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INTRODUCTION 

Heavy menstrual bleeding (HMB), defined as excessive 

menstrual blood loss that interferes with a woman's 

physical, emotional, or social quality of life, is a common 

gynecological condition affecting at least a quarter of 

premenopausal women and around a fifth of the referrals 

to gynaeoclogical clinics are due to HMB.1 While 

traditionally managed with surgical intervention, modern 

management focuses on a patient-centred approach that 

prioritizes fewer invasive methods before considering 

definitive surgery.1-4 
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ABSTRACT 

Background: The objective of the study was to utilise a scoring system which aims to triage women with heavy 

menstrual bleeding (HMB) into hysterectomy or conservative options in practice. The design of the study was a 

retrospective study in a UK single centre. 

Methods: A six-factor scoring tool to triage women with HMB was identified based on different published evidence. 

These factors are the presence of a uterine fibroid, chronic pelvic pain/endometriosis, adenomyosis, patient desire for 

hysterectomy, large uterine cavity and anaemia needing parental therapy. Each factor scores 1, apart from uterine cavity 

length which scores 2. Hysterectomy would be advised if the score is ≥3, otherwise conservative options would be 

indicated. For this tool to be clinically recognised, it needed to be validated retrospectively over one year. In order to 

validate this scoring tool, 327 women aged 25-54 referred with HMB between January 2021 and December 2021 were 

identified and reviewed. Data was retrieved from patients` records, then divided by outcome. The score was applied to 

the collected data, patients followed for two years. Differences and associations between variables were examined. 

Sensitivity and specificity of the scoring system in triaging women with HMB was measured. The application of the 

validated scoring tool in practice was considered depending on the validation outcome. 

Results: 38/327 (11. 6%) of patients had hysterectomy. There was a significant association between having each factor 

of the score and hysterectomy and a significant association of having a total score of ≥3 and hysterectomy OR 6.23 

(95% CI 4.80 – 7.67). The score has a calculated sensitivity of 0.84 (0.68-0.93), specificity of 0.99 (0.97-0.99) and 

positive predictive value of 0.91 (0.75-0.98). The strongest predictive factor for hysterectomy was large uterine cavity, 

followed by woman’s desire for hysterectomy, then adenomyosis (p<0.001). Other demographic and clinical variables 

did not predict hysterectomy as an outcome with the exception of dysmenorhea which when added to the score, it 

decreased positive predictive value affecting performance. To apply this validated scoring tool in practice, a prospective 

feasibility trial needs to be conducted prior to a definitive randomised control trial which is on the way. 

Conclusions: To use this scoring tool to triage women with HMB in practice, it needed to be validated. Validation has 

confirmed that this scoring system has high sensitivity and specificity in predicting outcome. Further evaluation of this 

validated tool in a randomised clinical feasibility trial prior to the definitive trial is needed so the scoring tool can be 

utilised in practice. 
 
Keywords: Heavy, Menstrual, Bleeding, Validation, Scoring system, Practice 
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This typically begins with conservative options to avoid 

hysterectomy, including hormonal treatments (such as the 

Levonorgestrel-releasing intrauterine system (LNG-IUS), 

Mirena IUS, Bayer Healthcare pharmaceutical Inc, 

POBOX  1000 Montvale NJ, USA) and endometrial 

ablation (EA). They both proved to be very effective in 

managing the condition and controlling women`s 

symptoms.5-8 These procedures represent a lower cost with 

a shorter recovery time compared to hysterectomy. 

Hysterectomy, is highly effective in stopping bleeding. 

However, because it carries higher rates of surgical risks 

and longer recovery times compared to conservative 

methods, evidence-based guidelines generally recommend 

reserving it as the last option where other therapies have 

failed, are unsuitable, or have been declined by the 

patient.1 

Despite the effectiveness of the conservative options, 

several women fail to respond to them with reduced 

treatment efficacy and continuation of HMB and other 

symptoms for years before definitive management is 

offered.4-18 It has been reported that a post ablation 

hysterectomy rate could reach 21% in some studies and a 

similar failure rate reported with hormonal IUS on a longer 

-five year follow up.4-7 

There is clearly a need for research to help identify in 

which women the hormonal IUS/EA and other 

conservative options are not likely to offer a long-term 

solution, and hysterectomy will be required. Identification 

of conditions lead to failure of these conservative options 

during the gynaecological consultation for HMB is 

important which can highlight the best available care plan 

to deal with these symptoms with significant cost saving.8 

A six-factor scoring system has been introduced based on 

previous evidence.  

This scoring tool was validated retrospectively over one 

year to test its ability to identify women who would benefit 

from receiving hysterectomy for HMB. The tool was 

found to be highly sensitive and specific in identifying 

outcome.  This would support the future counselling 

process and decision making. To apply this validated 

scoring system in practice, a prospective randomised 

feasibility trial has been planned prior to a definitive 

randomised controlled trial.  

METHODS 

Gynaecological referrals to gynaecology clinics at South 

Tyneside and Sunderland Foundation trust between 

January 2021 and December 2021 were identified and 327 

women referred with HMB met the inclusion criteria of the 

study and were included. Exclusion criteria included 

patients who had other gynaecological indications for 

hysterectomy such as cervical intraepithelial neoplasia, 

malignant and premalignant uterine and ovarian 

conditions, uterine prolapse or women declining 

hysterectomy and wanting to preserve fertility, those with 

very high (body mass index) BMI >45 as we usually try to 

avoid hysterectomy due to high chance of complications 

and when there are contraindications for hysterectomy 

such as previous multiple laparotomies or significant 

anaesthetic risk. Patients` consent was not obtained or 

required being a retrospective case note review study. 

Data including demographics, clinical presentation, 

investigations and treatment options was retrieved 

retrospectively from patient`s notes via the local online 

information system (Meditech). Collected data was 

documented on an Excel spreadsheet. The scoring system 

was applied to the collected data. The scoring system uses 

6 clinical parameters:  presence of uterine fibroid of ≥3 cm, 

adenomyosis, uterine cavity length >10.5 cm, chronic 

pelvic pain/ endometriosis/ dysmenorrhoea and 

dyspareunia, iron deficiency anaemia needing iron 

infusion/blood transfusion and woman`s desire for 

hysterectomy. Each parameter scores 1 apart from the 

uterine cavity length which scores 2 (Table 1). The score 

was measured following data collection on each patient. 

Patients were then followed for two years. 

Core outcome sets: we calculated the number of patients 

who needed hysterectomy. We also divided the patients 

into those who scored <3 and those who scored ≥3 and 

followed them for two years. We measured the correlation 

between each factor in the scoring tool and the outcome of 

hysterectomy and measured the sensitivity and specificity 

of the scoring tool in predicting outcome. 

Sample size estimation 

This was calculated as suggested by Negida et al.11 Based 

on clinical experience that between 10 and 15% of women 

in this clinical group proceeded to hysterectomy, an 

average prevalence of 12.5% was chosen and this yielded 

a total required sample size of 320 participants and 35 

outcomes of hysterectomy to estimate sensitivity and 

specificity at 0.9. 

Statistical analysis 

All analysis was performed using JASP 0.19.3 with an 

alpha level of <.05 throughout. Differences between scale 

variables were examined using the Welch corrected t-test 

(except for IMD -Index of multiple deprivation) where the 

ordinal data needed the use of Mann-Whitney test for non 

-parametric data and associations between categorical 

variables using the Chi-squared test.  

Associations with the binary outcome (hysterectomy or 

not) were assessed using a series of logistic regressions 

with hysterectomy as the outcome variable and the 

members of the score construct or other clinical and 

demographic variables as predictors. Depending on the 

validation outcome of the scoring tool, its applicability and 

utilisation in clinical practice was assessed.  
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RESULTS 

38/327 of the patients who met the criteria (11.6%) had 

hysterectomy. Duration of HMB was converted into 

months. Where a range was given the midpoint was 

chosen. For one patient this was reported as since 

menarche and this was replaced as her age minus 13 

expressed in months. 6 patients were reported as “years” 

or “many years” and these were replaced at approximately 

mean value + 3 SD or 10 years (120 months).  

Postcode was converted to index of multiple deprivation 

(IMD) score to assess if there was any association between 

socio-economic status and having hysterectomy. There 

were no significant differences or associations between 

demographic variables and clinical variables outside the 

score construct and having a hysterectomy with the 

exception of those women experiencing dysmenorrhea 

alone which was associated with hysterectomy as an 

outcome (p<0.001) (Table 1). 

Table 1: Differences between those who did/did not have hysterectomy in (A) clinical and demographic variables, 

(B) members of the score construct, and (C) number of patients experiencing each outcome depending on                 

score status. 

 No hysterectomy (%) Hysterectomy (%) P value 

(A) Characteristics (N) 289 38  

Age (in years) 42.89 (7.68) 43.13 (6.91) 0.31 

BMI 30.09 (4.290) 30.41 (4.86) 0.70 

Previous CS  No 238 (82.35) No 30 (78.95)  

Number of CS 1.67 (0.77) n=51 1.88 (0.64) n = 8 0.37 

Previous tubal ligation No 263 (91.00) No 34 (89.47) 0.76 

Duration HMB (months) 24.67 (35.74) 34.68 (36.55) 0.12 

Smoker No 277 (95.85) No 36 (94.74) 0.75 

IMD mean (SD), median 3.45 (2.33), 3.0 3.32 (2.00), 3.0 0.97 (Mann-Whitney) 

Ethnicity WB 97.65 WB 100 - 

PCOS Yes 13 (4.51) Yes 3 (7.90) 0.37 

Dysmenorrhea alone Yes 44 (15.44) Yes 16 (42.11) <0.001 

(B) Score    

CPP Yes 58 (20.21) Yes 22 (57/90) <0.001 

fibroid Yes 29 (10.11) Yes 20 (52.63) <0.001 

adenomyosis Yes 16 (5.58) Yes 18 (47.39) <0.001 

anaemia Yes 12 (4.17) Yes 12 (31.58) <0.001 

Large uterine cavity Yes 3 (1.05) Yes 18 (47.37) <0.001 

desire Yes 22 (7.61) Yes 25 (65.79) <0.001 

Score mean (SD) median 0.50 (0.71), 0.00 3.47 (1.20), 3.00 <0.001 

Number ≥3 2 (0.69) 33 (86.84) <0.001 

(C) Outcomes   Total 

Score < 3 287 5 292 

Score ≥3 2 33 35 

Total 289 38 327 

Table 2: Coefficients for logistic regression model predicting outcome of hysterectomy (A) from the 6 members of 

the SCORE variable, and (B) from the other demographic and clinical variables measured. 

Factor B (SEB) OR (95% CI) P value 

(A) Members of score variable    

Intercept -7.43 (1.24)   

Large cavity 5.90(1.27) 360.87 (29.99 – 4342.51) <0.001 

Desire 4.36 (0.98) 78.52 (11.53 – 534.59) <0.001 

Adenomyosis 3.67 (0.94) 39.22 (6.24 – 243.49) <0.001 

CPP 1.85 (0.81) 6.38 (1.32 – 30.89) 0.021 

Anaemia 1.98 (0.99) 7.22 (1.03 – 50.63) 0.047 

Fibroid 2.02 (0.89) 7.56 (1.31– 43.55) 0.024 

(B) Other demographic and clinical factors  

Factor    

Intercept -3.21 (1.47)   

Continued. 
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Factor B (SEB) OR (95% CI) P value 

Age (in years) 0.03 (0.03) 1.03 (0.98 – 1.08) 0.29 

Parity 0.13 (0.18) 0.87 (0.61 – 1.25) 0.47 

BMI -0.006(0.03) 0.99 (0.93 – 1.06) 0.86 

Number prev CS 0.17 (0.25) 1.19 (0.73 – 1.92) 0.49 

Tubal ligation v not -0.22 (0.67) 0.80 (0.22– 3.01) 0.75 

Duration of HMB 0.006 (0.004) 1.01 (0.99 – 1.01) 0.20 

Smoker v not 0.33 (0.83) 1.40 (0.28– 7.08) 0.69 

IMD decile -0.04 (0.08) 0.96 (0.82 – 1.13) 0.64 

Dysmenorrhea  1.36 (0.38) 3.90 (1.85 – 8.19) <0.001 

χ2(317) = 180.45, p<0.001, R2 (McFadden) 0.77, R2 (Nagelkerke) 0.83, R2 (Tjur) 0.77, R2 (Cox & Snell) 0.43 

χ2(312) = 17.67, p=0.05, R2 (McFadden) 0.07, R2 (Nagelkerke) 0.10, R2 (Tjur) 0.06, R2 (Cox & Snell) 0.05 

For all 6 members of the score there was a significant 

association between having this factor and hysterectomy 

and also a significant association of having a total score of 

≥3 and hysterectomy, OR 6.23 (95% CI 4.80-7.67). Each 

of the elements of the score system was independently 

associated with the outcome of hysterectomy (Table 1). 

The scoring system has a calculated sensitivity of 0.84 

(95% CI 0.68-0.93), specificity of 0.99 (95% CI 0.97-0.99) 

and positive predictive value of 0.91 (95% CI 0.75-0.98). 

Women who ended up having hysterectomy had higher 

mean score than those who did not t (40.52) =14.71, 

p<0.001, d=3.15 (95% CI 2.24-3.90). Number of women 

experiencing each outcome when classified by a score 

cutoff of ≤3 is shown in Table 1. 

A series of logistic regression models was constructed to 

determine which factors predict hysterectomy using 

initially the six members of the score (and to determine 

their combined effect). A significant model is found with 

coefficients as in Table 2. χ2 (317) =180.45, p<0.001, R2 

(McFadden) 0.77, R2 (Nagelkerke) 0.83, R2 (Tjur) 0.77, R2 

(Cox & Snell) 0.43. 

When considered as a group of 6, the strongest predictive 

factor is the presence of a large uterine cavity (p<0.001) 

followed by the woman’s desire for hysterectomy 

(p<0.001) and then the presence of adenomyosis. The 

remaining factors are then weaker but all significant 

(p<0.03) (Table 2).  

A second series of logistic regression models was 

constructed to determine if any of the other clinical or 

demographic factors predict hysterectomy using the other 

measured variables (and to determine their combined 

effect). A borderline significant model is found with 

coefficients as in Table 2. χ2(312) =17.67, p=0.05, R2 

(McFadden) 0.07, R2 (Nagelkerke) 0.10, R2 (Tjur) 0.06, R2 

(Cox & Snell) 0.05.  

None of the demographic or other factors were 

significantly related to the outcome of having a 

hysterectomy at two years with the exception of 

dysmenorrhea alone which is a significant predictor (Table 

2). In a combined logistic regression model once the 

members of the score variable were entered, none of the 

other clinical or demographic factors were significant 

predictors of hysterectomy as an outcome. 

Distribution of scores calculated for each woman divided 

by outcome is shown in Figure 1a. Taking estimated 

prevalence of hysterectomy (from data) calculated as 0.12 

(95% CI 0.08–0.16) then the sensitivity and specificity of 

the cut off of 3 on this scoring system is as shown in Table 

3 with the ROC plot for this model is shown in Figure 1b. 

 

Figure 1: (a) Distribution of the score variable 

between those who did/did not have hysterectomy. 

Heavy black line indicates cut off of 3, and (b) ROC 

plot showing performance of logistic model including 

the 6 factors of the SCORE. 

Even though dysmenorrhea alone did not add significantly 

to the combined logistic model, its significance as an 

independent predictor of hysterectomy suggested it should 

be considered as a member of the score construct. Scoring 

was repeated including this factor. There was a significant 

association between scoring above/below the threshold 

with the outcome of having a hysterectomy χ2(1) =243.07, 

p<0.001 with sensitivity and specificity as shown in Table 

3. Adding dysmenorrhoea as a member of the scoring 

a 

b 
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system leads to an increase in sensitivity but a considerable 

reduction in positive predictive value suggesting it should 

not be retained as a predictive factor and the original 

members of the score construct should be retained 

unchanged. Confirming that this scoring system is valid, 

facilitates its application and utilisation in practice. 

Table 3: Performance of the score system with a cut off of ≥3 for predicting hysterectomy (A) based on original 

members of the score system, and (B) also including the predictor “dysmenorrhea alone” as a possible              

predictive factor. 

Scores (A) Initial score (B) Score including dysmenorrhea 

Measure Value 95% CI Value 95% CI 

Sensitivity 0.87 0.71 – 0.95 0.92 0.78 – 0.98 

Specificity 0.99 0.97 – 1.00 0.98 0.95 – 0.99 

For any particular positive test result the probability that it is a 

True positive (positive predictive value) 0.94 0.79 – 0.99 0.85 0.70 – 0.94 

False positive 0.06 0.01 – 0.20 0.15 0.06 – 0.30 

For any particular negative test result the probability that it is a 

True negative (negative predictive value) 0.98 0.96 – 0.99 0.99 0.97– 0.99 

False negative 0.02 0.01 – 0.04 0.01 0.002– 0.03 

Likelihood ratios conventional     

Positive 125.49 31.36 – 502.12 44.36 19.99 – 98.46 

Negative 0.13 0.06 – 0.30 0.08 0.02 – 0.24 

Likelihood ratios weighted by prevalence   

Positive 16.50 4.29 – 63.53 5.83 2.76 – 12.35 

Negative 0.02 0.007 – 0.04 0.01 0.003– 0.03 
 

DISCUSSION 

HMB, a common gynaecological condition which may 

affect the individual`s wellbeing. Despite that the majority 

of cases are idiopathic, different pathologies can be 

associated with HMB including uterine fibroids, 

adenomyosis and endometriosis.4-17 

Conservative options are typically offered as the first line 

treatment to women with HMB leaving hysterectomy as 

the last option.1 These options frequently fail resulting in 

prolongation of suffering for the women in addition to the 

additional cost to the health service until definitive surgery 

is offered.15 

Several research have shown reduced treatment efficacy 

and satisfaction over time from conservative options.4-7 

The ECLIPSE Trial has highlighted that 1in 5 women 

needed hysterectomy after 5 years of having the 

Levonorgestrel IUS5. These failures could have been 

related to different gynaecological conditions such as 

uterine fibroids, adenomyosis, large uterine cavity and 

endometriosis which can predispose to additional 

symptoms such as pelvic pain, dysmenorrhoea, 

dyspareunia, anaemia, fatigue and pressure symptoms.4-17 

In this study, we have validated the use of a scoring tool 

which utilises six factors associated with HMB identified 

from previously published data, which could lead to the 

failure of conservative options. When calculated together 

and the score is ≥3, conservative measures might fail 

leading to hysterectomy.4-23 This scoring system aims to 

shorten the time to hysterectomy when other modalities 

would fail and avoid hysterectomy when other medical and 

surgical interventions would usually work.  

Husu et al, reported a 7.1% hysterectomy rate following 

Novasure EA and suggested preoperative imaging to 

detect submucous myomas, large myomas, polyps and 

adenomyosis to optimise patient’s selection and reduce the 

need for subsequent hysterectomy.16 Stevens et al in 2019 

predicted the likelihood of failed EA for HMB. This was 

based on woman`s age, parity, duration of HMB, 

associated dysmenorrhoea and previous caesarean 

section.4 

EA was reported to be associated with post ablation pelvic 

pain in 20.8% in one series especially in women with pre 

ablation dysmenorrhoea and endometriosis. It 

recommended properly counselling women regarding this 

expected surgical outcome.17,18 Late-onset endometrial 

ablation failure (LOEAF) was recently identified to be 

associated with hysterectomy in 25% of women regardless 

of the type of EA used and an unknown number of women 

in this series, have less than satisfactory results.20 In order 

to reduce LOEAF, proper understanding of factors which 

lead to LOEAF with good patient selection can improve 

patient`s satisfaction.19 Recurrence of HMB post EA was 

found to be due to inadequate destruction of the 

endometrium or its regrowth following ablation, chronic 

pelvic pain, leiomyomas and adenomyosis.17-21 

The HEALTH trial; one of the largest randomised 

controlled trials to date in benign gynaecology; compared 

laparoscopic supracervical hysterectomy (LASH) with EA 

for HMB. It found that women allocated to LASH were 

more satisfied with their treatment with improved quality 
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of life (QoL) compared to the EA group with no difference 

in serious adverse events between the two groups over 15 

months follow up.3 The trial excluded women with fibroids 

and large endometrial cavities and patients were only 

followed for 15 months which might not be sufficient to 

assess EA failure.22 Society guidelines describe 

hysterectomy as a last resort in the context of providing 

less invasive options for gynaecological conditions. 

However, methodologically sound evaluation is required 

to test the status quo.19 

Adenomyosis is a common cause of chronic pelvic pain 

and HMB. Deep adenomyosis was identified in 

hysterectomy specimens in a significant number of 

patients following failed Novasure endometrial ablation.21-

24 

On the other hand, the Levonorgestrel IUS was found to 

be associated with failure in women with a uterine fibroid 

≥2.5 cm or a uterine size of >12 cm.24,25 

Large uterine cavity >10.5 cm was identified as a risk 

factor for failed EA and LOEAF and it can also be 

associated with a failed Levonorgestrel IUS.20-25 

Large uterine cavity, chronic pelvic pain/dysmenorrhoea 

and dyspareunia or known endometriosis/adenomyosis 

were identified when present together and the score is ≥3, 

a hysterectomy could be the preferred option.17 

One of the causes of Iron deficiency anaemia is HMB 

which can be life-threatening, requiring urgent treatment.26 

A consensus guidance covering screening and diagnosis of 

iron deficiency anaemia in women with HMB has been 

suggested to improve health outcomes in those 

individuals.27 We considered HMB leading to iron 

deficiency anaemia needing parenteral therapy as a factor 

which can predict hysterectomy if other factors also 

existed.17 

Women`s desire for definitive treatment was identified as 

a factor which would eventually lead to hysterectomy 

when present with other factors in a previous series.17 This 

was especially identified in women aiming for complete 

amenorrhoea. In this study, individual`s desire for 

definitive surgery was found to have a strong predictive 

value for hysterectomy. 

Hysterectomy is the most commonly performed major 

gynaecological surgical procedure.29 Despite its invasive 

nature, it represents the most definitive treatment for HMB 

when future fertility is not desired.29 

Due to its invasive nature with longer recovery time and 

complications, hysterectomy is thought to be only 

considered when other treatment options have failed or are 

contraindicated.1,29 

There is no available scoring system to triage women with 

HMB into hysterectomy and uterine sparing modalities. 

This study has validated a scoring tool and found a 

significant association between scoring ≥ the threshold of 

3 with the outcome of having a hysterectomy. Each 

member of the scoring system was significantly associated 

with the outcome of hysterectomy. This scoring system 

was found to be highly sensitive and specific in triaging 

women with HMB into hysterectomy and uterine sparing 

options. The strongest predictive factor in this scoring tool 

was found to be the presence of a large uterine cavity 

followed by woman’s desire for hysterectomy then the 

presence of adenomyosis. No other clinical or 

demographic factors were found to be significant 

predictors. Dysmenorrhoea, which was found to be 

significantly associated with the outcome of hysterectomy, 

was not added to the final scoring tool as this would result 

in improving sensitivity, albeit a reduction in specificity, 

hence reducing the performance of the scoring system. 

This study has assisted us to consider utilizing this tool in 

practice by testing it first in a prospective randomised 

clinical trial. A feasibility study to gage recruitment, 

retention in the trial and follow-up is on the way. 

Strengths  

This study has validated a scoring tool which utilised 

different evidence-based factors which usually lead to 

failed conservative measures and measured its sensitivity 

and specificity so that the tool could be utilised in clinical 

practice. It correctly excluded factors which reduced the 

score performance. It also identified which factors in the 

tool predicted hysterectomy most. It reviewed and 

summarised recent evidence on failed conservative 

management for HMB. To our knowledge, this is the only 

available scoring system to triage women with HMB. This 

study would lead to further testing of this tool in a 

prospective clinical randomised trial for wider use in 

practice.  

Limitations 

This study is a retrospective study over one year with a 

small sample size in one UK centre. It only followed 

women for two years which could have missed some of the 

LOEAF. 

CONCLUSION 

This scoring system as developed has high sensitivity and 

specificity with positive predictive value in triaging 

women with HMB into hysterectomy and conservative 

options with logistic regression confirming the validity of 

the scoring tool in differentiating outcomes.  We can now 

further assess this validated tool in a prospective 

randomised clinical trial prior to its application in practice. 

ACKNOWLEDGEMENTS 

Authors would like to thank the coding department at 

South Tyneside and Sunderland NHS Foundation Trust for 

their help and support in patient identification. They also 



Al-Inizi S. Int J Reprod Contracept Obstet Gynecol. 2026 Jul;15(7):2416-2423 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 15 · Issue 7    Page 2422 

want to thank the two research nurses Judith Ormond and 

Ashleigh Duffy for their help in triaging the first patient`s 

list and Dr. Safa Kindawi, Dr. Laura Hewitt and Dr. 

Humaira Ali for their help in data collection. They would 

also like to thank to Dr. Jon Rees (Associate Professor and 

methodologist) for his efforts and contribution in the 

statistical analysis and the validation of the scoring system. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Heavy menstrual bleeding: assessment and 

management. NICE Guideline, No. 88 London: 

National Institute for Health and Care Excellence 

(NICE). 2021. Available at: https://www.nice.org.uk/ 

guidance/ng88. Accessed on 14 March 2026. 

2. Lui Z, Doan QV. Blumenthal P, Dubois RW. A 

systematic review evaluating health- related quality of 

life, work impairment, and health care costs and 

utilization in abnormal uterine bleeding. Value 

Health. 2007;10(3):183-94. 

3. Copper K, Breeman S, Scott NW, Scotland G, Clark 

J, Hawe J, et al. Laparoscopic supracervical 

hysterectomy versus endometrial ablation for women 

with heavy menstrual bleeding (HEALTH): a parallel-

group, open-label, randomised controlled trial. 

Lancet. 2019;394(10207):1425-36. 

4. Stevens K.Y.R, Meulenbroeks D, Houterman S, 

Gijsen T, Weyers S, Schoot BC. Prediction of 

unsuccessful endometrial ablation: a retrospective 

study. Gynecol Surg. 2019;16(7). 

5. Gupta J, Daniels J, Middleton L, Pattison HM, 

Prileszky G, Roberts TC, et al.  A randomised 

controlled trial of the clinical effectiveness and cost-

effectiveness of the levonorgestrel-releasing 

intrauterine system in primary care against standard 

treatment for menorrhagia: the ECLIPSE trial. Health 

Technol Assess. 2015;19(88):1-118. 

6. Kumar V, Chodankar R, Kumar Gupta J. Endometrial 

ablation for heavy menstrual bleeding. Women’s 

Health (Lond). 2016;12(1):45-52. 

7. Matteson KA, Abed H, Wheeler TL, Sung VW, Rahn 

DD, Schaffer JI, et al. A systematic review comparing 

hysterectomy with less-invasive treatments for 

abnormal uterine bleeding. J Minim Invasive 

Gynecol.  2012;19(1):13-28. 

8. Al-Inizi S. Why do women with Heavy menstrual 

bleeding end in hysterectomy? Open Access. 

2023;2(1):108. 

9. Kiran A, Geary RS, Gurol- Urganci I, Cromwell DA, 

Bansi-Matharu L, Shakespeare J, et al.  

Sociodemographic differences in symptom severity 

and duration among women referred to secondary care 

for menorrhagia in England and Wales: a cohort study 

from the National Heavy Menstrual Bleeding Audit. 

BMJ Open. 2018;8(2):e018444. 

10. Kirstin R, Davies M, Gerald J, Harkins GJ. 

Characteristics of patients undergoing hysterectomy 

for failed endometrial ablation. JSLS. 

2013;17(4):503-7. 

11. Negida A, Fahim NK, Negida Y. Sample Size 

Calculation Guide - Part 4: How to Calculate the 

Sample Size for a Diagnostic Test Accuracy Study 

based on Sensitivity, Specificity, and the Area Under 

the ROC Curve. Adv J Emerg Med. 2019;19;3(3):e33. 

12. Royal College of Obstetricians and Gynaecologists, 

London School of Hygiene & Tropical Medicine 

(LSHTM), and Ipsos MORI, National Heavy 

Menstrual Bleeding Audit: Third Annual Report. 

London, UK: RCOG Press. 2013. Available at: 

https://www.hquip.org.uk. Accessed on 14 March 

2026. 

13. Wang W, Bourgeois T, Klima J, Berlan ED, Fischer 

AN, O’Brien SH. Iron deficiency, and fatigue in 

adolescent females with heavy menstrual bleeding. 

Haemophilia. 2013;19(2):225-30.  

14. Cohen BJ, Gibor Y. Anaemia and menstrual blood 

loss. Obstet Gynecol Surv. 1980;35:597-618. 

15. Al-Inizi S. How much cost saving can be achieved by 

introducing a scoring system to triage women with 

heavy menstrual bleeding? Int J Clin Stud Med Case 

Rep. 2023;25(4):2-6. 

16. Husu A L, Bell C, Burkman R, Grow D. 

Hysterectomy after novasure endometrial ablation 

failure of a bridge to menopause. Fert Steril. 

2007;88(1):S193. 

17. Al-Inizi S, Kaur S, Amr M. Heavy menstrual 

bleeding: Can a scoring system predict the likelihood 

of hysterectomy? Med J Obs Gyn. 2023;11(1):1164. 

18. Thomassee M, Curlin H, Yunker A, Anderson TL. 

Predicting pelvic pain after endometrial ablation: 

which preoperative patient characteristics are 

associated? J Minim Invasive Gynecol. 

2013;20(5):642-7. 

19. Singh S, Bougie O. HEALTH for heavy menstrual 

bleeding: real-world implications. Open Access. 

2019;394(10207):1390-2. 

20. Wortman M. Late-Onset endometrial ablation failure. 

Case Rep in Womens Health. 2017;12:15:11-28. 

21. McCausland AM, McCausland VM. Depth of 

endometrial penetration in adenomyosis helps 

determine outcome of rollerball ablation. Am J Obstet 

Gynecol. 1996;174(6):1786-93.  

22. Singh S, Bougie O. HEALTH for heavy menstrual 

bleeding: real-world implications. Open Access. 

2019;394(10207):1390-2.  

23. Seidman JD, Kjerulff KH. Pathologic findings from 

Maryland Women`s Health Study: practice patterns in 

the diagnosis of adenomyosis. Int J Gynecol Pathol. 

1996;15(3):217-21.  

24. Mengerink B, Van der Wurff, Haar JF, Van Rooij IA, 

Pinjnenborg J. Effect of undiagnosed deep 

adenomyosis after failed Novasure endometrial 

ablation. J Minim Invasive Gynecol. 2015;22(2):239-

44. 



Al-Inizi S. Int J Reprod Contracept Obstet Gynecol. 2026 Jul;15(7):2416-2423 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 15 · Issue 7    Page 2423 

25. Singh K, Bharati G, Prasad D, Kumari S. Role of 

levonorgestrel releasing intrauterine device in 

management of heavy menstrual bleeding: a 

conservative approach. Int J Reprod Contracep Obstet 

Gynecol. 2017;6(2):1-31. 

26. Shazly SA, Famuyide AO, El-Nashar SA, Breitkopf 

DM, Hopkins MR, Laughlin-Tommaso S. 

Intraoperative predictors of long-term outcomes after 

radiofrequency endometrial ablation. J Minim 

Invasive Gynecol. 2016;23(4):582-9.  

27. Nelson A, Ritchie J. Severe anemia from heavy 

menstrual bleeding requires heightened attention. Am 

J Obstet Gynecol. 2015;213(1):97.e1-6. 

28. Mansour D, Hofmann A, Gemzell-Danielsson K. A 

review of clinical guidelines on the management of 

iron deficiency and iron-deficiency anaemia in 

women with heavy menstrual bleeding. Adv Ther. 

2021;38(1):201-25. 

29. Van der Meij E, Emanuel M. Hysterectomy for heavy 

menstrual bleeding. Women`s Health (Lond). 

2016,1;12(1):63-9. 

30. Calaf J, Cancelo MJ, Andeyro M, Jimenez JM, Perello 

J, Correa M, et al. Development and Psychometric 

Validation of a Screening Questionnaire to Detect 

Excessive Menstrual Blood Loss That Interferes in 

Quality of Life: The SAMANTA Questionnaire. J 

Womens Health. 2020;29(7):1021-31. 

31. Al Wattar B, Shofield S, Minns V, Khan K. Quality 

of life measurement tools for heavy menstrual 

bleeding: A systematic review and critical appraisal. 

Sex Reprod Healthc. 2025;44:101102. 

 

 

 

 

 

 

 

 

 

Cite this article as: Al-Inizi S. How can a heavy 

menstrual bleeding scoring system be utilized in 

practice? Int J Reprod Contracept Obstet Gynecol 

2026;15:2416-23. 


