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ABSTRACT 

The present study was conducted to find the spectrum of determining factors for 
selection of treatment options by the patients suffering from menorrhagia. It was a 
descriptive study and was conducted at departments of Obstetrics & Gynaecology of 
Combined Military Hospitals of Mangla Cantt and Malir Cantt from May 2004 to 
October 2004. Total of 100 patients above 35 years of age complaining of 
menorrhagia were enrolled in the study group. Detailed history specially about age, 
parity, wish for further child bearing, previous history of medical therapy and 
contraindications for hormone therapy was taken followed by pelvic examination 
and pelvic ultrasonography. Treatment options i.e. medical therapy, hormone 
releasing intrauterine device (Mirena) and surgery in the form of hysterectomy were 
discussed with the patients. Sixty five (65%) patients opted for surgical treatment in 
the first place because they had already tried some form of medical therapy and were 
not ready to accept further medical trial. Twenty seven (27%) patients accepted 
medical therapy but 12 patients took medical treatment only for 3 months and 04 
more patients requested for surgery after another 02 months. Only 08 (8%) patients 
accepted Mirena as treatment option. In patients of perimenopausal age 
hysterectomy remains the main treatment option. Major determinants are low socio-
economic status, completion of family and poor compliance for medical therapy. It is 
recommended that patients should be educated and made aware of mortality and 
morbidity so that compliance for medical therapy is enhanced. 
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INTRODUCTION  

Menorrhagia is derived from Greek and 
literally means, to burst forth monthly (mene 
the moon and rhegnymi).  While “Heavy 
Periods” is a subjective complaint, 
menorrhagia is an objective diagnosis. The 
mean menstrual blood loss (MBL) is 30-40 ml 
each month [1]. 

The objective definition of Menorrhagia 
is taken as a monthly MBL of 80 ml or greater. 
Ten % of population exhibits monthly BML 
greater than 80 ml [2]. 

Menorrhagia may be the result of 

underlying pathology like fibroids, infection, 
malignancy or bleeding diathesis but in 
majority of the cases there is no pathology 
and bleeding is termed as dysfunctional 
uterine bleeding (DUB) which is the most 
frequent reason for seeking gynaecological 
consultation. Of these 10-20 % is associated 
with an-ovulation, specially at extremes of 
reproductive life. 

In an-ovulatory cycles, there is 
disturbance of local factors in endometrium 
synthesis of which is progesterone dependent 
[3]. There may be a shift in endometrial 
conversion of endoperoxide from 

vasoconstrictor prostaglandin (PGF2 ) to 
vasodilator prostaglandin (PGE2)  other 
endometrially derived factors such as 
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cytokines, growth factors and endothelines 
have also been implicated in pathogenesis of 
DUB [4]. 

The measurement of MBL can be done by 
the use of Pictorial Aids [5] or in a 
semiquatitative manner based on patients’s 
statement of number of sanitary napkins 
used. 

MBL can be measured more accurately 
by using alkaline-haematin method, where 
sodium hydroxide is added to soiled sanitary 
napkins and the resulting alkaline haematin 
derivative quantified calorimetrically against 
a known sample of peripheral blood.   

Fibroids and infection cause menorrhagia 
due to changes in vascularity also in additon 
to imbalance in prostaglandins and 
derangements in fibrinolytic system. This 
study was conducted to evaluate the 
determining factors for selection of treatment 
options by the patients suffering from 
menorrhagia in perimenopausal age group. 

PATIENTS AND METHODS 

This descriptive study was carried out 
from May 2004 to Oct 2004.  Patients of 
perimenopausal age i.e. 35 years or more 
suffering from menorrhagia were included in 
the study.   Patients below 35 years of age 
were excluded from the study and those 
found having malignancy was also excluded.   

Amount of MBL was assesed.  Detailed 
history was taken regarding age, parity, need 
for contraception, wish to retain uterus, any 
contraindication for hormone therapy and 
associated pelvic pathology. 

All patients were examined in detail 
specially pelvic examination was undertaken. 
Amount of MBL was assessed by asking the 
number of pads used by the patients, history 
of passage of clots during menstruation 
degree of soakage of sanitary pads and 
clinically by hemoglobin estimation.  Basic 
investigations included blood complete 

picture, platelet count, blood sugar estimation 
and urine examination.   

All patients underwent pelvic USG but 
endometrial sampling was performed in 
patients who opted for medical therapy and 
Mirena, and in patients where endometrial 
thickness was more than 12 mm at 
ultrasonography. Patients found to have 
endometrial carcinoma were thus excluded 
from the study. 

All treatment options were discussed 
according to preset proforma, which included 
medical therapy, Mirena and surgical 
treatment in the form of hysterectomy. 

Medical treatment included 
prostaglandin synthetase inhibitors, 
tranxemic acid, norethestrone acetate and oral 
contraceptive pills.  Patients were also given 
the option of Mirena. 

Merits and demerits of all options were 
discussed and risks of surgery were also 
explained. 

All the specimens were subjected to 
histopathological studies.  Mostly the clinical 
diagnosis was confirmed. 

STATISTICAL ANALYSIS 

The data was entered and analyzed using 
SPSS ver-10.0. Percentages were calculated to 
describe all the variables. 

RESULTS 

Total of 100 patients were enrolled in the 
study. Sixty five (65%) of patients rejected all 
sort of medical treatment from the very 
beginning because of their previous 
experience, 27 (27%) patients accepted 
medical trial. Twelve patients took medical 
treatment only for 3 months and requested for 
surgery and 04 more patients asked for 
hysterectomy after another 02 months. Rest of 
the patients responded well to medical 
therapy. Eight (8%) patients accepted the 
option of LNG. 1US Mirena (fig.1). Six 
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patients belonged to upper middle class and 
wished to retain their uteri. Two patients 
were convinced for Mirena because of having 
medical disorders and were high risk cases 
for anaesthesia.  

Age distribution of the patients is given 
in (table-1). Mostly the patients (47) belonged 
to middle social class (table-2). 

DISCUSSION 

Menorrhagia i.e excessive menstrual 
bleeding, is a socially embarrassing physically 
incapacitating condition and has great 
financial drain. It is not a direct cause of death 
but it does have a substantial impact on 
quality of life [6]. DUB is the main cause of 
menorrhagia in perimenopausal age. It effects 
20-30% of women [7] and accounts for 12% of 
gynaecological referrals [8] Within 5 years of 
referrals 60% of women will undergo 
hysterectomy [9], making it the commonest 
major, gynaecological operation [10]. 
However, hysterectomy has major socio-
economic costs and is not without 
complications. The recent VALUE Survey of 
over 35,000 hysterectomies reported the 
mortality rate of 0.38 per 1000 and serious 
morbidity rate 3% [11]. 

In spite of all the risks, our patients opted 
for hysterectomy. The main determinants 
were:- 

 Age more than 35 years. 

 No more child bearing was required. 

 Un-acceptance for frequent 
consultations. 

 Disturbance of whole Family and 
disturbance of household and outdoor 
activities. 

 Low socio-economic status. 

 Chronic ill-health due to anaemia. 

 Religious concerns. 

 Associated pelvic pathology in the 
form of fibroids, adenexal disease if 
present, becomes the strong reason for 
surgery.  

However, there continues to be a need for 
effective medical therapies for menorrhagia. 
The medical therapy includes anti 
fibrinolytics agents, anti prostaglandins and 
hormone therapy. Anti fibrinolytics and anti 
prostaglandins reduce MBL by 50% and 25% 
respectively, are used during bleeding days 
only so have good compliance. 

Low-dose mono-phasic contraceptive 
pills reduce MBL at least by 50% [12], are 
more appropriate where contraception is also 
desired. Progestogens are more effective for 
anovulatory DUB. In our study only small 
number of patients opted for medical therapy 
because majority of them had already tried 
some sort of medical therapy. 

Agents such as danazole and GnRH 
analogue result in marked reduction in MBL 
but these are not recommended as first line 
treatment or long term administration, so 
were not offered to the patients. Concerns 
about the “invasiveness of hysterectomy” 
have lead to the development of minimal 

Table-1: Age distribution in patients of menorrhage 
(n-100). 

 

Age in Year Number Percentage 

35-40 28 28% 
40-45 45 45% 
45-50 17 17% 
50-55 10 10 % 

 
Table-2: Social status of patients (n-100) 
 

Lower Middle Class 32 32% 
Middle Class 47 47% 
Upper Middle Class 21 21% 
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Fig.1: Distribution of management options selected 

by the patients. 
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access approaches including endometrial 
resection/Ablation [13] As this technique is 
not widely practiced in our set up so was not 
considered. 

While MBL is increased after insertion of 
inert of copper-containing intrauterine 
devices, blood loss is reduced if the device is 
impregnated with a progestogen [14]. LNG 
1US (Mirena) delivers 20 micro-gm of levo-
norgestral to endometrium every 24 hours. It 
is an excellent device to control menorrhagia 
and its results are comparable with surgery 
even [15]. The only draw-back is its initial 
high cost which limits its availability to 
women of low socio-economic class. The 
women who accepted this option in our study 
belonged to middle social class. As it is the 
patient who has to bear the whole brunt of 
cost for Mirena while in case of surgery, the 
hospital is responsible for cost, so more 
patients opted for surgical treatment. 

CONCLUSION 

Definitive surgery remains the main 
treatment option. Strong determining factors 
are low socio-economic status, completion of 
family and poor compliance for medical 
therapy and perhaps the surgical option as 
main choice because it is free of cost for the 
patients in our set up. 

RECOMMENDATIONS 

Patients need to be more educated and 
made aware of the benefits of medical therapy 
through brochures and pamphlets. They 
should be made aware of morbidity and 
mortality related to major surgery as a first 
line therapy at primary health centres. This 
information may be imparted at this level 
when patients are referred for treatment. This 
will enhance the compliance for medical 
therapy at secondary and tertiary care level. 
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