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TCRE and Mirena: is the combination better?
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Abstract
In the management of menorrhagia, endometrial ablation techniques or intra-uterine progesterone-containing devices are employed when medical therapy fails. We postulated that the insertion of a Mirena IUS at the time of a TCRE would improve upon the success rates found when either is user individually. In a small pilot study, we identified patients who had both a TCRE and Mirena over a 26 month period. Those younger than 45, with a follow-up period of one year formed the final study group of 18. There were high rates of patient satisfaction, with a significant reduction in menstrual bleeding in the majority of patients. An amenorrhoea rate of 67% was achieved, which is significantly higher than the rates found with either TCRE or Mirena alone.
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Introduction
Menstrual disorders constitute 12% of all gynaecology referrals in the UK [1], and menorrhagia affects 20–30% of healthy women [2].
Traditionally, hysterectomy has been the mainstay of treatment for patients with menorrhagia. It does, however, have a number of disadvantages, including relatively high morbidity and mortality rates and high costs.
Because endometrial ablation is less invasive and less expensive and has lower mortality and morbidity rates, it is becoming increasingly popular. Various techniques are available, including transcervical resection of the endometrium (TCRE), laser ablation (ELITT; ESC Sharplan), thermal balloon ablation (Gynecare Thermachoice; Ethicon), cryotherapy (Her Option; AMS), impedance-controlled endometrial ablation (NovaSure; Novacept), and microwave ablation (MEA; Microsulis).
All methods of endometrial ablation aim to destroy the endometrium. The process involves removing the full thickness of the endometrium together with the superficial myometrium and the basal glands, which are thought to be the focus of endometrial growth. Endometrial tissues, however, have amazing regenerative properties, with a controlled growth rate exceeding that of all known tumours. Within days of the onset of menses, under appropriate oestrogen stimulation, the endometrium regenerates, rapidly achieving a thickness of 8–10 mm. Attempts to destroy the endometrium and achieve amenorrhoea have, therefore, been met with limited success.
The levonorgestrel intrauterine system (Mirena; Schering), a highly effective contraceptive device, has also been used in managing menorrhagia because it hormonally suppresses endometrial proliferation.
We postulated that the insertion of a Mirena intrauterine system (IUS) at the time of TCRE might improve upon the success rates found when each is used individually.

Methods
All patients who underwent TCRE with insertion of a Mirena IUS over a 25–month period, from August 2002 until March 2005, were identified. Patients over the age of 45 were excluded to ensure that the results would not be affected by menopausal amenorrhoea. Only those patients with a minimum follow–up period of 12 months were included in the analysis. Twelve months is probably an adequate follow–up period, as shown in a study by Perino et al. in which they demonstrated that rates of amenorrhoea at 36 months were virtually the same as those found at 12 months [3].
The outcome measures were bleeding status and patient satisfaction, as determined by questionnaire.

Results
A total of 51 patients underwent TCRE with insertion of a Mirena IUS during the study period. The procedures were all carried out by, or were under the direct supervision of, the same consultant gynaecologist. Thirty patients were 45 years or younger, and 19 of these had a minimum follow–up period of 12 months. We were unable to contact one patient. The final study group, therefore, comprised 18 patients.
The mean age of these patients was 42 years, with follow–up intervals ranging from 12 to 21 months. The mean follow–up interval was 15.6 months.
In the management of menorrhagia, patient satisfaction is important in evaluating the success of treatment. Fifteen of the 18 patients (84%) were 100% satisfied with the results. Two patients (11%) were partially satisfied. Both reported some improvement in bleeding but had been hoping for more improvement. Only one patient (5%) was dissatisfied with the results of the procedure.
Encouraging results were obtained with regard to bleeding status. Amenorrhoea was achieved in 67% of patients, with 28% experiencing lighter bleeding. One patient (5%) reported continued heavy, irregular bleeding. She underwent a hysterectomy within 4 months of the procedure.

Discussion
Studies that have assessed the success of TCRE have shown that between 10% and 24% of patients experience no change in the severity of their bleeding [4–6]. On average, 20% of patients will require further surgery following TCRE [7]. Factors that reduce the efficiency of TCRE and increase the need for subsequent surgery include incomplete removal of the endometrium, adenomyosis [8, 9] and inflammation [9].
Twelve percent of patients with a Mirena IUS in situ report no change in symptoms [10]. One disadvantage of the Mirena IUS is the erratic vaginal bleeding that may occur in the early months of its use. Inserting the coil at the time of TCRE will eliminate this problem.
With both TCRE and Mirena, only 5% of our patients experienced no change in the severity of their bleeding.
The reported amenorrhoea rates for TCRE and Mirena alone are quite similar, with 23–45% of TCRE patients [4–7, 11–13] and 20–50% of those with a Mirena [1] reporting a complete absence of menstrual periods. When TCRE and Mirena are combined, the amenorrhoea rate was significantly higher, 67%.
In addition to improving outcomes, inserting a Mirena coil at the time of TCRE may be valuable for treating patients with adenomyosis and also provides effective contraception. Although endometrial ablation reduces fertility, it does not eliminate it.
This small pilot study has shown favourable results, with high rates of patient satisfaction. Most patients experienced a significant reduction in menstrual bleeding, and the rates of amenorrhoea were higher than with either TCRE or Mirena alone. It is appreciated that larger studies with longer follow–up periods will be required to confirm these findings; however, these preliminary findings indicate that the use of a Mirena IUS in combination with TCRE may be more effective in treating menorrhagia than either therapy alone.
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