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Abstract

Objective: The aim of present study is to know the incidence of various aetiopathological factors in cases of
abnormal uterine bleeding in women with perimenopausal age. Clinical correlation of Abnormal Uterine
bleeding with age, parity, marital status, socio economic status and different medical disorders and drug
intake. Outcome and response to different types of treatment both medical or surgical.

Methods: The present study was carried out in the Department of Obstetrics and Gynaecology KMCH
Katihar. The study material consisted of 200 women between the ages of 40-55 years presenting with
abnormal uterine bleeding in Outpatient Department of Obstetrics and Gynecology as well as those admitted
in the wards. Detailed clinical history, physical examination, investigations were carried out and treatment
was done according to the cause of abnormal uterine bleeding, socioeconomis status, severity of the disease
and wish of the patient

Results: Incidence of abnormal uterine bleeding in perimenopausal women in KMCH, during the study period
was 14.35%. Maximum no. of cases 69% were in the age group of 40-45 years. It is evident from our study
that abnormal uterine bleeding is much more common in multiparous women than in nulliparous women. Out
of 200 cases 75% were multiparae with parity 1-4, 20% cases were grand multiparae and only 5% were
nulliparae. 76% cases were muslims 68% belong to middle and 21% lower socioeconomic class. In present
study, no organic cause could be found in 55%, of cases and were labeled as Dysfunctional uterine bleeding
after proper investigations. Organic causes were found in 45% of the cases. Among organic causes 27% of the
cases were due to fibromyoma of uterus. Adenomyosis and PID found in 3% and 3% cases respectively. Rest of
the class distributed only 1-2% of cases.

Conclusion: Abnormal uterine bleeding is more commonly seen in 4™ decade of life. Any deviation from
normal pattern must be investigated as organic causes form important aetiological factor in this age group.
Hysterectomy was the treatment of choice in majority of patients.

Keywords: Abnormal uterine bleeding, perimenopausal age, fibroid, hysterectomy.
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Introduction

Abnormal uterine bleeding is one of the most
common  gynecological disorders in the
perimenopausal age group as this is the age, when
women are in stress both socially and mentally.
Secondly most of the organic disease has
seedlings up in this age group. Continuous
bleeding and other menstrual abnormalities should
not be considered physiological. They must be
investigated and treated despite the common belief
that they are “sign of change”. A precise
definition of perimenopausal is difficult but it is
generally agreed to be the interval around the end
of reproductive period that is associated with
menstrual and endocrinal alteration i.e. the age
between 40-55 yrs. There is no characteristic
bleeding pattern which is specific for abnormal
uterine  bleeding.When  the  causes are
demonstrable and irreversible they are grouped as
organic but when the causes are not obvious they
are labeled as dysfunctional uterine bleeding.
Abnormal uterine bleeding includes both organic
and dysfunctional uterine bleeding.

Materials and Methods

The present study was carried out in the
Department of Obstetrics and Gynaecology
KMCH Katihar. The study material consisted of
200 women between the ages of 40-55 years
presenting with abnormal uterine bleeding in
Outpatient Department of Obstetrics and
Gynecology as well as those admitted in the
wards. Observations were done under the
following headings -HISTORY- Name and
address, age, religion, community(hindu, muslim,
christian),  occupation, socioeconomic status,
presenting complaints with duration, history of
presenting complaints, mode of onset, association
of pain, bleeding pattern (menorrhagiam-
etrorrhagia, polymenorrhoea, postmenopausal
bleeding, prolonged continuous bleeding, with
preceding amenorrhoea, without preceding
amenorrhoea, severity). Menstrual history: LMP,
last bleeding , previous menstrual bleeding-
whether it was regular or irregular, flow was

average/scanty/ heavy, Intermenstrual bleeding,
Associated with dysmenorrhoea. If of menopausal
age duration of menopause was also recorded.
Obstetric History: No. of pregnancies, Mode of
delivery, Age of last child, Past History: H/o
diabetes, hypertension, tuberculosis or any
endocrine disease or any type of operation done.
Family history of diabetes, hypertension,
tuberculosis, endometrial carcinoma etc. Personal
History: Veg/Non veg/Addicted to alcohol /
tobacco. Drug History: H/o taking any hormonal
therapy and others. Clinical Examination: General
examination of the patients: General build Thin,
Average, Obese, pulse, blood pressure, pallor,
jaundice, oedema, temperature, neck glands,
lymphadenopathy breast, Thyroid Gland.
Systemic Examination: Chest -Normal vesicular
sound or any adventitious sound CVS Normal or
any murmur. Per Abdomen — Any abnormal
finding, present or not. If a lump was found, it was
examined under following headings:- Inspection —
Contour of abdomen, skin over lump whether
umbilicus is everted or inverted. Palpation — Site,
size, surface and margin, extent, consistency,
tenderness, mobility of lump. At the same time
liver and spleen were palpated separately.
Percussion-percussion note of the lump was noted.
Pelvic Examination — Inspection of external
genitalia. Speculum examination — to see the
condition of cervix and vagina and whether any
discharge present or not. Bimanual Examination —
position of uterus and to find out if there, is some
palpable pathology in uterus, tubes, ovaries and
broad ligament, to assess the size and mobility of
the lump. Per Rectal Examination — to know the
condition of parametrium and rectal mucosa in
few selected and relevant cases. Investigations:
Routine  laboratory  investigation,  Blood—
haemoglobin estimation, Total and Differential
count of WBC count Bleeding time and clottting
time, platelet count, peripheral smear, ABO & RH
typing, HIV, HBsAg, ESR, Blood sugar-fasting
and postprandial, Blood urea Routine urine
examination Pelvic ultrasonography to see Uterine
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contour ,Endometrial thickness, Any endometrial
pathology, any adnexal pathology — ovary / tube,
Differentiating benign polyp from malignant
lesion.  Examination under anaesthesia and
curettage(diagnostic and therapeutic) was done:
To exclude organic pathology, To obtain
endometrium for histological examination, To
arrest bleeding in some cases, Removal of polyp,
or RPOC or IUCD and also vesicular mole, To
resect a submucosal fibroid. Endometrial ablation
and transvaginal ultrasonography was done in few
selected cases. Timing of curettage- in patients
wuth completely regular cycle curettage was done
in premenstrual phase and in patients with
completely irregular cycle, accurate planning of
the time was impossible and was done at the onset
of menstruation i.e. first day of periods. In patients
with continuous bleeding curettage was done any
day during the bleeding phase. Collected material
scraped from the uterus was fixed in 40% formalin
and sent for histopathological examination.
Material for microbiological examination was
preserved in normal saline and sent to the
department of pathology KMCH. Apart from
materials obtained by Dilatation and curettage, the
specimen removed after hysterectomy was also
sent for histopathological examination. Size of
uterus was measured after hysterectomy. Special
Investigations were done in few selected cases.
Thyroid Function Test: Pap smear, Cervical
biopsy -Multiple quadrant biopsy by punch biopsy
forceps: Wedge biopsy. Cervical tissue was placed
in 10% formalin and sent for histopathological
examination.  Chest  X-ray:  Management:
Diagnosis of causes of abnormal uterine bleeding
were done on basis of history, clinical finding,
Ultrasonographic finding as well as findings of
histopathological examination. Management was
done according to the cause of abnormal uterine
bleeding, age, socioeconomic status, severity of
disease and wish of the patient. Two types of
treatment were given : Conservative, Definitive.
Conservative treatment was given: in young
patients, Condition of non alarming, Menstrual
pattern not clear. Conservative management was

done by giving: Reassurance, General measures
like nutrition, iron therapy, Blood transfusion,
Maintenance of menstrual diary. Definitive
treatment was done: In elderly patients, Condition
alarming, Menstrual pattern clear, Malignancies.
The definitive treatment included: Medical,
Surgical, Radiation. Medical treatment was given
in young patients having no organic cause e.g.
infection like PID. Treatment given: Hormonal,
Non hormonal treatment included NSAID,
Antibiotics. Antikoch’s treatment was given in
some cases. Antithyroid treatment was given in
few cases. Surgical treatment was done in patients
having organic pathology etc-it included.
Polypectomy, Wertheims hysterectomy, Ward
mayo’s operation in cases associated with second
degree uterovaginal prolapsed. Follow Up:
Majority of patients were followed up for one
year.

Results

A series of 200 cases perimenopausal women
admitted with Abnormal uterine bleeding during
the period of July 2006 to Nov 2008 were studied.
The incidence of abnormal uterine bleeding in
perimenopausal women was 14.35%. The analysis
of the cases, according to age, bleeding pattern,
duration of complaints, clinical findings showed
that maximum no. of patients 69% were between
40-45 years of age. Abnormal uterine bleeding
was much more common (95%) in parous women.
It was only (5%) in nulliparae and rest were
multiparae. Among the multiparae it was more
common in parity 1-4 (75%). Majority of the
patients of abnormal uterine bleeding (76%) were
Muslim. Most of the cases were from medium
socioeconomic status (68%). Abnormal uterine
bleeding was much more common in married
(97%) than unmarried women. Majority of group
(55%) had not any obvious organic cause. After
investigations they were labeled as dysfunctional
uterine bleeding. Remaining 45% of cases had
some organic cause.
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Table 1: Aetiology of various organic causes
Aetiology No. of Cases | Percentage

Fibroid 54 27%
3%
1%
2%
2%
1%
1%
1%
1%
2%
3%
1%
45%

Adenomyosis
Endometrial Polyp
Endometrial CA
Endometriosis
TB Endometritis
Cervical Polyp
Ovarian tumour
H. Mole

CA Cervix

PID
Hypothyroidism
Total

N| O B NN NN BB DN O

©
o

Majority of patients (80%) reported within 1 year
of bleeding. Menorrhagia (27%) and metrorrhagia
(27%) were more common in cases between 40-45
years of age group. Polymenorrhoea was also
common in cases between 40-45 years of age
group. Other bleeding pattern were also seen but
in less frequency out of 7% cases of
postmenopausal bleeding 6 cases were between
46-50 years of age group. Only 2 case of
menorrhagia was seen in 51-55 years age group.
All type of bleeding patterns were seen in cases
between 46-50 years age group but in less
frequency except menorrhagia which was seen in
12% of cases. Commonest bleeding pattern
menorrhagia and metrorrhagia were more
common in parous women. In multiparous
women, menorrhagia was more common.
Postmenopausal bleeding was more common in
parous women. Polymenorrhagia and
metrorrhagia were not found in nulliparous
women.  Other  bleeding  pattern  like
polymenorrhagia and continuous bleeding were
less in frequency. Maximum number(56%) of
patients in this series were anaemic with Hb 8-
10gm%. severe to moderate degree anaemia with
Hb% < 8 gm% were present in only 12% of cases.
Severe anaemia with Hb% , 6 gm% were present
in only 4% cases. 32% of cases were having
accepted limit of haemoglobin.

Table 2: Bleeding pattern in abnormal uterine

bleeding cases

Bleeding Pattern No. of Cases | Percentage
Menorrhagia 80 40%
Polymenorrhoea 28 14%
Polymenorrhagia | 10 5%
Metrorrhagia 58 29%
Postmenopausal

bleeding 14 7%
Prol. Cont.

bleeding with

prece. Ameno. 6 3%
Prol. Cont.

bleeding without

prece. Ameno. 4 2%
Total 200 100%

Table 3: Clinical finding in relation to bleeding
pattern

Uterus Ovaries
Type of -
bleeding Total Normal | Bulky | Normal | Cystic

uterus | uterus | ovaries | ovaries

Menorrhagia 80 32 48 62 18
Polymenorrhoea | 28 24 4 20 8
Polymenorrhagi
-a 10 4 6 4 6
Metrorrhagia 58 44 14 50 8
Postmenopausal
bleeding 14 8 6 14 0
Continuous
bleeding 10 6 4 6 4
Total 200 118 82 156 44

45 cases were found to have one or other organic
cause of bleeding. Among them maximum were
having fibromyoma uterus 27%. Adenomyosis
and PID were found in 3% cases each. Other
organic causes were also seen but in less
frequency. There was not any obvious organic
pathology in 55% of cases. After proper
investigations they were stamped as dysfunctional
uterine bleeding. The commonest type of bleeding
pattern was menorrhagia 40% followed by
metrorrhagia 29% and polymenorrhoea 14% case.
Postmenopausal bleeding in 7%. Polymenorrhagia
and continuous bleeding were seen in 5% of cases
each. Regarding duration of symptoms majority
80% of the patient came to out-patient department
with in 1 year of suffering. It was found that
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majority of patients were mildly anaemic 56%,
with normal Hb% 32% case. Only 4% were
severely anaemic with Hb% level < 6 gm%. Bulky
uterus was found in 41% cases whereas normal
size uterus was found in 59% cases. Cystic ovaries
were found in 22% cases. Regarding endometrial
histology, in most of the case proliferative 41.%
and secretory endometrium 26% were found.
Hyperplastic endometrium was found in 21%
cases. lIrregular shedding was found in 3.%,
atrophic endometrium in 3.% and endometrial
carcinoma was found in 2.% cases. Bleeding
pattern had no significant relation with age. There
is no definite relationship between endometrial
pattern & bleeding pattern, however atrophic
endometrium was mostly found in patients with
postmenopausal bleeding. Maximum no of
patients 84% were treated surgically. Medical
treatment was given in 13% cases. Conservative
treatment was given in only 1% cases. Fibroid was
much more common in women between 40-45
years age group (50 cases) and in multiparous
women having parity between 1-4 years (40
cases). Fibroid was reported within 1 year of
suffering. Most common bleeding pattern in
fibroid was Metrorrhagia (26 cases). The
dysfunctional uterine bleeding was much more
common in women between 40-45 years age
group (70 cases) and Menorrhagia was relatively
more common (52 cases). 4 cases of ca cervix
were found, out of which 2 cases belong to 40-45
years and the other 2 cases belong to 46-50 years.

Table 4: Distribution of cases according to
endometrial pattern

Majority of cases of abnormal uterine bleeding
with proliferative endometrium had normal uterus.
Maximum no. of bulky uterus had hyperplastic
endometrium. Majority of cystic ovaries were
associated with hyperplastic endometrium. Most
of the abnormal uterine bleeding cases were
treated surgically (84%) cases. Medical treatment
was given in (13% cases) of abnormal uterine
bleeding. 4 cases were treated conservatively and
2 cases of advanced ca cervix were referred for
radiotherapy.

Table 5: Percentage of different types of surgical
procedures done in cases of dysfunctional uterine
bleeding.

Types of surgical procedures No. of Cases | Percentage

Polypectomy and Diagnostic | 2 1%
Curettage

Dilatation and curettage 2 1%
Abdominal hysterectomy 40 20%
Abdominalhysterectomy+Unil | 52 26%
ateral salpingooophorectomy

Abdominal hysterectomy+ | 66 33%
Bilateral

salpingooophorectomy

Ward Mayo’s Operation 1%

Extended hysterectomy 1%

Wertheims hysterectomy %

RINININ

Total 68 84%

Endometrial Pattern No. of Cases | Percentage
Proliferative 82 41%
Secretory 52 26%
Hyperplastic 42 21%
Irregular shedding 6 3%
Atrophic 6 3%
Endometrial Polyp 2 1%
Endometrial carcinoma 4 2%
Tuberculous endometritis 2 1%

Total 196 98%

Discussion

A normal menstruation has always been accepted
as an indication of good reproductive health. A
change in amount, duration or regularity of this
periodic loss is therefore regarded as something
going wrong and not accepted by any women
especially in the perimenopausal age. As the age
advances, menstruation should become less
frequent and scanty. In all perimenopausal women
with abnormal uterine bleeding, the steps to go
through are to diagnose the cause of bleeding and
then treat according to the cause and evaluate the
presence of endometrial hyperplasia and
carcinoma rather doing general mistake to treat
with any medical therapy to slow or stop the
bleeding until the carcinoma of the endometrium
has been eliminated as a possible cause. Abnormal
uterine bleeding still a challenging problem to
every gynaecologist, may be encountered in any
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women’s life in reproductive age group. In the
present study 200 women of perimenopausal age
with Abnormal uterine bleeding were studied
Incidence of abnormal uterine bleeding in
perimenopausal women in KMCH, during the
study period was 14.35%. Maximum no. of cases
69% were in the age group of 40-45 years. 26% of
the cases in the age group of 46-50 years. Least
number 5% cases were in the age group of 51-55
years. Other workers like Sutherland 1949; Novak
1962 and Joffecoate 1987 also observed that
Abnormal uterine bleeding was more common at
the end of reproductive life i.e. 4th decade our
observations are comparable to the observations of
Sharma and Laghate 1991, Chakravarti et al.,
1992, Shekhar Purandre et al. 1993 and Daver et
al. 1993 who observed maximum incidence of
Abnormal uterine bleeding after 4th decade as in
present series. End of reproductive life is phase of
waxing and waning of ovarian function and is also
a period of stress for women both domestic and
social. So this clearly explains the abnormalities
of menstruation in this age. Moreover, organic
causes such as malignancies of genital tract are
also common in late period of reproductive life. It
is evident from our study that Abnormal uterine
bleeding is much more common in multiparous
women than in nulliparous women. Out of 200
cases 75% cases were multiparae with parity 1-4,
20% cases were grand multiparae and only 5%
were nulliparae. Our observations are more or less
comparable to the observation of Banerjee et al.,
1981, Rybo et al., 1985, Maheshwari et al., 1992
and Pant et al., 1993. In the series of Banerjee et
al., 1981, 62.5% and Pant et al., 1993, 75% were
multiparae with parity (1-4). However in series of
Bhattacharjee 1964. Only 34.6% of the cases
belonged to the para 1-3. This variation could be
due to difference in the region surveyed. In our
region multipara constitute the major portion of
female population. It is evident that most of the
cases 76% were Muslims, 24% were Hindus. The
distribution of religion matches with ratio of
different religions in local population. Regarding
relation to Abnormal uterine bleeding with socio

economic status, it has been shown that 68% of
the cases were middle class family and 21% from
lower socio economic class. Only 11% of the
cases were from higher socio economic class. This
appeared to be due to the fact that majority
patients attending GOPD were from middle class
families. Affluent classes usually go to private
clinics. In our study the incidence of abnormal
uterine bleeding was more common is married
women 97% than in unmarried women 3%, this is
because marriage is an essential part of life in our
society. 80 majority of the female population are
married. In present study, no organic cause could
be found in 55%, of cases and were labeled as
Dysfunctional uterine bleeding after proper
investigations. Organic causes were found in 45%
of the cases. Among organic causes 27% of the
cases were due to fibromyoma of uterus.
Adenomyosis and PID found in 3% and 3% cases
respectively. Rest of the class distributed only 1-
2% of case. Purandare et al. (1993) — in a series of
518 patients observed that organic pathology in
37% of cases and 63% patients were having
without any organic pathology. Their study was
mainly on the cases of dysfunctional uterine
bleeding but our study is based on all cases of
abnormal uterine bleeding, so our incidence of
organic causes is more. In this study also
fiboromyoma constituted the majority of the cases
and was seen 29% of case of abnormal uterine
bleeding due to organic pathology. Other organic
causes were seen in small %age as seen in our
study. Jeffcoate (1999) and Novak et al. also
found that majority of perimenopausal cases with
Abnormal uterine bleeding has no organic
pathology. This is probably due to alteration in
hypothalamic — pituitary — ovarian function
preceding menopause. As observed by P.K. Devi
1987, menstrual regularity drops from 90% to
10% due to hormonal changes. Tuberculous
Endometritis — Although TB endometritis is still
prevalent in our country. It is found only in 1% of
cases both were infertile. Although abnormal
uterine bleeding is not the common mode of
presentation of disease as also found by
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Solapurkar 1966 is 1.2% and Tyagi et al., 1997
1.08% of the cases. Endometrial polyp — there
were only 2 cases of endometrial polyp in our
study, Roy Choudhary et al., 1981; Jocicevic,
1989 and Maheshwari et al.,, 1977 reported
1%,2,6%,and 2.9% of the cases of endometrial
polyp more or less similar to our study. It was
observed that the commonest bleeding pattern in
our services was menorrhagia (40%) other type of
bleeding pattern were less often seen. Our
observation correlates well to the observation of
Bhattacharjee (1964), Sharma et al. (1991) and
Bidya et al. (1993). They observed that maximum
no of Abnormal uterine bleeding cases were of
menorrhagia. In B. Bhattacharjee series 1964,
menorrhagia was in 38.02% of the cases. ldononi
et al 1988 have shown that the commonest
bleeding pattern in perimenopausal age is
metrorrhagia. Most of the women seek medical
advice when the menstrual flow is excess. For less
and infrequent menstruation they do not bother.
So menorrhagia constitutes the major part of
Abnormal uterine bleeding. It was observed that
maximum no. of women 80% had been suffering
for 1 year, 12% for 2 years and 8% for > 2
years.Marwah et al. (1993) showed that 15.90%
suffered for 1 year, 34.09% for 2 years and
29.54% for 3 years, 20.47% cases for > 3 years.
This disparity may be due to ignorance and poor
literacy rate in our population. It was observed
that menorrhagia and metrorrhagia was common
in 27% women in the age group 40-45
yrs.polymenorrhoea (10%) was also common in
cases between 40-45 years of age group, out of
7% cases of postmenopausal bleeding 3 (3%)
cases were between 46-50 years age group and 4
(4%) cases were between 51-55 years age group.
All types of bleeding pattern was seen in cases
between 46-50 years of age group but in less
frequency except menorrhagia which was seen in
12% of the cases. S. Sharma and M. laghate
(1991) found that maximum no. of patients of
abnormal uterine bleeding pattern belong to 40-45
years of age group. Fredric, J. Jelovsek (2000).
Abnormal uterine bleeding can infrequently occur

at any age, however they are more common after
the age of 40 years, especially after 2-4 years
before menopause. In the series it was found that
menorrhagia and metrorrhagia were more in
parous women. In  nulliparous  women
menorrhagia was more common. Postmenopausal
bleeding was more in parous women.
Polymenorrhagia and metrorrhagia was not found
in nulliparous women. Other bleeding pattern like
polymenorrhagia, polymenorrhoea and continuous
bleeding were less in frequency. Maheshwari et al.
(1992) reported that largest group comprised of
multiparous women having parity 1 to 4.Pant et al.
(1993) reported that 75% of perimenopausal
women with abnormal uterine bleeding were
multipara having parity 3 or more. On, the other
hand.In Deshpandey’s series — the incidence of
abnormal uterine bleeding in multiparous was
21.2% emphasized that patients with infrequent
and prolonged bouts of bleeding had poor
obstetrical outcome. In our study 32% patients
were with acceptable haemoglobin level around or
more than 10 gm%. Majority (56%) of patients
were mildly anaemic with haemoglobin level 8-10
gm%. Severe anaemia was found in 4% of the
cases. In Bidyae (1993) and Gahlot et al. (1993)
showed 34% and 88.64% of cases were mildly
anaemic. The assessment of amount of bloodloss
by different women is very subjective. Some
women complain of excessive blood was when
they have normal blood loss. On the other hand
some women each have huge amount of blood
loss during the menstruation (up to 80 ml) without
any reduction in their Hb%. Hb level depends on
the iron reserve of body as well. Jacob and Butter
1965 — said that majority of the patients in this
series who developed iron deficiency anaemia, a
compensatory mechanism is initiated. Which
tended to reduce the degree of anaemia. In our
study bulky uterus was present in 41% cases.
Cystic ovaries were present in 22% cases. Most of
the cases with menorrhagia 60% had bulky uterus.
Cystic ovaries were more commonly associated
with menorrhagia and polymenorrhoea. Bulky
uterus was found in cases with organic causes. In
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the series of 210 patients, Chhabra et al., 1992 —
showed uterus enlargement is 66.19% of the cases
of Abnormal uterine bleeding. These variations
could be due to number and group of cases
studied. S. Samrat et al., (1991) — in a study of
dysfunctional uterine bleeding cases where
bilateral salpingoophorectomy was done showed
that more than 56% of the cases had positive
ovarian pathology. Mitra (1964) — reported that
the ovaries are stimulated by the pituitary
gonadotrophin even after menopause leading to
ovarian stromal hyperplasia. In our study fibroid
and dysfunctional uterine bleeding was much
more common in multiparous women having
parity between (1-4). And in women between 40-
45 years of age group (25 cases). Metrorrhagia
was relatively more common. Most of the cases
reported within a year of suffering. Only 2 cases
reported after 2 years. Shekhar Purandre et al.
(1993) made a retrospective study of 518
hysterectomies carried out for the clinical
diagnosis of abnormal uterine bleeding without
any obvious uterine pathology. A
histopathological analysis of the hysterectomy
specimens revealed 37% to have organic
pathology. These ranged from fibroid (29%) and
adenomyosis (52.5%). The largest group was of
dysfunctional uterine bleeding in 63% of the
cases. In our study we observed that 4 cases of ca
cx presented with perimenopausal bleeding. All
were multiparae coming from low socio economic
status and were Hindu. It has been observed by
other authors also that low socio economic status
and multiparity are firm important risk factors.
Dutta and Novak, Wakefield et al., 1973; Beral,
1974; Roy Choudahry, 1975 - however,
observations of carcinoma cervix requires a
separate study. Our observation here signifies the
importance of investigating a perimenopausal
women with Abnormal uterine bleeding. In our
study are encountered 4 cases of ca endometrium
as compared to varied incidence noted by various
author’s like Solapurkar 1986, 0.6%; Sarin et al.
1985 8.4%; and Leader 1986, 0.9% of cases. The
variation depends on the group of study. In the

cases of ca endometrium 1 case was obese and
other case was hypertensive. This indicates the
importance of investigating the perimenopausal
women especially who are obese, hypertensive
and diabetic, as they run the risk of endometrial
carcinoma. It has been said that ca body of uterus
has been found to have a definite relationship with
advanced age, obesity, late menopause diabetes
and hypertension etc (Gurberg Hall, 1961). In this
series only 1% of hypothyroidism was found with
complaints of menorrhagia. Thyroid function test
of the patient given in table XIX. Scott and
Missey 1964 observe excessive menstrual
bleeding in 46% and 70% of hypothyroid patients
respectively. Histopathological examination of
endometrium obtained from diagnostic curettage
as well as from hysterectomy specimens revealed
proliferative endometrium is 41% and secretory in
26% which is in close conformity with Das and
Chugh 1964, who found proproliferative
endometrium is 41.5% and secretory endometrium
is 26% of the cases. Hyperplastic endometrium
was seen in 21% of the cases similar to finding of
Sarin et al.,, 1985; Vig 20.1%. However, in
Sutherland series 1949, 60% of the patients had
normal endometrium though up to 30% have
endometrial hyperplasia, 3% with irregular
ripening, 1.5% with irregular shedding and 1.2%
with atrophic changes. Kistner 1964, Pat et al.,
1968, Maheshwari et al., 1991 and Purandre et al.,
1993 — also found proliferative endometrium in
maximum number of cases 57.55, 63.0% and
66.3% of the cases respectively. Proliferative
endometrium was present in all age groups of
perimenopausal women had with all parities. This
type of endometrium was more common with
menorrhagia, metrorrhagia and polymenorrhoea.
Irregular shedding of endometrium was seen in
3% of the cases in the present series. Atrophic
endometrium was found in 3 cases 3% associated
with postmenopausal bleeding. In series of Das
and Chugh 1964, 1.8% Mehrotra 1972, 2.6%,
Narula 1978, 5.8% and Sutherland 1993, 1.1% of
atrophic endometrium were found. Endometrial
carcinoma was found in 2 cases, 2% compared to
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the varied incidence noted by various authors like
Solaperkar 1986, reported 0.6%; Sarin et al. 1985,
8.4%; and Ledor 1980 in 0.9% cases. Tuberculous
endometritis, is a common and important disease
entity in our country was found in only 1% of the
cases as also found by Solaparkar 1986 is 1.2%,
Tyagi et al., 1877 is 1.8%. In our series majority
of cases 84% of Abnormal uterine bleeding were
treated surgically. 13% patients were treated with
drug depending on the causes of abnormal uterine
bleeding 2% of patients were managed on
expectant  line  with  only  reassurance.
Symptomatic relief and haematinics. 2 cases of
carcinoma cervix was in advanced stage and was
referred for radiotherapy. Patients underwent
curettage and their symptoms were relieved.
Nilsson, Rybo 1971 and Novak 2002 reported that
menstrual blood loss is reduced in the first but not
in subsequent periods following curettage. The
only major therapeutic benefit is in severe
haemorrhage where bleeding reduces and stops
possibly by removing hyperplastic and unshed
endometrium. According to the Sutherland 1949 it
is curative in 12% cases of Abnormal uterine
bleeding. Hysterectomy was done in 82 cases 1%
of ca endometrium : 1 case, 1% of dysfunctional
uterine bleeding was treated by ward Mayo’s
operation because they also had mild degree of
prolapse. According to Jeffcoate when patients are
above 40 years and when haemorrahge fails to
respond to simple measures, hysterectomy is
indicated. It is treatment of choice in all cases of
persistent or recurrent postmenopausal bleeding
for which there has been no obvious causes
(Jeffcoate, 2002). Other workers also preferred
surgery in perimenopausal age group with
Abnormal uterine bleeding In an analysis of
hysterectomy in women above 40 years age group
in the Government Rajaji Hospital, Madurae
(1985), 22% of hysterectomies for non malignant
causes were for Abnormal uterine bleeding. In
developing countries like ours, where most of the
women do not return for follow up and are not
dependent for hormonal therapy, hysterectomy
will be the best choice (Ratnam 2001). In the

institute of Obs and Gynae, Chennai 1990, 26%
hysterectomy for non malignant indicators were
for Abnormal uterine bleeding in women of 40
years or more, hysterectomy should be considered
in all cases of persistent or recurrent bleeding and
of failed or incomplete response to medical
therapy, unless the patient is immediately
premenopausal, removal of uterus is usually
psychologically much more acceptable provided
the patient has been fully consulted and counseled.
Regarding hysterectomy, conflicting view have
been compressed by different authors. Some
gynaecologists suggest that once a woman’s
family is complete, the uterus should be
considered as a foreign body which should be
removed. (Jeffcoate). On the contrary some have
said that even for the women who do not wish to
have more children or have completed her family,
uterus is not an organ to be discarded.
Hysterectomy should be reserved for women in
whom further conservative or medical treatment is
not likely to be efficacious. Irregular shedding was
found in 3.%, atrophic endometrium in 3.% and
endometrial carcinoma was found in 2.% cases.
Bleeding pattern had no significant relation with
age & parity. There is no definite relationship
between endometrial pattern & bleeding pattern,
however atrophic endometrium was mostly found
in patients with postmenopausal bleeding.
Maximum no of patients 84% were treated
surgically. Medical treatment was given in 13%
cases. Conservative treatment was given in only
1% cases.

Conclusion
Abnormal uterine bleeding is an important and
common gynaecological problem at

perimenopausal age. It is more commonly seen in
4th decade of life. Any deviation from normal
pattern of menstruation in perimenopausal age
must be investigated as organic causes from
important aetiological factor in this age group.
Such symptoms should never be dismissed by the
women and her medical attendant.  Abnormal
uterine bleeding may be due to malignancy of the
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genital tract. Early diagnosis of these conditions
depend on the early reports and investigations of
such cases. Surgical treatment is still an important
method of treatment in our region. Although
perimenopause is largely contributed to unstudied,
many therapeutic approaches to the management
of perimenopausal disturbances exists both
prescription and non-prescription. The
perimenopausal health and quality of life can be
maintained and improved through preventive care,
life style modification, early diagnosis of disease
or increased risk for disease and interventions
when appropriate. Our clinical goal should be to
optimize the women health during and after this
transition period.
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