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Background 

Ø Adenomyosis is defined by ectopic loca1on of endometrial and stromal
1ssue distal to the endometrial-myometrial junc1on with associated 
myometrial smooth muscle hypertrophy.

Ø Approximately 20% of cases of adenomyosis involve women younger
than 40 and 80% are aged 40 to 50.

Ø The most accepted hypothesis for the e1ology of adenomyosis stems from
the invagina&on of the endometrial basalis layer into the myometrium.

Ø Adenomyosis can be asymptoma&c or present with menorrhagia, 
dysmenorrhea, metrorrhagia, pain, infer&lity and implanta&on failure

Ø Diagnosis: US, MRI García-Solares J et al 2018



Localisée du côté endométrial; 
myomètre externe normal

Localisée du côté de la séreuse; 
myomètre subnormal du coté 
endométre

Adénomyose avancée 
occupe toute l’épaisseur 
du myomètre 



Grossesse clinique Grossesse évolutive

Naissance vivante Avortement spontanné

Réduc7on de 41% LBR en cas d’adénomyose et FIV



Medical therapeu3c op3ons

ØPills
ØProges1ns; dienogest
ØLNG-IUS
ØGnRHa
ØEtonogestrel
ØCombina1on 



Effects of LNG-IUS in Dysmenorrhea

Forest plot—changes in dysmenorrhea: LNG-IUS vs. others in the short term

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of Dienogest in Dysmenorrhea

Forest plot—changes in dysmenorrhea: DNG vs. others in the short term

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of Pills in Dysmenorrhea

Forest plot—changes in dysmenorrhea: COC vs. others in the short term

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of DNG vs LNG-IUS in Dysmenorrhea

Forest plot—changes in dysmenorrhea: DNG vs. LNG-IUS in the long term

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of GnRHa in Uterine Volume

Forest plot—changes in uterine volume: GnRHa vs. others

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of Pills in Bleeding PaGerns

Forest plot—changes in bleeding patterns: COC vs. others

Galati, G.; The Role of Different Medical Therapies in the Management of Adenomyosis: A Systematic Review
and Meta-Analysis. J. Clin. Med. 2024,13, 3302. https://doi.org/10.3390/jcm13113302



Effects of Etonogestrel in symptoms of Adenomyosis

Moins efficace sur le volume utérin; Plus d’effets secondaires

Zhang et al. The role of different LNG-IUS therapies in the management of adenomyosis: a systematic review and meta-analysis
Reproductive Biology and Endocrinology (2025) 23:23



Effects of different medical therapies in 
symptoms of adenomyosis

ØDysmenorrhea: Dienogest > LNG-IUS > COC
GnRHa short reduction

ØBleeding PaVerns: LNG-IUS, Dienogest > COC
GnRHa short reduction

ØUterine volume: GnRHa > LNG-IUS, Dienogest, COC

ØInfertility: ultra long GnRHa, LNG-IUS > Dienogest, COC



Effects of combina3on of different medical
therapies in Adenomyosis

ØThe final analysis included 28 studies. Compared with etonogestrel, LNG-IUS was more
effective in reducing uterine volume and associated with a lower risk of weight gain, but
showed no significant difference in reducing dysmenorrhea and endometrial thickness.
Comparing LNG-IUS with mifepristone, there was no significant difference in terms of
quality of life. The combination of LNG-IUS with Gonadotropin-releasing hormone agonists
(GnRH-a) was more effective than LNG-IUS alone, providing benefits in reducing
dysmenorrhea, menstrual bleeding, uterine volume, endometrial thickness, and adverse
events.The combination of LNG-IUS with surgical excision was more effective than
surgical excision alone, providing benefits in reducing dysmenorrhea, menstrual bleeding
at 12 months, reducing uterine volume at 6, 12 and 24 months. The combination of LNG-
IUS with focused ultrasound ablation (FUA) was more effective than FUA alone, providing
benefits in reducing dysmenorrhea, menstrual bleeding.

ØThis study found no clear evidence to recommend single-drug therapy for improving pain
and quality of life in Adenomyosis management within 12 months. Combining LNG-IUS
with GnRH-a is effective in alleviating pain, controlling heavy bleeding, reducing lesion
volume, reducing the probability of expulsion and irregular bleeding.

Zhang et al. The role of different LNG-IUS therapies in the management of adenomyosis: a systematic review and meta-analysis
Reproductive Biology and Endocrinology (2025) 23:23



Efficacy and safety of relugolix combination therapy in 
women with uterine fibroids and adenomyosis: subgroup
analysis of LIBERTY 1 and LIBERTY 2

Catherino, Fertil Steril. 2025

Objec7ve: To assess the effects of relugolix combinaMon
therapy in women with uterine fibroids (UFs) and
concomitant ultrasound-diagnosed adenomyosis.

Interven7on: Once-daily relugolix combinaMon therapy (40
mg relugolix, 1 mg estradiol, and 0.5 mg of norethindrone
acetate) or placebo for 24 weeks, or delayed relugolix
combinaMon therapy (40 mg of relugolix monotherapy for
12 weeks, followed by relugolix combinaMon therapy for
12 weeks).

RéducCon du volume utérin
Possible effet sur les échecs d’implantaCon?



Que faire quand rien ne marche plus: 
persistance des symptomes ou échecs 

répétés d’implanta3on

Recours à la chirurgie conservatrice 



Ø Mul$ple methods of fer$lity-sparing surgery for adenomyosis
have been performed with subsequent results.

Ø These techniques include:
• Hysteroscopy, laparotomy, laparoscopy
• Classical adenomyomectomy
• H-incision
• Triple-flap method
• Laparoscopic cytoreduc$ve surgery

Treatments for Adenomyosis in Infer0lity



TECHNIQUES AND INSTRUMENTATION

Hysteroscopic diagnosis and excision of myometrial
cystic adenomyosis

S. Gordts & R. Campo & I. Brosens
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Abstract In 1908, Cullen described the first cases of cystic
adenomyosis in his textbook on adenomyomata. Although not
very common, with the introduction of noninvasive imaging
techniques such as magnetic resonance imaging (MRI) and 3-
D transvaginal ultrasound, an increasing number of cases have
been reported. Patients primarily complain of severe dysmen-
orrhea, chronic pelvic pain, and dysfunctional uterine bleed-
ing. Currently, it is unclear whether adenomyosis and, more
specifically, cystic adenomyosis can be an underlying reason
for impaired fertility and reproductive outcome. With the
postponement of childbearing, the number of patients with
adenomyosis and cystic adenomyosis seeking fertility treat-
ment is increasing. Therefore, in these patients, uterine explo-
ration should include not only the evaluation of the endome-
trial cavity but also the exploration of the sub-endometrial
zone. Indirect imaging techniques, combinedwith office mini-
hysteroscopy, offer the possibility of complete uterine explo-
ration. Two patients with cystic adenomyosis are described in
this paper: one had the chief complaint of menorrhagia and the
other was referred for evaluation of infertility and severe
dysmenorrhea. The aim of these case reports is to present
hysteroscopic dissection and ablation of adenomyotic cysts
as an alternative procedure for the surgical management of this
condition.

Keywords Adenomyosis . Cystic . Hysteroscopy .

Diagnosis . Treatment

Background

The uterine adenomyotic cyst is a cystic structure lined with
endometrial tissue and surrounded by myometrial tissue
that, in most cases, contains hemorrhagic material.
Cullen [1] described the first cases in 1908 in his textbook
on adenomyomata, in which he distinguished submucosal and
subperitoneal cystic adenomyomata. In contrast to diffuse
adenomyosis, the disease primarily occurs in adolescents
and women younger than 30 years and is not associated with
diffuse uterine adenomyosis [2].

The clinical symptoms are nonspecific and include dys-
menorrhea starting at an early age around the time of menar-
che, chronic pelvic pain, and dysfunctional uterine bleeding.
The dysmenorrhea tends to progressively increase and is
resistant to therapy with analgesics or cyclic oral contracep-
tives. When viewed with ultrasound, the cyst increases in size
at the time of menstruation and hormonal suppression
with continuous oral contraceptive pills results in a
partial regression [3].

Since the introduction of imaging techniques, an in-
creasing number of cases have been described in ado-
lescents and young adult women with untreatable dys-
menorrhea. Currently, the diagnosis is primarily based
on magnetic resonance imaging (MRI) criteria or 3-D
ultrasound; it appears as a cystic structure with an
internal diameter of ≥10 mm, with hemorrhagic content
surrounded by myometrial tissue. The disease has received
significant attention in Japan where more than 11 cases of
cystic adenomyomata have been described [4, 5].

In a review of cystic adenomyosis of the uterus, Brosens
et al. [2] defined three subtypes (A, B, and C) according to the
location of the cyst and complexity of the lesion: subtype A1
includes the submucous or intramural cystic adenoma, sub-
type A2 includes cases with a cystic polypoid lesion, subtype
B1 includes subserous cystic adenomyosis, subtype B2

S. Gordts (*) : R. Campo : I. Brosens
Leuven Institute for Fertility & Embryology, Tiensevest 168,
3000 Leuven, Belgium
e-mail: stephan.gordts@lifeleuven.be

Gynecol Surg (2014) 11:273–278
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endoscope, the spirotome was inserted in the outer hystero-
scopic sheet, and under ultrasound guidance, it was directed
towards the cystic structure. A turning movement inserts the
helix of the spirotome into the cystic structure. After with-
drawal of the spirotome, the hysteroscope was reinstalled in
the outer sheet. The spirotome created a clearly visible chan-
nel at hysteroscopic examination, allowing access to the cystic
structure. Endometrial-like tissue was visible within the cyst.
The inner cystic wall was coagulated using the small bipolar
resectoscope and the bipolar coagulating probe. Another hys-
teroscopy 10 weeks after the first showed a normal uterine
cavity with no adhesions and a slightly inflamed endometrial
cavity. The patient underwent 2 months of GnRha therapy and
was referred to our IVF program. Because a pregnancy did not
develop following three IVF cycles and the patient suffered a
recurrence of menorrhagia, another MRI was performed that
revealed a focal enlargement of the junctional zone present at
the mid-third of the uterine corpus. Another 3-month cycle of
GnRha was planned before another IVF attempt.

Discussion

The present cases illustrate the possibility of hysteroscopy for
diagnosis and resection or ablation of intramural cystic
adenomyosis. Although diagnostic hysteroscopy does not
reveal the pathognomonic signs of adenomyosis, some studies
suggests that an irregular endometrium with endometrial de-
fects, altered vascularization, and cystic hemorrhagic lesion
are possibly associated with adenomyosis [9].

With the use of MRI imaging and 3-D ultrasound
adenomyosis, junctional zone hyperplasia and adenomyotic
cysts can now be detected in younger patients during their
reproductive years. The use of 3-D vaginal ultrasound for the
diagnosis of a junctional zone abnormality or adenomyotic
pathology has been extensively described by Exacoustos et al.
[14] and can now be implemented in patients seeking fertility
treatment. As patients are postponing their desire to conceive,
we can expect an increasing incidence of adenomyotic
pathology in patients with fertility problems.

Fig. 1 Utero-Spirotome mounted
in outer sheet of Trophy°
hysteroscope

Fig. 2 Case no. 1. a Cystic
adenomyotic lesion at
transvaginal ultrasound. b
Abnormal vascularization and
detail of the opened cyst after
outflow of the brownish fluid.
c Inside view of the cystic
structure. d Dissection of
cyst using 5-Fr scissors

Gynecol Surg (2014) 11:273–278 275
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Hysteroscopy in adenomyosis

Adenomyosis (sub-endometrial cystic structures):

[Gordts et al 2018]

(A). by lowering intra-uterine pressure abnormal vasculariza;on and 
cys;c bulging hiding adenomyo;c cyst can clearly be iden;fied;
(B) .opening cyst with scissors with ouAlow of chocolate content;
(C). insight view of adenomyo;c cyst;



Adenomyosis (sub-endometrial cys4c structures):

[Gordts et al 2018]

(D) progressive dissection of cyst with scissors;
(E) view of dissected cyst, arrow showing the opening of initial access 
with scissors; and
(F) postoperative control after 12 weeks (defect is still visible).

Hysteroscopy in adenomyosis



Surgical treatment for adenomyosis



Surgical treatment for adenomyosis



Ø Surgical management of adenomyomas and adenomyosis can present an
opera4ve challenge, especially compared with myomectomy.

Ø Adenomyomas are less dis4nct given absence of well- defined borders and
given protrusion into the myometrium.

Ø During dissec4on, the plane is iden4fied mainly by recognizing
healthy myometrium rather than simple enuclea4on as in
myomectomies.

Ø This can lead to increased risk of intraopera4ve bleeding and weakening of
the myometrium, which can increase risk of uterine rupture or abnormal
placenta4on in future.

Surgical treatment for adenomyosis



Conserva6ve surgical management of 
adenomyosis on fer6lity outcomes

2024







Cas clinique

Ø26 ans, 3 EV
ØDysménorrhées, ménométrorragies
ØEchec pilule en continu, dienogest, 

retrait du Mirena
ØProblème de sensibilisation: GnRHa, 

antidepresseur
ØBilan gastro et IRM lombaire normaux
ØQue faire



Cas clinique

ØChirurgie conservatrice
ØGestes préventives:
• Clipage des artères utérines
• Tourniquet
• Injection vasopressine, adrénaline
ØRepérage endomètre:
• ICG
• Bleu 



Cas clinique

Ø Exploration: recherche d’autres 
lésions

Ø Ligament utérosacré droit douteux
Ø Résection, ouverture du vagin 

accidentelle







Cas clinique

Ø 39 ans, célibataire, nulligeste

Ø Opérée pour myoméctomie il y a 4 ans

Ø Ménométrorragies et dysménorrhée invalidantes

Ø Echec pilule continue et dienogest, non améliorée par analogues

Ø US et IRM: Adénomyose diffuse et noyaux myomateux

Ø Souhaite une solution radicale









Conclusion 

ØIl existe plusieurs options médicales thérapeutiques mais aucune n’est
infaillible.

ØLa chirurgie conservatrice représente un vrai challenge afin d’éviter une
hystérectomie chez des patientes jeunes après échec des moyens médicaux
et surtout dans le cadre d’infertilité.


