Dysfunctional Uterine Bleeding

· Definition

· Excessive uterine bleeding, without known organic cause, usually due to anovulation

· Normal menses

· Lasts 2-7 days, cycle 21-35 days in length, blood loss 20-60mL

· Other possible causes of abnormal vaginal bleeding
· pregnancy related causes, hormone medications, anatomic causes, infectious disease, endocrine abnormalities, bleeding disorders, endometrial hyperplasia, neoplasms
· History

· Age

·  anovulation more likely after menarche and perimenopausally

· Menstrual cycle pattern

· Ovulatory vs anovulatory

· BBT may be helpful to distinguish if history confusing

· Ob / Gyn / sexual history

· Medications

· Contraception meds

· OTC / herbal meds

· Ginseng has estrogenic properties

· St. John’s Wort can interact with contraceptive pills

· Family history

· polycystic ovarian syndrome, congenital adrenal hyperplasia, thyroid disease, premature ovarian failure, and cancer

· Physical

· vital signs

· fever (indicating possible infection), increased pulse, low blood pressure, or significant orthostatic changes in her blood pressure (indicating significant acute blood loss)

· weight

· thyroid gland

· hirsutism

· possible chronic anovulation syndromes

· pelvic exam

· anatomic abnormalities such as cervical polyps; signs of infections such as cervical discharge, cervical motion tenderness, and uterine or adnexal tenderness; signs of pregnancy such as changes in the cervix and a symmetrically enlarged uterus; signs of fibroids such as an enlarged but irregular uterus

· Evaluation

· Laboratory studies

· CBC, preg test, consider TSH

· Adolescents with menorrhagia: PT, PTT, bleeding time

· Chronic anovulation: consider LH/FSH, 17-HP

· Imaging studies

· Pelvic ultrasound

· PCOS: enlarged ovaries with multiple, small follicles
· If follicles absent does not r/o PCOS
· Fibroids: appear as hypoechoic, solid masses
· Endometrial  stripe thickness
· interpreted based on the whether a patient is pre or postmenopausal

· for all women the thicker the endometrial stripe, the more likely the patient has an endometrial abnormality
· postmenopausal patients with an endometrial stripe greater than 4-5 mm should have a histologic biopsy
· Sonohysterography

· transvaginal ultrasound following installation of saline into the uterus
· most useful for differentiating focal from diffuse endometrial abnormalities
· Magnetic Resonance Imaging

· endometrial stripe
· in most situations, a transvaginal ultrasound is the preferred imaging modality
· if the patient cannot tolerate the procedure MRI does provide an option
· better than ultrasound in distinguishing adenomyosis from fibroids
· sometimes used to evaluate fibroids prior to uterine artery embolization for the treatment of fibroids
· Endometrial sampling

· Dilation and curretage

· blind sampling of the endometrium
· generally will provide sampling of less than half of the uterine cavity
· useful in patients with cervical stenosis or other anatomic factors preventing an adequate endometrial biopsy in the office
· not effective as the sole treatment for menorrhagia
· Endometrial biopsy

· rates of obtaining an adequate sample depends on the age of the patient
· postmenopausal women will have an atrophic endometrium,  more often result in an inadequate specimen
· Diagnostic Hysteroscopy 

· uses a light source, camera, and dilating medium to visualize the uterine cavity
· in general, combined with a D&C or endometrial biopsy to maximize identification of abnormalities

· Treatment

· Goals

· alleviation of any acute bleeding, prevention of future noncyclic bleeding,  decrease patient’s future risk of long-term health problems secondary to anovulation, improvement in the patient’s quality of life

· Prostaglandin synthetase inhibitors

· Blood loss can be cut in half

· many of studies evaluating the role of prostaglandin synthetase inhibitors completed in women with ovulatory cycles -results may not directly apply to women with anovulatory bleeding

· Estrogen

· usually used to treat an acute episode of heavy uterine bleeding

· used intravenously will temporarily stop most uterine bleeding, no matter what the cause

· nausea may limit using high doses of estrogen orally, but probably as effective as IV dosing lower doses can be used in a patient with acute heavy bleeding who is hemodynamically stable

· one suggested regimen: 2.5 mg conjugated estrogen every 4 to 6 hours

· Progestins

· after acute bleeding is controlled progestin added to induce withdrawal bleeding

· usu medroxy-progesterone acetate (Provera) 5-10 mg x 7-10 days in addition to estrogen

· other progestational agents include: norethindrone acetate (Aygestin), norethindrone (Micronor), norgestrel (Ovrette), and micronized progesterone (Prometrium, Crinone)

· Oral contraceptives (OCP’s)  

· Use multiple doses initially to control bleeding

· Multiple regimines acceptable, no studies supporting one over another

· One option: 50mcg pill QID continued for one week after bleeding stops 

· Contraindications: thromboembolism, cerebrovascular disease, coronary artery disease, estrogen-dependent neoplasias, or liver disease 

· Relative contraindications include migraine headaches, hypertension, diabetes, age greater than 35 in a smoking patient, and active gallbladder disease

· Antifibrinolytic agents

· Epsilon-aminocaproic acid, tranexamic acid, and para-aminomethylbenzoic acid inhibit fibrinoysis

· Effective, but side effects limit use

· Nausea, dizziness, diarrhea, headaches, abd pain, allergic rxns

· Danazol

· Effective, but expensive

· Side effects of weight gain, acne not well tolerated

· GnRH Agonists

· Only effective in the short term, expensive. Consider in selected cases

