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Abstract 
Introduction: Adenomyosis is a common gynaecological condition that affects women of reproductive age group (20%-60%). 

The cardinal clinical features of adenomyosis are menorrhagia, dysmenorrhea and uterine enlargement. Classically, it was 

thought and compared with ultrasonography; MRI enables more accurate diagnosis of the disease when adenomyosis is 

suspected. 

Objective: To evaluate the clinical profile associated with adenomyosis, frequency distribution and to determine the prevalence 

of adenomyosis in patients undergoing hysterectomy for other indications, as well as to correlate clinical examination with 

histopathological examination. 

Methodology: It is a retrospective observational study which included 100 patients who underwent abdominal hysterectomy or 

vaginal hysterectomy for various indications. Age, parity, presenting complaints, elicited signs, indication for hysterectomy, and 

HPE report of the specimens were analyzed. All cases diagnosed as Adenomyosis and Endometriosis was excluded. 

Results: Among 100 women who underwent hysterectomy, Adenomyosis was found in 24 cases (24%). Menorrhagia (91.7%), 

chronic pelvic pain (83.3%), dysmenorrhea (79.2%), dyspareunia (16.7%) is the classic presentation. More common in 

multiparous women and begins later in reproductive life (mean age- 45yrs). (45.8%) had bulky uterus on per vaginal 

examination. Adenomyosis was present in 10 of 23 patients (43.47%) diagnosed as dysfunctional uterine bleeding; 6 of 24 (25%) 

with fibroid; 4 of 21 (19.04%) with prolapse; 2 of 14 (14.28%) with ovarian mass; 2 of 10 (20%) with pelvic inflammatory 

disease. 

Conclusion: The prevalence of unsuspected adenomyosis is found to be 24% in this study. Adenomyosis is common in women 

presenting with chronic pelvic pain, menorrhagia and dysmenorrhea. It is also common in multiparous women with bulky uterus 

and mean age being 45 years. In women with completed family and had failed medical therapy given for undiagnosed 

Adenomyosis the choice of therapy is hysterectomy. 
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Introduction 
Adenomyosis is a common gynaecological 

condition that affects the reproductive women.1 It is a 

condition where there is ingrowth of the endometrium, 

both the glandular and stromal components, directly 

into the myometrium. Uterine enlargement, 

dysmenorrhea and menorrhagia are regarded as the 

cardinal clinical features of adenomyosis.2-4 

Various diagnostic modalities such as ultrasound 

and MRI are available to diagnose adenomyosis but the 

final diagnosis is obtained by naked eye examination of 

the cut specimen (Fig. 1) and histopathology (Fig. 2) of 

the same. 

It is relatively frequent in multiparous women, in 

their fourth and fifth decade of life.5 Risk factors for 

adenomyosis are age, multiparity, surgical disruption of 

the endometrial-myometrial border, elevated levels of 

both FSH and prolactin, smoking habits and history of 

depression.6,7 Clinical diagnosis of adenomyosis is 

challenging because symptoms closely mimic those of 

other uterine pathology such as fibroid uterus, 

endometriosis or endometrial polyps.8,9 

 

 

 
Fig. 1: Cut specimen of uterus showing 

myohyperplasia and adenomyosis 

 

 
Fig. 2: HPE showing uterine Adenomyosis 
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Oral contraceptive pills, gonadotropin hormones, 

progesterone pills, progesterone intrauterine devices are 

the main stay of medical treatment of symptoms as 

uterus is a hormonally responsive organ. Though they 

reduce the uterine symptoms of adenomyosis, it returns 

quickly after the medicine wears off.11,12 Complete 

eradication of deep adenomyosis is problematic and 

leads to treatment failure. Success rates varied widely 

for uterine artery embolization which was used to 

relieve symptoms for some women.13 The purpose of 

this study is to evaluate the clinical profile associated 

with adenomyosis, frequency distribution and to 

determine the prevalence of adenomyosis in patients 

undergoing hysterectomy for other indications, as well 

as to correlate clinical examination with 

histopathological report. 

 

Methodology 
A Hospital based observational study conducted in 

the department of Obstetrics and Gynaecology, MVJ 

medical college and hospital, Bangalore, India. Study 

included 100 patients who underwent abdominal or 

vaginal hysterectomy with or without salpingo- 

oophorectomy for various indications.  

Age, parity, presenting complaints (Heavy 

menstrual bleeding, Dyspareunia, Dysmenorrhea, 

Chronic pelvic pain), elicited signs, indication for 

hysterectomy, and HPE report of the specimens were 

analyzed. 

All cases diagnosed as Adenomyosis and 

Endometriosis was excluded. 

The data was compiled in a standardized case 

record form for 100 subjects and statistical analysis was 

done. 

 

Results 
A total of 100 women underwent hysterectomy for 

various indications of which 78% underwent total 

abdominal hysterectomy and 22% underwent vaginal 

hysterectomy. Adenomyosis was diagnosed in 24 of 

100 cases (24%) by histopathological examination 

(HPE). All women were multiparous and the mean age 

of adenomyosis was 45 years. 30 (30%) women had 

failed medical treatment history prior to surgery. 

 

Table 1: Age distribution of patients who underwent 

hysterectomy and the frequency distribution on 

Adenomyosis 

Age Distribution 

(In Years) 

Total Adenomyosis 

Present 

 (n=100) (n=24)(%) 

≤30 2 0 

31-40 32 7 (29.16%) 

41-50 45 13 (54.16%) 

>50 21 4 (16.66%) 

 

Majority of the patients with adenomyosis (13 patients 

i.e. 54.16%) were in the age group of 41-50 years.  

 

Table 2: Indications for hysterectomy and the 

frequency distribution of Adenomyosis 

Indication Total Adenomyosis 

Present 

 (n=100) (n=24)(%) 

Dysfunctional 

Uterine Bleeding 

(DUB) 

23 10 (43.47%) 

Fibroid Uterus 24 6 (25%) 

Uterine Prolapse 21 4 (19%) 

Ovarian Tumor 14 2 (14.28%) 

Pelvic 

Inflammatory 

Disease (PID) 

10 2 (20%) 

Others 8 0 (0%) 

 

Highest incidence: Out of 23 patients who 

underwent hysterectomy for DUB, 10 (43.47%) cases 

had a coexistent adenomyosis. 

Lowest incidence: Out of 10 patients who 

underwent hysterectomy for PID, 2 (20%) cases had a 

coexistent adenomyosis. 

 

Table 3: Parity in patients with adenomyosis 

Parity (n=24)(%) 

0 0 

1 1 (4.16%) 

2 8 (33.53%) 

3 10 (41.66%) 

4 3 (12.5%) 

≥5  2 (8.33%) 

 

Adenomyosis is more common in multiparous women. 

 

Table 4: Clinical symptoms of patients with HPE 

diagnosed adenomyosis 

Symptoms (n=24)(%) 

Abnormal Uterine 

Bleeding (AUB) 

22 (91.66%) 

Chronic Pelvic Pain 20 (83.33%) 

Dysmenorrhea 19 (79.16%) 

Dyspareunia 4 (16.66%) 

Pelvic Pressure 9 (37.5% ) 

 

As it is seen in Table 4, there was overlapping of 

symptoms; the highest incidence being AUB (91.66%) 

and the next being chronic pelvic pain (83.33%). 

 

Table 5: Size of uterus in patients with Adenomyosis 

Size of Uterus (n=24) (%) 

Normal 5 (20.83%) 

Bulky 11 (45.83%) 

6 weeks 1 (4.16%) 

8 weeks 4 (16.66%) 
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10 weeks 2 (8.33%) 

>10 weeks 1 (4.16%) 

Total 24 (24%) 

 

45.83% of the patients diagnosed histopathologically as 

Adenomyosis, had bulky uterus.  

 

Table 6: Histopathology of the endometrium in 

patient’s coexistent Adenomyosis 

Endometrial Changes (n=24) (%) 

Proliferative phase 10(41.66%) 

Secretory phase 6(25%) 

Senile atrophy 4(16.66%) 

Endometrial hyperplasia 3(12.5%) 

Disordered endometrium 1(4.12%) 

Total 24 (24%) 

 

The most common endometrial change in 

hysterectomized patients was proliferative type of 

endometrium (41.66%).  

 

Discussions 
Hysterectomy is a definitive treatment of pelvic 

pathology including abnormal uterine bleeding, fibroid 

uterus, chronic pelvic pain, adenomyosis, 

endometriosis, pelvic inflammatory disease, uterine 

prolapse and genital malignancies.14  

Adenomyosis uteri has been shown as a separate 

entity in the etiologies of AUB as classified by the 

following acronym PALM-COEIN.15 The most 

common preoperative indication in our study was 

menorrhagia (43.47%), similar to study done by Rather 

et al.16  Deeksha Pandey et al17 and Vaidya and Vaidya18  

had fibroid uterus as the commonest preoperative 

diagnosis i.e. 39.8% and 42.94% respectively. 

Due to its vague symptoms adenomyosis is rarely 

diagnosed preoperatively. However, radiological 

modalities like transvaginal ultrasound and MRI are 

helpful. MRI is expensive and hence its access is 

limited. In our study, adenomyosis was the most 

common (24%) incidental finding, similar to study done 

by Siwatch19 et al (18.9%).  

In this study data demonstrates that adenomyosis is 

a common finding in middle aged women and is present 

in almost one- fourth (24%) of hysterectomy 

specimens. As it has no special symptoms of its own it 

was rarely diagnosed correctly preoperatively and is 

still largely underdiagnosed. 5-70% is the frequency 

found in literatures. In clinical observation chronic 

pelvic pain, menorrhagia and dysmenorrhea are thought 

to be suggestive of and attributable to the presence of 

adenomyosis.10 In this study data demonstrates that 

these three symptoms were most frequently related with 

adenomyosis. Parazzini F, et al reported that women 

with adenomyosis did not have dyspareunia but had 

more chronic pelvic pain and dysmenorrhea.6 

Bergholt T et al reported that endometrial 

hyperplasia had a significant association with 

adenomyosis. Our study found more of proliferative 

type of endometrium in hysterectomy specimen with 

adenomyosis.20 

 

Conclusions 
Adenomyosis is a clinical challenge. Nevertheless, 

the possibility of this lesion needs to be kept in mind 

while evaluating the patient. The prevalence of 

unsuspected adenomyosis is found to be 24% in this 

study. Adenomyosis is common in women presenting 

with chronic pelvic pain, menorrhagia and 

dysmenorrhea. It is also common in multiparous 

women with bulky uterus and mean age being 45 years. 

In women with completed family and had failed 

medical therapy given for undiagnosed Adenomyosis 

the choice of therapy is hysterectomy. 
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