Amenorrhoea and Intermenstrual Bleeding IMB
By Dr Nick Price, Bradford


Amenorrhoea under 35. 

Primary 

 May due to chromosomal or congenital steroid synthesis disorders (also thyroid, anorexia nervosa, other conditions associated with poor weight gain…)

 Imperforate hymen.

 Functional i.e. extreme of normal range of menarche

Secondary

 Pregnancy            Always check HCG and keep checking it!

 Drugs                   cOCP, POP, Depo.  - hormone levels usually normal.

                                   Major tranquillisers - can cause raised prolactin

 Thyroid                Hypothyroid - raised TSH (I checked this, hyperthyroidism causes 

                                  oligomenorrheoa, typically).

 Functional           ‘Stress’, weight loss e.g. due to extreme dieting, starvation, major 

                                   illness, anorexia nervosa, in athletes - blood tests usually normal (I 

                                   think).

 PCO                    Usually associated with other symptoms - FSH/LH ratio 3:1

                                  (? -Arshid Khan 1997).

 Premature menopause - look for other symptoms FH etc. - raised FSH/LH.

 Other rarities     e.g. Shehan’s  syndrome.

Management
· Always start with pregnancy test (HCG) - unless not sexually active, but remember may be lying in front of parent etc.!

· Determine desire for pregnancy or contraception or not bothered.

· If wishing to be pregnant investigate as per infertility.

· History - primary or secondary, drugs, general health, weight etc.

· Examination - usually of limited value.

· Investigations - not may be indicated initially. Consider TSH,LH,FSH, Prolactin as per above. If all normal probable ‘functional’ and use factor time! May repeat tests (particularly PT) if tests done early and symptoms persist -say 4-6 months?

· Hormonal manipulation may induce menstruation e.g. ocp,( or clomephine in ‘infertile’ - but I would tend to refer these due to risks of multiple pregnancy).

· In general no active Rx required.

How to start COC in these circumstances.

1)  Exclude pregnancy. Take a frank, honest sexual history ‘when could you have last got pregnant?’. HCG will normally be raised 2-3weeks after conception. Therefore check PT.

2)  Abstain for 2 weeks or use barrier, and spermacide, and be careful, recheck and if still PT negative you can be (nearly)100% certain they are not pregnant and start OCP. It may, in practice, sometimes be more appropriate to take a ‘risk’ and miss out the second stage if risk of already being pregnant is low and consequences of pregnancy are high. Being over thorough is not always in the patient’s best interests - involve the patient in decision making! 

3)  Starting cOCP ‘midcycle’ means they will not be covered for contraception for 7 days. This is because this is the length of time required to inhibit ovulation.

4)  If you find this complex (I do), think of the patient, consider always giving written info. to patient and encourage them to read pill packet’s leaflet.

BTB on the COC
Breakthrough bleeding on cOCP- first give time, it usually settles. If you need to change the most logical is to increase Oestrogen e.g. loestin 20, to microgynon 30, to cilest. Not usual to give more than this particularly in older women due to increase adverse cardiovascular risk. 

Intermenstrual bleeding age <35

Nearly always due to local causes visible on pelvic examination or ‘functional’ i.e. due to irregular endometrial shedding not related to structural pathology.

History: Post coital more usually due to cervical lesions.

              Mid cycle spotting - associated with ovulation. (I’m not sure of the mechanism).

              Symptoms suggesting infection?

              COCP or POP or depo-provera - drug induced ( also other drugs e.g. SSRIs any 

              others??)

Examination: Important. Look for Ca cervix, ectropion, evidence of PID, trauma (!), 

               anything else? Endocervical polyps.

Investigations: Smear? - bare in mind smear can be negative even in the presence of Ca 

               Cervix (all be it not commonly, but this is not a test for carcinoma but a test for 

               dyskariosis which is not detectable to the naked eye).

                Swabs for infection (most common being chlamydia so this needs to be 

                endocervical and in appropriate media).

                Consider other sources for bleeding e.g. urine (MSU), rectal.

If all suggests no pathology usually OK to ‘await events’. Suspicious symptoms or over 35 years consider referral for hysteroscopy, can image  endometrium quite well with USS. Any doubts re cervix consider colposcopy.

Finally. Just because I have written this up doesn’t me it is 100% accurate!!   Knowledge changes at an exponential rate in Medicine.   So, always revisit and look things up.
