8.15: Menstrual disorders

Recognise and distinguish clinically between the common causes of

Cyclical and non-cyclical heavy bleeding

Intermenstrual bleeding

Post coital bleeding

Post menopausal bleeding

Infrequent/absent bleeding

Pre-menstrual syndrome

Arrange initial appropriate investigation

Explain to th epatient the treatment options for each disorder
Causes can be broken down into 3 categories

Pregnancy related: Always find out if there is any possibility of pregnancy

Structural

Functional (DUB)
	
	Cyclical heavy bleed (menorrhagia)
	Non-cyclical heavy bleed (recurrent)
	Intermenstrual Bleed
	Post coital bleed
	Post menopausal bleed
	Infrequent / absent bleed

	Pregnancy related

	Ectopic pregnancy

Gestational trophoblastic dis
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	Abortion (threatened)

Abortion (inevitable)

Abortion (complete)

Abortion (incomplete)

Abortion (missed)
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	Structural

	Cervical ectropion

Cervical polyps

Cervical Ca.
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	Endometritis

Endometrial hyperplasia

Endometrial polyps

Endometrial ca.
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	Fibroids (submucous)

Adenomyositis
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	Functional

	Anovulatory DUB (90%)

Ovulatory DUB (10%)
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	Hyper- or hypo-thyroid

Blood dyscrasia

Renal / liver failure
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	OCP in 1st 3 months

OCP missed dose

OCP in smoker

Long-acting POP
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*DUB = dysfunctional uterine bleeding

To better understand abnormal bleeding, let's first review the normal menstrual cycle. Secreted by the pituitary gland, follicle-stimulating hormone (FSH) tells the ovaries to ripen an egg in a follicle and to begin producing estrogen. The presence of estrogen causes the uterine lining to proliferate.

As the estrogen level peaks, the pituitary releases luteinizing hormone (LH), which stimulates the follicle to release the egg. The follicle, now called the corpus luteum, begins producing progesterone to get the uterine lining (endometrium) ready for egg implantation. Fourteen days after egg release, the progesterone level decreases dramatically. Menstruation occurs if the egg wasn't fertilized.

On average, the menstrual cycle occurs every 21 to 35 days and lasts from 2 to 7 days. Normal blood flow is 30 to 80 ml.

Bleeding that's not normal includes:

* menorrhagia-blood flow of more than 80 ml or that lasts longer than 7 days

* polymenorrhea-bleeding cycles less than 21 days apart

* oligomenorrhea-bleeding cycles more than 35 days apart.

Understanding DUB

Dysfunctional uterine bleeding occurs when the normal cycle of menstruation is disrupted, usually due to anovulation (failure to ovulate) that's unrelated to another illness. Ovulation failure is the most common type of DUB in adolescents and in women who are reaching perimenopause.

In anovulatory DUB, estrogen is continually secreted but an egg never ripens in the follicle. Because an egg is never released, progesterone is never produced from the corpus luteum to counteract the uterine lining proliferation. Eventually the uterine lining outgrows its blood supply and sloughs off at irregular intervals.

Because an egg was never produced, the premenstrual and menstrual symptoms associated with ovulation and progesterone don't occur, and the uterine bleeding is usually painless. The effects of unopposed estrogen on the uterine lining have been directly linked to endometrial hyperplasia and cancer.

Dysfunctional uterine bleeding can occur with declining estrogen levels at the end of a woman's reproductive life. Although the ovaries may still be stimulated to produce follicular ripening, they make only a very small amount of estrogen. This results in irregular shedding of the endometrium lining. Because the amount of lining proliferation is less, bleeding is usually less copious.

Anovulatory DUB. About 90% of DUB events occur when ovulation is not occurring (anovulatory DUB). In such cases, women do not properly develop and release a mature egg. When this happens, the corpus luteum, which is a mound of tissue that produces progesterone, does not form. As a result, estrogen is produced continuously, causing an overgrowth of the uterus lining. The period is delayed in such cases, and when it occurs menstruation can be very heavy and prolonged. Sometimes anovulatory DUB is due to a delay in the full maturation of the reproductive system in teenagers. Usually, however, the mechanisms are unknown.

Ovulatory DUB. The other 10% of cases occur in women who are ovulating, but progesterone secretion is prolonged because estrogen levels are low. This causes irregular shedding of the uterine lining and break-through bleeding. Some evidence has associated ovulatory DUB with more fragile blood vessels in the uterus.
Abortion (missed)

This is the situation where there is fetal death before 24 weeks gestation but the fetus is not lost from the uterus.

This definition was changed from 28 weeks to 24 weeks on the 1st of October 1992.

Clinical presentation:

· questionable vaginal bleeding

· uterus small for dates

· cervix is closed

few obvious symptoms
Threatened abortion is the earliest stage of most spontaneous abortions. There is bleeding from the genital tract, but the cervix is closed and there is no discharge of products of conception.
Inevitable spontaneous abortion occurs in about 25% of women with a threatened abortion.

It is characterised by:

· considerable bleeding

· lower abdominal pain

· a dilated cervix - note the external os of a multigravida usually admits the tip of a finger

products may have been passed - do not confuse with clots
An incomplete abortion is a where the products of conception have not been completely lost from the uterus. It is most likely to occur between 8 to 14 weeks gestation when the placenta is not expelled completely and an Evacuation of the Retained Products of Conception - ERPC - is necessary.

In the acute presentation the cervix is dilated, there is continuing haemorrhage and uterine contractions. Blood loss may be severe and require immediate transfusion. Ergometrine 0.5mg im or iv may also help.

The patient may be in cervical shock. The vaso-vagal effect of the products of conception passing through the cervix causes a reflex bradycardia. In this situation the remaining products of conception should be removed using a sponge-holding forceps. The shock normally resolves spontaneously. Other causes of shock such as hypovolaemia may also occur and are associated with a tachycardia.

In the non-acute presentation a few days after an abortion, continued blood loss and a bulky, tender uterus may suggest that an abortion was incomplete and may necessitate an ERPC.
A complete abortion is where all the products of conception have been lost from the uterus. This is most likely before 8 weeks gestation and an ERPC may not be necessary.

After a complete abortion, bleeding gradually ceases leaving only a reddish discharge, the cervix closes and the uterus becomes smaller, firm and is non-tender.
Endometritis

The main complaint is of a purulent discharge which may be blood stained. Other possible presenting features are those of fever, lower abdominal pain and uterine tenderness on pelvic examination.

Occasionally, the discharge accumulates in the uterus to form a pyometra which on examination, will be enlarged, soft and tender.

Pyometra are most likely:

· if the cervical canal is obstructed, for example, by malignancy or as a consequence of radiotherapy

after the menopause when there is atrophy of the vaginal epithelium and the endometrium - atrophic endometritis
1. Menorrhagia

Subjectively: loss unacceptable to women (e.g. disrupting sleep, clots, flooding etc)

Objectively: >80mL loss per period

Very common (1 in 20 menstruating women)

History 

· Amount of bleeding

· Timing + duration of cycles

· Flooding + Clots (suggest heavy bleeding)

· Pain (dysmenorrhoea)

· Contraceptive used

· Family history

· Symptoms of anaemia

Examine

· Signs of anaemia

· Irregular uterine enlargement suggests fibroids

· Tenderness suggests adenomyosis

· Ovarian masses

· Tender immobile pelvic organs may suggest endometriosis and infection

Causes

1. Unexplained 60%: no anatomical or systemic cause, used to be called ‘dysfunctional uterine bleeding’. May be subtle abnormalities of uterine fibrinolytic system or prostaglandin levels.

2. Systemic (rare): thyroid disease, Von Willebrand’s, anticoagulant Rx

3. Local Anatomical Disorder (fairly common): Fibroids, cervical/uterine polyps, adenomyosis, endometriosis. Rare: ovarian tumour, pelvic infection, endometrial/cervical malignancy.

Investigate

· Anaemia: Hb

· Exclude systemic cause: Thyroid and coagulation

· Transvaginal ultrasound: fibroids, ovarian masses, larger uterine polyps. Assess endometrial thickness. If thickness >10mm or polyp seen, endometrial biopsy (as hysteroscopy) should be performed to rule out malignancy, and resect fibroids and polyps.

Treatment

· Rule out malignancy

· Treat systemic disorders

· Symptomatic management if neither of above:

MEDICAL

· Antifibrinolytics (Tranexamic acid): take during menstruation to reduce blood loss by ~50%. Few side effects. Inhibit fibrinolytic system. 

· NSAIDS (Mefanamic acid): inhibit prostaglandin synthesis, reduce loss ~30%. Also useful for dysmenorrhoea. Side effects similar to aspirin.

· COCP: lighter, predictable periods in most, but less effective in pelvic pathology. Great for younger women with no contra-indications. Complications (can’t get pregnant!!!) (also, see pharm notes) and contraindications may limit use.

· Intrauterine system (IUS): progesterone impregnated IUD (‘coil’) reduced bleeding by ~ 90% and has fewer side effects than systemic progestogens. Highly effective. Contraceptive. Best for older women (not wanting kids, easier to insert in parous women). NB inert IUD’s increase menstrual loss.

· Gonadotrophin releasing hormone (GnRH) agonists ( amenorrhoea (mimicks menopause, limited to 6/12 therapy due to bone loss)

· Progestogens (high dose) ( amenorrhoea

SURGICAL

Hysteroscopic: 
polyp removal 

endometrial resection, ablation or diathermy all involve removal or destruction of endometrium

Radical: 
Myomectomy (removal of fibroids from myometrium)- open or laparoscopic. Fertility is maintained. GnRH agonists given first to shrink fibroids. 

Hysterectomy: vaginal, abdo or lap. ( infertile. 20% of UK women have one, usually for bleeding problems!

FIBROIDS

Benign tumours of the myometrium (leiomyomata)

Present in 25% all women, more in Afro-carib, peri-menopausal, and family Hx.

Less common in parous women and those on/used COCP

Size: millimetres to massive abdo-filling
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Location:

Can also be cervical (not shown). May form polyps (intracavity or subserous) and stick out (like a stuck on grape!). Here’s some normal anatomy:


Note: cardinal and utero-sacral ligaments near cervix support uterus mainly.

Serous layer is on outside, mucosal layer lines cavity.

Aetiology: 

Oestrogen and progesterone dependent. Growth increases in pregnancy, while on COCP and regresses after menopause (unless HRT).

Features: 

50% asymptomatic

30% menorrhagia +/- intermenstrual loss

Pain: mainly dysmenorrhea (but worse with torsion of pendunculated)

Bladder compression: frequency or retention. Hydronephrosis if ureter involved

Subfertility (rare) tubal ostia blocked, or submucosal fibroid prevents implantation

Examination:

Solid mass on pelvic and maybe abdo exam, continuous with uterus. Small fibroids give knobbly texture to uterus

NB 0.1-0.5% of fibroids are leiomyosarcoma, either due to malignant change in fibroid, or due to malignant change of non-fibroid normal SM.

Natural History/Complications:

1. Growth: usually very slow, more during pregnancy. Stop growing after menopause and may calcify.

2. Torsion may occur if pedunculated (Pain!). 

3.   Degenerations are result of inadequate blood supply: 

· Red degeneration: pain, tenderness, haemorrhage, necrosis

· Hyaline or cystic degeneration: soft, liquefied fibroids

3. Progression to malignancy (see above).

4. Compression effects (see above)

5. Prem labour, malpresentations, obstructed labour, post-partum haemorrhage

Investigations:

· Ultrasound, possibly with laparoscopy to differentiate from ovarian mass

· Hysteroscopy to assess disruption to uterine cavity

Treatment:

· Small and asymptomatic- none required

· If larger or fast growing, measure regularly by ultrasound (pain and rapid growth, and growth post-menopause without HRT suggest malignancy)

· GnRH agonists cause amenorrhoea and shrink fibroids (but use <9/12 due to bone loss)

· Surgery: hysteroscopic resection, hysterectomy, myomectomy (fertility maintained), uterine artery embolization. 3/12 GnRH given prior to surgery

