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Preface

Problem solving in women’s health aims to give health professionals an easily readable
practical guide to deal with common gynaecological presentations. The evidence, where
available, is presented. With the lifespan of women continuing to increase and many sur-
viving into their 10th or even 11th decades the problems of postreproductive health are
increasing. This book covers problems from the menarche until old age.

The book is in eight sections and covers menstrual problems, menopause, fertility and
contraception, gynaecological emergencies, sexual problems, urogenital problems,
prevention and screening and gynaecological cancer. Alternative and complementary
therapies as well as standard pharmacopiea are discussed.

The cases are described in a format suitable both for a consultation and could also be
used for teaching and training of medical postgraduates preparing for higher qualifica-
tions. The cases are based on common problems encountered by the authors in both
primary care and hospital-based practice.

Margaret Rees
Sally Hope
Jane Moore
Polly Crawford
Martin Oehler
October 2007
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Menorrhagia with Medical
Management

Case History

i

A 35-year-old woman comes complaining that her periods have become increasingly
heavy since her children were born. She stopped the pill, which in the past had made her
periods lighter, and is now using condoms for contraception. She does not want surgery.

How do you assess her?
What are the non-hormonal treatment options?

What are the hormonal options?
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Background

@

Menorrhagia is a complaint of heavy cyclical menstrual blood loss over several consecutive
cycles without any intermenstrual or post-coital bleeding.” In objective terms it is a blood
loss greater than 80 ml per period.? While various pathologies have been implicated in men-
orrhagia, in 50% of cases of objective menorrhagia no pathology is found at hysterectomy.
Although ‘unexplained’ menorrhagia is a very appropriate term, the label dysfunctional
uterine bleeding, which implies endocrine abnormalities, is often given. However most cases
of menorrhagia are associated with regular ovulatory cycles, and anovular cycles tend main-
ly to occur soon after the menarche or in the peri-menopausal period. Management has
changed over the past two decades with the introduction of the levonorgestrel-releasing
intrauterine device. In the United Kingdom the number of hysterectomies for menorrhagia
fell by 36% between 1989 and 2002/3.> Medical management is advocated as initial treat-
ment in women without significant pelvic pathology.>*

How do you assess her?

Patients with menorrhagia commonly complain of increased menstrual loss requiring
more sanitary protection or the passage of clots and flooding. History and assessment are
detailed in Table 1.1.

History and assessment

What questions do you ask?

Duration of the problem

Flooding or passage of clots

Length and frequency of periods

Has there been any change

Intermenstrual bleeding or post-coital bleeding

Presence of pelvic pain or dyspareunia

Contraception used

Are cervical smears up to date (according to local screening programmes)

sessment
Undertake pelvic examination and cervical smear (according to local screening programmes)
Haematology and biochemistry
Imaging
Endometrial sampling
Hysteroscopy

00000 000O0OCGOOO

In a woman of this age pelvic pathology is unlikely so if pelvic examination is normal
and there are no other symptoms, one can proceed to treat her medically. It is essential to
check that she is not anaemic but further tests such as thyroid function should only be
undertaken if clinically indicated. However if she does not respond to treatment she will
need further investigation starting with a transvaginal ultrasound scan.

What are the non-hormonal treatment options?
Non-steroidal anti-inflammatory drugs

The cyclooxygenase (COX) pathway, with its two enzymes cyclooxygenase-1 (COX-1)
and cyclooxygenase-2 (COX-2), represents one of the major routes for oxidative
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metabolism of arachidonic acid to prostaglandins. Cyclooxygenase inhibitors, common-
ly referred to as non-steroidal anti-inflammatory drugs (NSAIDs), can be chemically
classified into two main groups: COX-1 inhibitors (salicylates [aspirin], indoleacetic acid
analogues [indomethacin], aryl propionic acid derivatives [naproxen, ibuprofen] and
fenamates [mefenamic acid, flufenamic acid, meclofenamic acid]) and COX-2 inhibitors
(coxibs [celecoxib]).

Various NSAIDs have been evaluated in a number of randomized trials, which have to
date been limited to COX-1 inhibitors. In a Cochrane review, five of seven randomized trials
showed that mean menstrual blood loss was less with NSAIDs than with placebo, and two
showed no difference.® Furthermore, there was no evidence that one NSAID (naproxen or
mefenamic acid) was superior to the other. The fenamates (e.g. mefenamic acid) are the
most extensively studied NSAIDs. They have the unique property of inhibiting
prostaglandin synthesis as well as binding to prostaglandin receptors, whose concentrations
are significantly increased in the uteri of women with menorrhagia.! The percentage of
blood loss reduction varies from 25% to 47% depending on the agent and dosage used.® An
additional beneficial effect is that these drugs will also alleviate symptoms of dysmenorrhoea.

Optimal doses and schedules are difficult to define. Most studies, however, analyzed
regimens starting on the first day of menstruation and continuing for five days or until
cessation of menstruation. Common side effects of NSAIDs are gastrointestinal irritation
and inhibition of platelet aggregation. Specific inhibitors of COX-2 might also be effect-
ive in the treatment of menorrhagia, but there is great uncertainty about the safety of this
class of drugs.

Antifibrinolytics

Plasminogen activator inhibitors have been promoted as a treatment for menorrhagia
because of increased endometrial fibrinolytic activity in women with menorrhagia.
Tranexamic acid 2—4.5 g/day for four to seven days reduces menstrual blood flow by
between 34% to 59% over two to three cycles. The effect is superior to placebo, mefe-
namic acid, flurbiprofen, ethamsylate and oral luteal phase norethisterone at clinically
relevant dosages.® Side effects are mainly limited to mild gastrointestinal complaints.
Earlier theoretical concerns about thromboembolism caused by the antifibrinolytic
action of tranexamic acid have been refuted by long-term studies.

Etamsylate

Etamsylate is thought to act by reducing capillary fragility, though the precise mechan-
isms are uncertain. Studies with objective menstrual blood loss measurement using the
currently recommended doses show that it is ineffective.*

Hormonal treatments
Progestogens

The use of progestogens is based on the erroneous concept that women with menorrha-
gia principally have anovulatory cycles and that a progestogen supplement is required.
Progestogens are a common prescription for women complaining of menorrhagia. Oral
administration, intrauterine administration and intramuscular depot injections are
employed. The latter are used mainly for contraception and there is little information
regarding menorrhagia.
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Intrauterine administration

Intrauterine administration, especially of levonorgestrel (LNG), is very effective. There
are currently two progestogen-impregnated devices: the Mirena® intrauterine system
(IUS), which delivers 20 ug of LNG over 24 hours for about five years and the
Progestasert® IUS, which releases about 65 pg of progesterone over 24 hours for about
16 months. Other newer, so-called ‘frameless’ [USs are currently being evaluated.

The Mirena® levonorgestrel-releasing intrauterine system (LNG-IUS) reduces men-
strual blood loss by up to 96%, and 20% of women using the LNG-IUS are reported to be
amenorrhoeic after one year.” The LNG-IUS also provides very effective contraception. Its
effectiveness has been compared to cyclical progestogens, endometrial ablation and hys-
terectomy. The LNG-IUS is more effective than cyclical norethisterone (for 21 days). The
LNG-IUS results in a smaller mean reduction in menstrual blood loss (as assessed by pic-
torial charts) than endometrial ablation but there is no evidence of a difference in the rate
of satisfaction with treatment. Women with an LNG-IUS experience more progestogenic
side effects compared to women having endometrial ablation but there is no evidence of a
difference in their perceived quality of life. The LNG-IUS treatment costs less than hys-
terectomy but there is no evidence of a difference in quality of life measures between these
groups. However one of the few randomized controlled trials using the LNG-IUS for five
years found a 42% hysterectomy rate.® The main adverse effect associated with LNG-IUS
is frequently occurring variable bleeding and spotting, particularly within the first few
months of use. LNG-IUS is also sometimes associated with the development of ovarian
cysts, but these are usually symptomless and show a high rate of spontaneous resolution.

The Progestasert” was the first hormonally impregnated device but prospective ran-
domized studies in menorrhagia are lacking.” The main disadvantage of this device is its
association with an increased risk of ectopic pregnancy.

Oral and intramuscular progestogens

Traditionally, oral progestogen administration was in the luteal phase. However studies
with measured menstrual blood loss with luteal administration for seven days of
norethisterone 5 mg twice daily show either a decrease or even an increase in flow.°
However, norethisterone 5 mg three times daily from days 5 to 26 is effective. Side effects
include weight gain, headache and bloatedness. Depo-Provera (intramuscular medroxy-
progesterone acetate), despite being licensed as a contraceptive, is often used to treat
menorrhagia as it can induce amenorrhoea. However, there are no randomized con-
trolled trial data. There are also no data with progestogen-only pills.

Combined oestrogen/progestogen contraceptives

From clinical experience, combined oral contraceptives (COCs) are generally considered
to be effective in the management of dysfunctional menstrual bleeding. However, there
are few available data to support this observation.'® There are no data with the contracep-
tive patch.

Others

Danazol is an isoxazol deivative of 17a-ethinyl-testosterone which acts on the hypothal-
amic—pituitary axis as well as on the endometrium to produce atrophy. Danazol reduces
menstrual blood loss by up to 80% from baseline. Its clinical use is limited by androgenic
side effects, which are experienced by up to three-quarters of patients.*
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Gestrinone is a 19-nortestosterone derivative which has antiprogestogenic, anti-

oestrogenic and androgenic activity. In a placebo-controlled study it reduced menstrual
blood loss in 79% of patients with objective menorrhagia.' However, it also has andro-
genic side effects.

Gonadotrophin-releasing hormone (GnRH) agonists, administered continuously or

in depot form, downregulate expression of GnRH receptors, which blocks gonado-
trophin secretion from the anterior pituitary. This leads to ovarian suppression. GnRH
agonists have been mainly used in fibroid-associated bleeding.' Concerns about the long-
term effects of ovarian suppression such as osteoporosis generally limit use beyond six
months, even when add-back therapy (oestrogen/progestogen hormone replacement
therapy) is used in conjunction.

Recent Developments

~
©)

The LNG-IUS is recommended by the UK National Institute for Health and
Clinical Excellence as a first-line treatment provided long-term use (at least

12 months) is anticipated.* The use of the LNG-IUS for the management of
menorrhagia in primary care (as opposed to women recruited to menorrhagia
trials with a menstrual blood loss >80 ml, i.e. objective menorrhagia) is currently
being evaluated in the ECLIPSE study (International Standard Randomised
Controlled Trial Number 86566246).

The United States Food and Drug Administration (FDA) has recently approved
the marketing of a monophasic levonorgestrel and ethinyl oestradiol COC in an
extended regimen (Seasonale). A patient considered for this regimen would have
to be assessed as to whether she had contraindications to COC use such as
smoking. One could also consider continuous use without a break. However,
neither regimen has been studied in menorrhagia.

Conclusion

[o Menorrhagia is a common condition. It is important that healthcare professionals should
be aware that it is the woman herself who determines whether a treatment is successful

for her. What is the first-line treatment for an individual depends on her contraceptive
needs. If this woman’s family were complete, one would suggest trying the LNG-IUS.
This will also provide effective contraception.

Further Reading

P
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PROBLEM

02 Menorrhagia with Surgical
Management

Case History

E A 43-year-old woman comes demanding surgical treatment for her menorrhagia. She has
tried mefenamic acid and tranexamic acid and her levonorgestrel-releasing intrauterine

device has fallen out with a particularly heavy bleed. Her family is complete. She has
already been investigated and has no significant pelvic pathology. She cannot cope with
the embarrassing flooding and has already ruined a white sofa.

What endometrial ablative techniques can you offer?

How is hysterectomy performed?

How do the different methods compare?

What is life after hysterectomy?
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Background

=N

Surgery is a more definitive treatment for menorrhagia and is appropriate for those in
whom medical therapy has failed and whose families are complete.'?

What endometrial ablative techniques can you offer?

Endometrial ablation (EA) aims to destroy the endometrium along with the superficial
myometrium thus reducing endometrial shedding at menstruation and resulting in less
bleeding.® Not all women are amenorrhoeic, with rates varying between 15% and 50%.
Directed ablation/resection deals with removal of individual fibroids and polyps.
Endometrial ablative techniques are often done as day cases, and a return to normal
activities is usually possible within 3—4 days. There are two types of techniques: first gen-
eration requiring hysteroscopy, and second generation that do not (Table 2.1). The for-
mer are technically more difficult than the latter.

Methods of endometrial ablation

First generation

Transcervical resection of the endometrium (TCRE)
Endometrial laser ablation (ELA)

Rollerball endometrial ablation (REA)

Second generation

Thermal balloons

Microwave endometrial ablation (MEA)
Circulating hot saline

Cryotherapy

Transcervical endometrial resection (TCRE) involves diathermic removal of the
endometrium in strips, similar to a transurethral resection of the prostate. It has been
exhaustively proven to be effective. It is the only ablative procedure that obtains endome-
trial material from the whole of the uterine cavity other than the cornual regions. This
may suggest TCRE is more appropriate in peri-menopausal women who have a higher
risk of endometrial cancer, though no evidence is available at present to substantiate this
theory.

Pre-operative use of endometrial thinning agents, such as danazol or gonadotrophin-
releasing hormone analogues, to improve success rates has been recommended for first-
generation endometrial ablative techniques where optimum visualization of the cavity is
required.

The complications of TCRE have been well documented. These include haemorrhage
(2.38%-3.5%), perforation (1%) and fluid overload (0.5%-4%) similar to other first-
generation methods of EA such as laser and rollerball endometrial ablation.

Second-generation methods require less operating time and bypass well-recognized
first-generation complications by not using fluid with cutting apparatus. In some meth-
ods endometrial preparation is also not required, reducing costs and side effects.
Although the thermal balloon method is reported to have few complications, it is
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currently restricted to normal uterine cavities. In comparison, microwave endometrial
ablation (MEA) can treat women with irregular uterine cavities in a similar way to TCRE.

In a comparison of the newer non-hysteroscopic techniques (second generation) with
the gold-standard hysteroscopic ablative techniques (first generation), surgery was an
average of 15 minutes shorter and local anaesthesia was more likely to be employed.
Women undergoing newer ablative procedures were less likely to have fluid overload,
uterine perforation, cervical lacerations and haematometra than women undergoing the
more traditional type of ablation and resection techniques. However there was a higher
probability of equipment failure with second-generation ablation techniques.

The main disadvantage of the second-generation endometrial ablative techniques is lack
of endometrial material for histology. Although endometrial biopsy is essential prior to all
ablations (or a strip of endometrium taken off pre-rollerball), this does not sample the
whole uterine cavity and focal endometrial cancer or atypical hyperplasia can be missed.

How is hysterectomy performed?

Hysterectomy is the second most common major operation performed after Caesarean
section in the Western world. Hysterectomy appears to be a more definitive operation
than EA (Table 2.2), with women undergoing a hysterectomy being less likely to be re-
admitted to hospital up to five years after their operation and significantly less likely to be
re-admitted for reasons related to their operation, particularly for gynaecological rea-
sons.” The three choices are abdominal, vaginal or laparoscopic hysterectomy.®
Laparoscopic hysterectomy has three further subdivisions: laparoscopic-assisted vaginal
hysterectomy, where a vaginal hysterectomy is completed with varying degrees of laparo-
scopic assistance; subtotal laparoscopic hysterectomy, where the uterine body is removed
leaving the cervix in place; and total laparoscopic hysterectomy, where the uterus and
cervix are removed and the vaginal vault is sutured laparoscopically. Total abdominal
hysterectomy is useful in women with large uteri, fibroid uteri, adenomyosis,
endometriosis and pelvic adhesions. Oophorectomy performed at the time of hysterec-
tomy to reduce the risk of ovarian cancer is a controversial issue. In women at low risk
and whose ovaries are healthy it is generally advised to retain the ovaries.

There is currently a vogue for subtotal hysterectomy conserving the cervix, with the
understanding that sexual function is better preserved than with total hysterectomy.
However this has not been confirmed with prospective studies. The downside is that cer-
vical smears have to be continued. Also there may be some endometrium in the cervical
stump and this has been reported in 7% of women.®

Comparison of endometrial ablation and hysterectomy

Issues

Hysterectomy

Endometrial ablation

Amenorrhoea

Contraception

Cervical smears

Hormone replacement therapy

Fertility

100% if total

Provided

No need unless subtotal
Oestrogen only

Offered only if no fertility goals

15%-500%

Not provided

Need to continue
Oestrogen plus progestogen

Offered only if no fertility goals



02 Menorrhagia with surgical management

How do the different methods of hysterectomy compare?

The United Kingdom VALUE study examined complications after hysterectomy.” The
overall operative complication rate was 3.5%, and highest for the laparoscopic tech-
niques. The overall post-operative complication rate was 9%. One per cent of these were
regarded as severe, with the highest rate for severe in the laparoscopic group (2%).
There were no operative deaths; 14 deaths were reported within the six-week post-opera-
tive period, a crude mortality rate soon after surgery of 0.38 per thousand (95%
confidence interval 0.25-0.64). In the international eVALuate study, two parallel multi-
centre trials compared laparoscopic hysterectomy with abdominal hysterectomy, and
laparoscopic hysterectomy with vaginal hysterectomy.? Laparoscopic hysterectomy was
associated with a higher rate of major complications than abdominal hysterectomy
(11.1% vs 6.2%). Laparoscopic hysterectomy also took longer to perform (84 minutes vs
50 minutes) but was less painful and resulted in a shorter stay in hospital after the opera-
tion (three days vs four days). There was no evidence of a difference in major complica-
tion rates between laparoscopic hysterectomy and vaginal hysterectomy (9.8% vs 9.5%).
Again, laparoscopic hysterectomy took longer to perform than vaginal hysterectomy
(72 minutes vs 39 minutes).

What is life after hysterectomy?

In the late 1970s it was believed from retrospective studies that hysterectomy increased
psychiatric morbidity. Several prospective studies undertaken in the 1980s found a
reduction of morbidity six months after surgery. This has been confirmed in a recent
study of total versus subtotal hysterectomy.? All women showed an improvement in psy-
chological symptoms following both operations and no difference was found between
the two procedures.

Early ovarian failure may occur even if ovaries are conserved. These women will
require oestrogen-only hormone replacement therapy (HRT). In women who have had a
subtotal hysterectomy there may be a concern that there is a remnant of endometrium in
the cervical stump.® If this is the case, empirically the presence or absence of bleeding
induced by monthly sequential HRT may be a useful diagnostic test. If withdrawal bleeds
occur, the woman will need oestrogen—progestogen combined HRT. If not, she can have
oestrogen-only HRT.

Recent Developments

©)

1 A systematic review found that the benefits of vaginal versus abdominal
hysterectomy were shorter duration of hospital stay, speedier return to normal
activities and fewer unspecified infections or febrile episodes.® The benefits of
laparoscopic versus abdominal hysterectomy were lower intra-operative blood
loss, shorter duration of hospital stay, speedier return to normal activities, fewer
wound or abdominal wall infections and fewer unspecified infections or febrile
episodes, at the cost of longer operating time and more urinary tract (bladder or
ureter) injuries. There was no evidence of benefits of laparoscopic versus vaginal
hysterectomy and the operating time was increased. The authors concluded that
vaginal hysterectomy should be performed in preference to abdominal
hysterectomy where possible.
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In the UK, the National Institute for Health and Clinical Excellence states that
endometrial ablation may be offered as an initial treatment for menorrhagia after
full discussion with the woman of the risks and benefits and of other treatment
options.” Women must be advised to avoid subsequent pregnancy and on the
need to use effective contraception, if required, after endometrial ablation.
Hysterectomy should not be used as a first-line treatment solely for menorrhagia.
Hysterectomy should be considered only when:

@ other treatment options have failed, are contraindicated or are declined by
the woman;

there is a wish for amenorrhoea;

the woman (who has been fully informed) requests it;

the woman no longer wishes to retain her uterus and fertility.

Conclusion

[ This patient has not responded to medical treatment and her family is complete. She
elects to have an endometrial ablation.
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PROBLEM

03

Dysmenorrhoea

Case History

i

A 15-year-old girl attends with her mother asking for treatment for her painful periods.
She has to take at least one day a month off school because of the pain and is concerned
about how this will affect her examination results. She is not yet sexually active.

What specific areas should you explore in the history?
Is a pelvic examination indicated?

What first-line treatments would you recommend?
What non-pharmacological treatments exist?

Is surgery ever indicated?

Background

Dysmenorrhoea is defined as painful menstrual cramps and has been traditionally sub-
divided into primary (without any pathology) and secondary dysmenorrhoea (due to
other pathology). It is very common, with estimates of prevalence ranging from 20% to
90%." Most adolescents self-medicate rather than consult a doctor; however, dysmenor-
rhoea is the most common cause of recurrent school absenteeism in teenage girls. It is
important, therefore, that it is identified and treated early.

What specific areas should you explore in the history?

Pain with menstruation will usually commence within a year of menarche, thus if it starts
beyond this period it should alert to the possibility of other pathology (such as
endometriosis or adenomyosis).? Therefore, age at menarche and age at which dysmen-
orrhoea began should be elicited. An attempt should be made to understand the bleeding
pattern, as initial anovulatory cycles are often more irregular, heavier and more painful
and this may improve as cycles become ovulatory and more regular. Associated symp-
toms may include radiation of pain to the back or thighs, nausea, vomiting or diarrhoea.
However, cyclical rectal bleeding or other bowel symptoms may point to a diagnosis of
rectal endometriosis or irritable bowel syndrome. The pain usually starts no more than a
few hours before the onset of menstruation and settles after the first 24-36 hours. More
prolonged pain or pain of a non-cyclical nature should raise the suspicion of other
pathology. Dysmenorrhoea usually improves after childbirth and if parity is controlled
for there is no relationship with age.> However, depression and anxiety, disruption of
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social networks and smoking are all associated factors." As many of the initial treatments
are available over the counter, what treatments have been tried and whether or not they
were successful at all should be established.

Is a pelvic examination indicated?

As long as nothing in the history suggests another pathology, there is no need for a pelvic
examination prior to commencing empirical treatment, especially in girls who are not yet
sexually active. Abnormal vaginal discharge or risk of sexually transmitted infections
should prompt internal examination and appropriate swabs.

What first-line treatments would you recommend?

Dysmenorrhoea is thought to be due to increased prostaglandin production by the
endometrium which causes stronger and more irregular uterine contractions, reducing
uterine blood flow and causing painful, transient ischaemia. Prostaglandins are also
likely to be responsible for the nausea, vomiting and diarrhoea which are often associated
with the pain.? Thus first-line medical treatment is usually non-steroidal anti-inflamma-
tory drugs (NSAIDs), such as ibuprofen and naproxen sodium, because of their action in
reducing prostaglandin synthesis as well as a central analgesic action.” In order for them
to be effective they need to be commenced at or just before the onset of menstruation and
continued at regular intervals throughout the first two days, rather than waiting for the
pain to increase. Their half-life is a few hours. NSAIDs have been shown to be
significantly more effective at relieving dysmenorrhoea when compared to placebo, but
there is insufficient evidence to recommend any one drug over another.® NSAIDs are not
without side effects; however, if just taken for two days a month by otherwise healthy girls
or women they are likely to be well tolerated. More recently, cyclooxygenase-2 (COX-2)-
specific inhibitors have been shown to be similarly efficacious.® However, there are cur-
rent safety concerns and thus they cannot be recommended over traditional NSAIDs.

Combined oral contraceptive pills induce endometrial atrophy and thus reduce men-
strual fluid prostaglandins as well as reducing the amount of bleeding and pain. They are
therefore also recommended as a first-line treatment, especially if contraception is
required. Although they are effective clinically, the studies are small and of poor quality.”
It would be prudent, however, to check whether contraception is needed and see the
patient alone without her mother.

What non-pharmacological treatments exist?

A number of dietary supplements and modifications have been suggested to improve
dysmenorrhoea, although convincing evidence does not exist for most of these in
humans. Both fish oil and krill oil, however, were shown to have a significant effect.>*
Transcutaneous electrical nerve stimulation has been shown to be effective in both
reducing dysmenorrhoea and reducing analgesia usage,® as has continuous low-level top-
ical heat,’ although neither of these are as easy to manage outside the home as simple
analgesics. There is limited evidence that exercise reduces dysmenorrhoea.?

Is surgery ever indicated?

If dysmenorrhoea does not respond to first-line treatments then a laparoscopy may be
justified to look for other causes of pain such as endometriosis or congenital uterine
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abnormalities. Ultrasound and magnetic resonance imaging (MRI) scans pre-operatively
may also help investigate the pain.

A few studies have looked at the role of laparoscopic uterine nerve ablation (LUNA)
and presacral neurectomy (PSN) in women whose dysmenorrhoea is severe and
refractory to other treatments. PSN appears to be effective in a small number of women
whereas LUNA is not; however, the long-term benefits are not known."®

Recent Developments

@ Behavioural interver-ltions for dysmenorrhoea have been examined in a syste:'matic
review."" Five trials involving 213 women were included. Behavioural intervention vs
control: One trial of pain management training reported reduction in pain and symp-
toms compared to a control. Three trials of relaxation compared to control reported var-
ied results, two trials showed no difference in symptom severity scores, however one trial
reported that relaxation was effective for reducing symptoms in menstrual sufferers with
spasmodic symptoms. Two trials reported less restriction in daily activities following
treatment with either relaxation or pain management training compared to a control.
One trial also reported less time absent from school following treatment with pain man-
agement training compared to a control. The authors concluded that there is some evi-
dence from five RCTs that behavioural interventions may be effective for
dysmenorrhoea, however results should be viewed with caution as they varied greatly
between trials due to inconsistency in the reporting of data, small trial size, poor method-
ological quality and age of the trials.

Conclusion

It is essential that this patient is taken seriously. The pathophysiology of dysmenorrhoea
L needs to be explained and effective treatment instigated. If appropriate, further investiga-
tions should be undertaken, but many patients can be effectively managed with simple
analgesics or the combined oral contraceptive pill.
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04 Chronic Pelvic Pain

Case History

ﬁ A 32-year-old woman presents with a ten-year history of pelvic pain which is present
most days of the month but has cyclical exacerbations. She is nulliparous, although she

underwent a surgical termination of pregnancy (TOP) at age 17 years. Currently she is not
in a stable relationship. Previously she had two diagnostic laparoscopies, both of which
were completely normal.

What areas should you explore in the history?
What are you looking for on examination?
Are any investigations justified?

What treatment might be appropriate?
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