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Learning Objective

 Clinical case of  a patient with infertility and endometriosis 
 Elagolix treatment with subsequent diffuse progression of  adenomyosis and 

irregular endometrium
 Leuprolide Acetate treatment revealed reduction in adenomyosis and normalization 

of  the endometrium
 Elagolix may not prevent progression of  adenomyosis as effectively as Leuprolide 

Acetate



Background: Endometriosis

• Endometrial tissue growth outside of  the uterus 

• Occurs in 10-15% of  reproductive age women 

• 70% in women with chronic pelvic pain 

• 20-50% in women with infertility 

• Chronic pelvic pain, heavy menstrual bleeding, infertility, significant impatient to 
quality of  life (1, 2)

• GnRH antagonist Elagolix was approved by the FDA for treatment of  moderate to 
severe pain associated with endometriosis (8, 9)



Background: Adenomyosis

• Uterine form of  endometriosis with endometrial tissue invading at least 2.5mm into 
the myometrium (3, 4)

• Associated with decreased implantation and clinical pregnancy rates and early 
pregnancy loss (5)

• Lesions grow in estrogen-dependent manner

• Inhibition of  ovulation to reduce estrogen production is theorized to lead to 
regression of  the ectopic endometrial tissue (4)

• This is achieved by IM Leuprolide Acetate, GnRH agonist which suppresses HPG 
axis 



Objective

We present a clinical case of  a patient with infertility and endometriosis who received 
Elagolix for management of  pelvic pain with subsequent diffuse progression of  
adenomyosis, despite adequate control of  pelvic pain.



Case Presentation

A 34-year-old G1P0010 with laparoscopically confirmed severe endometriosis, remote 
history of  intrauterine synechiae (status-post successful hysteroscopic resection),
secondary infertility and diminished ovarian reserve (AMH 0.6μIU/mL) presented for 
fertility counseling and treatment. 



Relevant History 

• OB Hx: 1st pregnancy has resulted after IUI with subsequent missed abortion 
necessitating D&C

• GYN Hx: remote chlamydia and abnormal pap smear s/p colposcopy and 
cryotherapy with subsequent normal pap smears 

• PSH: 2012 – diagnostic laparoscopy, removal of  endometriotic implants, resection of  
a small right sided dermoid cyst; 2017 – diagnostic laparoscopy demonstrating pelvic 
adhesive disease and intramural fundal leiomyoma, chromopertubation showing left 
fallopian tube partial strictures, hysteroscopy showing synechiae followed by 
successful resection 

• PMH: depression, nephrolithiasis s/p lithotripsy 



Fertility Treatment 

• Underwent elective embryo cryopreservation, with plan for frozen embryo transfer after 
completing her education; three good quality blastocysts were cryopreserved

• Endometriosis related severe pelvic pain was successfully managed with Elagolix, 150mg PO 
daily

• Returned one year later for frozen embryo transfer

• Preparatory SIS revealed surprising findings of  diffuse adenomyosis and irregular 
endometrium (Figure 1)

• Elagolix was discontinued and IM Leuprolide 3.75 mg monthly injections started for 3 
months

• Follow-up SIS revealed significant reduction in adenomyosis and normalization of  the 
endometrium (Figure 2)

• Underwent an elective single frozen embryo transfer; however, she did not conceive



Figure 1: Saline sonohysterogram after treatment with Elagolix
A. Diffuse adenomyosis and posterior adenomyoma
B. Subendometrial cystic lesions of adenomyosis and endometrial irregularities

A B



Figure 2: Saline sonohysterogram after treatment with Leuprolide Acetate
A. Decrease of diffuse adenomyosis and posterior adenomyoma
B. Resolution of subendometrial cystic lesions and endometrial irregularity 

A B



Discussion

• Leuprolide has become a mainstay of  endometriosis management, both in the setting 
of  pelvic pain and infertility. 

• Conversely, Elagolix has, thus, far only been convincingly demonstrated to treat 
endometriosis related pelvic pain.

• Little data exist regarding the efficacy of  GnRH antagonists in treating adenomyosis 
and improving infertility.

• There are only 2 published case reports demonstrating the potential benefits of  
GnRH antagonists in treatment of  adenomyosis.



Discussion

• The first case describes  a 41-year-old patient with a fundal adenomyoma that 
regressed in size (3.9cm to 2.7cm) after three  months on Elagolix 150 mg per day 
(8). 

• The second case reports a patient with an enlarged, adenomyomatous uterus that 
significantly reduced in size (875 cm3 to 290 cm3) after a 12-week course of  another 
oral GnRH antagonist, Linzagolix 200mg per day (9). 

• In both cases, the patients reported decreased pelvic pain with improved quality of  
life. 

• While the results of  these publications are encouraging, their overall significance, 
with regard to the utility of  GnRH antagonists in treating adenomyosis, cannot be 
determined without larger, randomized studies. 



Discussion

• There is also some evidence to suggest that GnRH antagonist may not be as effective 
as GnRH agonist in the setting of  in vitro fertilization.

• Evaluating a group of  infertile women with adenomyosis, Tao et al. found that, in 
comparison with GnRH agonist IVF cycles, GnRH antagonist cycles resulted in 
decreased clinical pregnancy rates, increased rates of  spontaneous abortion, and 
significantly decreased live birth rates (15). 



Conclusion

The efficacy of  Elagolix in treatment of  adenomyosis and infertility remains uncertain. 
Women’s health providers should be aware that, despite effective symptomatic control, 
Elagolix may not prevent progression of  adenomyosis as effectively as Leuprolide 
Acetate, particularly in an infertile patient undergoing assisted reproductive technology 
treatments.

As such, the hope is that further large-scale studies will be conducted in the area to 
help elucidate the utility of  Elagolix and other GnRH agonist in management of  
women with infertility in a setting of  adenomyosis and endometriosis.
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• CD 1-2
o Lupron 20 units (40 µg) subcutaneously twice a day

• CD 3-14
o Lupron 20 units (40 µg) subcutaneously twice a day
o Follistatin 375 IU subcutaneously daily
o Menopur 75 IU subcutaneously daily
o Serial US and estradiol monitoring of ovarian 

response
• CD 15

o Ovidrel (HCG injection)
• CD 17 Retrieval

Figure: Ovulation induction protocol 
Abbreviations: CD – cycle day, IU – international units, US – ultrasound, HCG – human 
chorionic gonadotropin


