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GUIDANCE

This guidance relates to Heavy Menstrual Bleeding only. Heavy Menstrual Bleeding with
associated symptoms such as pelvic pain or Intermenstrual Bleeding are outside the
scope of this guideline and may need to be managed differently.

For definitions of Heavy Menstrual Bleeding, Dysfunctional Uterine Bleeding and
Endometrial Atypia Hyperplasia please see Appendix 1.

Primary Care Management and Referral Criteria

Patients without red flags should be investigated and managed conservatively in primary care
in the first instance, in accordance with the attached pathway. Referral should usually only be
made when there is either a red flag (urgent referral needed) or all acceptable conservative
measures have been tried and blood loss is unacceptable or further specialist investigation is
required, as detailed in the pathway on primary care management in annex A.

Intermittent Use of Ulipristal Acetate (UPA) for the Treatment of Fibroids

The limited evidence base suggests that UPA is effective for the treatment of symptoms
related to fibroids. Evidence of cost-effectiveness is also limited, although the available
evidence indicates that intermittent use of UPA may be a cost-effective alternative to invasive
treatment and pre-surgical use of UPA. UPA should therefore be an alternative treatment
option for heavy menstrual bleeding in secondary care in patients who have had appropriate
investigations and conservative management as per the pathways in Annexes A and B.

Surgical Treatments

Generally for fibroids more than 3cm uterine artery embolization or myomectomy should be
considered as a treatment option before hysterectomy. For fibroids less than 3cm endometrial
ablation should generally be considered as a treatment option before hysterectomy. However, it
is important for clinical judgement to be applied to this guidance on surgical treatments.

Endometrial ablation

Endometrial ablation is a uterine-preserving surgical procedure for the treatment of heavy
menstrual bleeding, which destroys most of the lining of the uterus.

Surgical procedures for the treatment of heavy menstrual bleeding will normally be funded only
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when all first- and second-line medical treatments have been exhausted, or are
contraindicated, as per the pathways in Annex A and B.

Endometrial ablation should be offered as an alternative to hysterectomy for the treatment of
heavy menstrual bleeding to women who:

• wish to preserve their uterus
and

• have no desire to conceive,
and

• have a small uterus (<10-12 gestational weeks) or small fibroids (<3cm).

No more than two ablation procedures will normally be funded.

Other indications must be approved on a case-by-case basis through local individual funding
request processes.

Uterine artery embolization

Uterine artery embolization (UAE) is a uterine-preserving procedure for the treatment of
fibroids that involves injecting small particles into the blood vessels that take blood to the
uterus, via the groin. The aim is to block the blood supply to the fibroids to relieve symptoms
and reduce their size. Approximately 1 in 3 women require further intervention within 5 years.

UAE for the treatment of symptomatic large (>3cm) or multiple fibroids will normally be funded
only when all first- and second-line medical treatments have been exhausted, or are
contraindicated, as per the pathways in Annex A and B.

UAE (put in up to 4 courses) should be offered as an alternative to hysterectomy for the
treatment of symptomatic, large (>3cm) or multiple fibroids. Women should be encouraged to
balance their desire for uterus preservation with the higher likelihood of re-intervention.

Other indications must be approved on a case-by-case basis through local individual funding
request processes.

Dilatation and Curretage

D&C is NOT therapeutic in cases of heavy menstrual bleeding so this surgery is not supported
for this indication.

Hysterectomy

Hysterectomy is an effective treatment of menorrhagia, but the widespread use should be
balanced against its potential mortality and morbidity and should usually therefore be
considered to be a last resort option in the light of evidence that the patient has been offered
conservative treatments in the first instance, and if appropriate, other secondary care
interventions in accordance with the pathways in Annex A and B.

Hysterectomy should be offered to women only when:

• there is a wish for amenorrhoea
and

• the woman no longer wishes to retain her uterus
and
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the woman has no desire to conceive

For all surgical interventions the patient should have been informed of the advantages and
disadvantages of surgery, and alternatives, as part of an informed consent and a shared
decision making process (see Appendix 2).

Please refer to Annexe A for Primary Care Management of Heavy Menstrual Bleeding.

Please refer to Annexe B for Secondary Care Management of Heavy Menstrual Bleeding.

Human Rights and Equalities legislation has been considered in the formation of this
policy statement.
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APPENDIX 1 – DEFINITIONS:

Heavy Menstrual Bleeding (Menorrhagia)

NICE defines heavy menstrual bleeding (HMB) as “excessive menstrual blood loss which
interferes with the woman's physical, emotional, social and material quality of life, and which
can occur alone or in combination with other symptoms. Any interventions should aim to
improve quality of life measures”.

Intermenstrual Bleeding (IMB)

Intermenstrual bleeding (IMB) refers to vaginal bleeding (other than postcoital) at any time
during the menstrual cycle other than during normal menstruation. It can sometimes be
difficult to differentiate true IMB bleeding from metrorrhagia (irregularly frequent periods)1.

Patients who have HMB and IMB should be referred to secondary care for specialist
assessment, if all other benign causes have been ruled out, and the patient has had
appropriate investigations in primary care (including infection screening and pregnancy
testing).

Dysfunctional Uterine Bleeding

Dysfunctional uterine bleeding (DUB) is defined as the occurrence of irregular or excessive
uterine bleeding in the absence of pregnancy, infection, trauma, new growth or hormone
treatment. DUB:

• usually presents as menorrhagia without an underlying cause
• is a diagnosis of exclusion and all other appropriate investigations should be carried

out
• occurs more commonly in adolescents and perimenopausal women2

If DUB causes a patient to have HMB the HMB pathways in Annexes A and B should
be followed.

Endometrial Atypia Hyperplasia

Endometrial hyperplasia is defined as irregular proliferation of the endometrial glands with an
increase in the gland to stroma ratio when compared with proliferative endometrium.

The most common presentation of endometrial hyperplasia is abnormal uterine bleeding.
This includes heavy menstrual bleeding, intermenstrual bleeding, irregular bleeding,
unscheduled bleeding on hormone replacement therapy (HRT) and postmenopausal
bleeding2.
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