energy to destroy endometrial lining and treats only acfew
millimeters depth of tissue. Studies have shown an increased failure rate for ablation treatment of
adenomyosis invading deeper than 2.5mm. If the diagnosis were made on MRI, the depth of
involvement would have to be more than 8mm to meet diagnostic criteria.
Clearly, ablation is unlikely to achieve this depth. Sealing off the endometrial glands may even
worsen dysmenorrhoea.19,20
Even with more recent technology (Novasure), adenomyosisis found to be a risk factor for failure of
endometrial ablation, resulting in a higher rate of subsequent hysterectomy.21

Figure 4a: Uterine artery embolisation

Table 2: medical therapy for heavy menstrual bleeding in general practice

Tranexamic Acid

Action: Antifibrinolytic
Effect: Reduce bleeding
Dose: 500mg x 2 qid
Indication: Heavy menstrual bleeding (consider alternative if
not effective after three cycles)
CI*: History or risk of arterial or venous thromboembolic disease
Caution: concomitant use with COCP
SE*: Nausea, vomiting, dizziness, visual disturbance, seizure

NSAID: Mefenamic Acid

Action: Inhibits prostaglandin synthesis
Effects: Reduce pain and bleeding
SE: gastrointestinal irritation
Dose: 250mg x 2 tds
Note: Not as effective as tranexamic acid or progestogen

Combined Oral
Contraceptive Pills
(COCP)

Action: Stabilise lining of uterus, suppress cyclical hormone
changes, prevent mid cycle oestrogen surge.
Effect: amenorrhoea with continuous use
CI: thromboembolic risks, obesity, hypertension, smoking
SE: Spotting, headache
Caution: Monitor fibroid growth
Note: No specific studies that COCP reduces heavy menstrual
bleeding in fibroids or adenomyosis.

Progesterone-releasing
IUD

Action: endometrial atrophy
Effects: reduction of menstrual loss, reduced pain
Caution: Submucosal fibroid, bleeding due to mechanical
factors, difficulty of insertion or expulsion.
SE: similar to oral progestogen (although vastly less common);
continuous spotting or bleeding.

*CI: contraindications; SE: side effects.

CAN ADENOMYOSIS BE SURGICALLY RESECTED?

Focal adenomyosis or adenomyoma can simulate fibroids on transvaginal ultrasound. Surgical
resections have been attempted with the incorrect pre-operative diagnosis. Unlike fibroids, the
boundary between adenomyosis and the adjacent myometrium is anatomically indistinct and
therefore adenomyotic tissue cannot be enucleated.
Uterine-sparing surgery should not be undertaken lightly for adenomyosis.22
Many cases of adenomyosis are seen involving an infiltrative lesion diffusely affecting large areas of
uterus, and therefore complete resection is not possible.

IS ‘WAIT FOR MENOPAUSE’ A GOOD WISDOM STILL?
Adenomyosis is an oestrogen dependent condition and will become worse during the
perimenopause time. Periods remain heavy and painful, and the situation could be worse with
added cycle unpredictability. If a woman requires hormone replacement therapy, the oestrogen
component might worsen adenomyosis.

IS HYSTERECTOMY STILL ‘THE ONLY SOLUTION’ IN THE 21ST CENTURY?
In the past, hysterectomy was seen as the only definitive treatment for women suffering from
adenomyosis related symptoms. From early 2000, reports have emerged documenting the
effectiveness UAE as an effective non-surgical alternative to hysterectomy.

HOW DOES ADENOMYOSIS AFFECT FERTILITY?
Adenomyosis has a negative impact on fertility and pregnancy.22
Women with adenomyosis are more likely to have premature delivery or premature rupture of
membranes.23
Adenomyosis can also have a detrimental effect on IVF outcomes, reducing pregnancy rate and live
birth rate.24

HOW IS ADENOMYOSIS RELATED TO ENDOMETRIOSIS?
Unlike adenomyosis, endometriosis is due to ectopic endometrial tissue outside the uterus –
anywhere else in the abdomen and pelvis.
There is strong association of the two disease processes in 80 to 90% of cases.25

If a woman is suffering from both heavy menstrual bleeding and dysmenorrhoea, then the treatment
should be aimed at adenomyosis. If the only symptom is dysmenorrhoea and medical imaging is
negative for adenomyosis, then the focus should be on possible endometriosis.

SUMMARY
Adenomyosis is a common, but under-recognised pathology. It can produce debilitating heavy
menstrual bleeding and dysmenorrhoea.
Treatment is available through a range of medical and surgical options, including uterine artery
embolisation as an alternative to hysterectomy.
Consideration should be given to all modalities of treatment depending on a woman’s wishes and
the nature of her symptomatology. For this to occur, adenomyosis must be recognised on clinical
history, diagnosed with appropriate imaging, and treated in a woman-centred context.
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