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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. 
 

 
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. 
 
 
 
 
 
 
 
 
 
 

 

 

Intermittent Use of Ulipristal Acetate (UPA) for the Treatment of Fibroids 
Medicines & Healthcare products Regulatory Agency (MHRA) 9 February 2018 - New 
temporary safety measures have been introduced for Esmya following reports of serious 
liver injury in women using the medicine for uterine fibroids. 

 
Esmya (ulipristal acetate) for uterine fibroids: monitoring liver function in current 
and recent users; do not initiate treatment in new users or those between 
treatment courses. 

 
MHRA Safety Alert - 9 February 2018 

http://www.fundingrequests.cscsu.nhs.uk/wp-content/uploads/2018/03/DDL_Esmya-Feb-2018-alert.pdf


2 
 

 
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 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 
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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 

• 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 

 
 
 
 
 



 

Annex A Heavy Menstrual Bleeding (HMB) - Primary Care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

Heavy Menstrual Bleeding - Clinical Presentation 

Defined as excessive menstrual blood loss which interferes with a woman's physical, emotional, social, and/or material quality of life (QoL).  Difficulties exist in 

defining 'normal' menstrual blood loss. Clinicians should take into account the range and natural variability in menstrual cycles and blood loss when diagnosing 

HMB. Interventions should focus on improving symptoms and QoL.  In 40-60% of cases, no underlying cause is found.  Patients may complain of passing large 

clots, feeling light headed, other symptoms of anaemia, quality of life impact. Measuring menstrual blood loss either directly or indirectly is not routinely 

recommended for HMB. 

 
History - This should cover the nature of the bleeding, related symptoms that might suggest structural or histological abnormality, impact on quality of life and other factors that may determine treatment options 

(such as the presence of comorbidities). Predisposing factors for endometrial neoplasia: obesity; PCOS; unopposed oestrogen; age over 45; nulliparity; late menopause; Tamoxifen; family history of breast, colon, 

endometrial cancer. These factors are particularly important if HMB of rapid onset or associated with IMB or prolonged bleeding. If endometrial neoplasia suspected patients should be referred. 

 

 

Underlying causes of heavy menstrual bleeding include: 

 Uterine and ovarian pathologies, such as fibroids, endometriosis, adenomyosis, pelvic inflammatory disease and endometritis, polyps, endometrial 
hyperplasia, endometrial cancer, polycystic ovary syndrome 

 Systemic diseases, such as coagulation disorders, hypothyroidism, liver or kidney disease  

 Iatrogenic causes, such as anticoagulant treatment, chemotherapy, intrauterine contraceptive device, tubal sterilisation – possibly  

 A structural abnormality is suggested by associated symptoms, such as intermenstrual bleeding, post-coital bleeding, pelvic pain, pressure symptoms 

RED FLAGS - suspected cancer 

Heavy Menstrual Bleeding (usually of sudden onset) associated with 
prolonged bleeding/IMB, or if age > 45 years  

 

Refer urgently to 
specialist care on 
suspected cancer 

pathway 

Consider presence of structural/histological abnormality 

A physical examination and/or other investigations, e.g. ultrasound, should be performed if the history suggests the presence of structural or histological 
abnormality, e.g. any of the following associated symptoms: intermenstrual bleeding, postcoital bleeding, pelvic pain, pressure symptoms 

Examine the patient especially if structural abnormality suspected 

Examination should be carried out before all: levonorgestrel-releasing intrauterine system fitting; investigations for structural or histological abnormalities 

 

Enlarged Uterus Uterus not enlarged 

Investigations 

Laboratory tests: 

 Take a full blood count in all women with heavy menstrual bleeding (HMB) 

 Perform smear if overdue 

 Imaging should be undertaken in the following circumstances – the uterus is palpable 

abdominally; vaginal examination reveals a pelvic mass of uncertain origin 

 Ultrasound is the first-line diagnostic tool for identifying structural abnormalities 

Investigations 

Laboratory tests: 

 Take a full blood count in all women with heavy menstrual bleeding (HMB) 

 Consider thyroid function tests, testing for coagulation disorders and opportunistic 
cervical screening  

Management whilst awaiting investigations 

If pharmaceutical treatment is required while investigations and definitive treatment are being 

organised, either tranexamic acid or non-steroidal anti-inflammatory drugs (NSAIDs) should be 

considered.  Advise women these treatments are symptomatic and will not affect the underlying 

cause. 

 

Refer for ultrasound 

                          Fibroids 

Referral to a specialist should be offered if: 
fibroids are palpable abdominally, intra-cavity 
fibroids are present, uterine length as 
measured by ultrasound or hysteroscopy is 
greater than 12cm.  Pharmaceutical treatment 
should be considered where fibroids are less 
than 3cm in diameter and are not causing 
distortion of the uterine cavity. 

Fibroids greater than 3mm in diameter referral 
for consideration of surgical intervention 
should be considered for women with large 
fibroids (greater than 3cm) and 
dysmenorrhoea or pressure symptoms or 
severe impact on quality of life.  NB: consider 
short-term medical treatment, such as 
tranexamic acid or a non-steroidal anti-
inflammatory drug while awaiting referral 

 

 

Refer to gynaecologist 

Pharmaceutical treatment should be considered where no structural or histological 
abnormality is present or fibroids are less than 3cm in diameter and are not causing 
distortion of the uterine cavity. 

Treatments should be considered in the following order based on evidence and 
effectiveness: 

1. Levonorgestrel-releasing intrauterine system − provided long-term (at least 12 
months) use is anticipated   

2. Tranexamic acid (consider simultaneous use with levonorgestrel-releasing 
intrauterine system), non-steroidal anti-inflammatory drugs (which can be used 
long term), or combined oral contraceptives 

3. Norethisterone from days 5 to 26 of the menstrual cycle, or injected long-acting 
progestogens 

If bleeding is very heavy ('flooding'), consider stopping it abruptly by giving tranexamic 
acid/oral norethisterone.  Inform the woman that a withdrawal bleed will occur two to four 
days after stopping treatment. 

NB: the use of norethisterone for this indication outside of the standard licensed dose is 
outside of its marketing authorisation (product licence) in the UK. 

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

As pain may be due to the passage of clots tranexamic acid can be used in combination.  

Monitor and review treatment response 

If initial treatment is ineffective (and treatment was complied with): 

 Consider a second pharmaceutical treatment rather than immediate referral to surgery. 

 Consider adding on an additional drug, e.g. a non-steroidal anti-inflammatory drug which can be combined 
with tranexamic acid; or combined oral contraceptive 

 

Consider further investigations or referral: 

 imaging should be undertaken if pharmaceutical treatment fails 

 refer to a specialist if : 
o  there are RED FLAGS or factors suggestive  
o  heavy bleeding persists despite adequate trials of pharmaceutical treatment 
o  the woman wishes to consider surgery 
o  the woman has iron deficiency anaemia that has failed to respond to treatment 

o  
o NB: referral is particularly recommended in women aged 45 and older with treatment failure or ineffective treatment 

 

Refer to gynaecology 

Secondary care 
treatments 

Refer for ultrasound 

Normal USS result 
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Annex B Heavy Menstrual Bleeding (HMB) – Secondary Care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

***While this is the desirable pathway for the treatment of patients with Heavy Menstrual Bleeding (HMB) clinical judgement and a patient’s 

informed decisions must be considered in making treatment decisions. 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 may need to be managed differently. 

 

Referral from primary care  

 

PHARMACEUTICAL TREATMENT 

Medicines & Healthcare products Regulatory Agency (MHRA) 
9 February 2018 - New temporary safety measures have been 
introduced for Esmya following reports of serious liver injury in women 
using the medicine for uterine fibroids. 
 
Esmya (ulipristal acetate) for uterine fibroids: monitoring liver 
function in current and recent users; do not initiate treatment in 
new users or those between treatment courses. 

 

FIBROIDS > 3CM 

 

FIBOIDS < 3CM 

 

SURGICAL TREATMENTS 

1
ST

 Line to consider: Endometrial ablation 

Endometrial ablation should be considered where bleeding is having a 

severe impact on a woman's quality of life, and she does not want to 

conceive in the future. 

Endometrial ablation should be considered in women with HMB who have a 

normal uterus and also those with small uterine fibroids less than 3 cm in 

diameter or alternatively resection of the fibroid with the endometrium. 

In women with HMB alone, with a uterus no bigger than a 10-week 

pregnancy, endometrial ablation should be considered preferable to 

hysterectomy. 

Endometrial ablation may be offered as an initial treatment for HMB after 

full discussion with the woman of the risks and benefits and of other 

treatment options 

2
ND

 Line: Hysterectomy (healthy ovaries should not be removed) 

Hysterectomy should not be used as a first-line treatment solely for HMB. 
Hysterectomy should be considered only when other treatment options 
have failed, are contraindicated, or where a clinician considers the patient is 
likely to continue to experience HMB and therefore benefit significantly 
from hysterectomy, and the patient no longer wishes to retain her uterus 
and fertility. 

 

SURGICAL TREATMENTS  

1
ST

 Line to consider – Uterine artery embolisation or myomectomy (not both) 

Myomectomy is recommended for women with HMB associated with uterine fibroids and who 

want to retain their uterus. 

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

 

2
ND

 Line – Hysterectomy (healthy ovaries should not be removed)  

Hysterectomy should not be used as a first-line treatment solely for HMB. Hysterectomy 
should be considered only when other treatment options have failed, are contraindicated, or 
where a clinician considers the patient is likely to continue to experience HMB and therefore 
benefit significantly from hysterectomy, and the patient no longer wishes to retain her uterus 
and fertility. 

 

 

ENSURE 2
ND

 LINE CONSERVATIVE PHARMACEUTICAL TREATMENTS HAVE BEEN TRIED OR ARE CONTRAINDICATED 

 

CHOICE FOR SURGICAL TREATMENT  

PROVIDE INFORMATION AND TREATMENT OPTIONS TO WOMEN SO THEY 

CAN MAKE AN INFORMED CHOICE FOR SURGERY 

 

CHOICE FOR SURGICAL TREATMENT  

PROVIDE INFORMATION AND TREATMENT OPTIONS TO WOMEN SO THEY 

CAN MAKE AN INFORMED CHOICE FOR SURGERY 

 

NORMAL UTERUS 
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