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Introduction

INTRODUCTION

Idiopathic menorrhagia is a disabling condition for which
many women seek medical help. It represents 10-20% of healthy

women. (Lumsden and McGavigan, 2003)

Idiopathic menorrhagia is a heavy menstrual blood loss (more
than 80ml) or long duration of blood loss (more than 7 days) (Loffer
and Grainger; 2002) in absence of recognizable pelvic pathology,
pregnancy, general bleeding disorder (Lumsden and McGavigan
2003).

Idiopathic menorrhagia is a diagnosis of exclusion after
pregnancy-related, infectious, neoplastic, systemic and iatrogenic

causes have been ruled out.

The diagnosis of menorrhagia is made by exclusion of other
causes, most important is local endometrial pathology. This is
achieved through ultrasongraphy and better by saline infusion
sonography. Endometrial carcinoma should be ruled out by D & C
biopsy, as well as by diagnostic hysteroscopy. Laboratory tests
should exclude general causes as hormonal imbalance or bleeding
disorders (Bren, 2001).

The management of menorrhagia is primarily medical and if
failed there are other management options such as levonorgestril
intrauterine device or surgical management as hysterectomy and
endometrial ablation. Hysterectomy is the definitive treatment
however, it is a major operation with all the attendant morbidity and

mortality. Less invasive minimal access techniques conserve the
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uterus result in ashorter in patient stay, and quicker return to full
activities (Taylor, 2003) including endometrial resection and
ablation both as in patient (hysteroscopic endometrial ablation
techniques) and more recently out patient treatment (non
hysteroscopic endometrial ablation technique) (Cameron and
McGavigan, 2000).



I1- Endometrial ablation:

Persistent bleeding despite treatment is both frustrating and
concerning. Hysterectomy is an appropriate choice for some, but
many prefer to avoid a major operation if possible. And still others
have conditions that make them poor candidates for major surgery.
(Speroff, 2005).

Hypesterectomy is not without risk in terms of both morbidity
and mortality (Lumsden and McGacigan, 2003).

In arecent analysis of the department of health's hospital
episode statistics data base 22,543 hysterectomies were carried out
for DUB in 1996). (BrJobstete Gynaecol, 2000). However,
hysterectomy has major socio-economic costs and is not without
complication. The recentvalue survery of over 35.000
hysterectomies reported. The mortality rate 0.38 per 1000 and the
seriours morbidity rate 3% (Maresh M, Metaclfe M, Mc Pherson
Ketal 2002). Serious morbidity was defined as return to theatre to
stop bleeding, visceral injury, or severe post operative

complications.

Endometrical ablation is another increasingly popular option
for the management of unexplained menorrhagia when medical
treatments are rejected, unsuccessful, or poorly tolerated (Speroff,
2005).

Attempts at endometrial destruction in cases of abnormal

menstruation, with the aim of producing a therapeutic Asherman's



