[bookmark: _GoBack]Adenomyosis Follow-up questionnaire

Name: ___________ Contact No.: ____________ Date of Birth: //____
1. Date of last B-ultrasound: //____
1. Treatments for adenomyosis other than HIFU:
① No treatment  ② HIFU  ③ Hysterectomy ④ Uterine artery embolization (UAE)
⑤ Radiofrequency ablation (RFA)   ⑥ Medication: _________
⑦ GnRHa: _________ injections   ⑧ Mirena IUD
⑨ Endometrial thermal balloon ablation   ⑩ Others
1. Have you taken chronic analgesics?
① Yes ② No ③ Not sure
1. Has adenomyosis recurred?
① Yes ② No ③ Not sure
1. Date of recurrence: //____ (leave blank if no recurrence)
1. Method confirming recurrence (leave blank if no recurrence):
① Ultrasound ② MRI ③Ultrasound + MRI ④ Others: _______________
1. Recurrence of the following symptoms
(If yes, fill in the recurrence date to the nearest month)
① Dysmenorrhea:
1) No recurrence
2) Recurrence date: //____
② Menorrhagia (increased menstrual flow):
1) No recurrence
2) Recurrence date: //____
③ Other symptoms & date:
None


1. Worst level of distress/suffering during your last menstrual period
(0 = none; 10 = worst imaginable)

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○




1. Did menstruation resume after HIFU?
① Yes (please complete AM‑SAS‑10 & EQ‑5D questionnaires)
Date of last menstruation: //____
Duration of last menstruation: ____ days
② No (finish the form here)



Adenomyosis Symptom Assessment Scale (AM-SAS-10)
Part 1: Abnormal menstrual flow (past 6 months)
Rate from 0 (normal) to 10 (extremely heavy)

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○


1. Abnormal menstrual flow / abnormal vaginal bleeding
Part 2: Symptom severity (during menstruation)
Rate from 0 (no symptom) to 10 (worst imaginable)
	
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	2. Lower abdominal bloating & pain
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	3. Lower back pain
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	4. Anal tenesmus
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	5. Fatigue
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	6. Sleep disturbance
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	7. Loss of appetite
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○






Part 3: Impact on daily life (past 1 month)
Rate from 0 (no interference) to 10 (severe interference)

	
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	8. Emotional impact (during menses)
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	9. Work interference (during menses)
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○

	10. Sexual life interference (non‑menses)
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○
	○


Subject Signature: ____________
Date: //____



EQ-5D-5L Health Questionnaire
For each item, check ONE box that best describes your health TODAY.
Mobility
□ I have no problems walking about
□ I have slight problems walking about
□ I have moderate problems walking about
□ I have severe problems walking about
□ I am unable to walk about
Self-care
□ I have no problems washing or dressing myself
□ I have slight problems washing or dressing myself
□ I have moderate problems washing or dressing myself
□ I have severe problems washing or dressing myself
□ I am unable to wash or dress myself
Usual activities (work, study, housework, family, leisure)
□ I have no problems doing my usual activities
□ I have slight problems doing my usual activities
□ I have moderate problems doing my usual activities
□ I have severe problems doing my usual activities
□ I am unable to do my usual activities
Pain or discomfort
□ I have no pain or discomfort
□ I have slight pain or discomfort
□ I have moderate pain or discomfort
□ I have severe pain or discomfort
□ I have extreme pain or discomfort
Anxiety or depression
□ I am not anxious or depressed
□ I am slightly anxious or depressed
□ I am moderately anxious or depressed
□ I am severely anxious or depressed
□ I am extremely anxious or depressed


Health Rating
1. Please rate your current health on a scale from 0 (worst imaginable) to 100 (best imaginable).
1. Mark an X on the scale, then write the number below.
Your current health state = ________
Subject Signature: ____________
Date: //____
Researcher Signature: ____________
Date: //____


Health Scale (for reference)
100 – Best imaginable health；
0 – Worst imaginable health


