Abnormal Vaginal Bleeding - Calderdale YKy
. Primary Care Trust

Primary Care Pathway

This document sets out flowcharts for management of:

1 Menorrhagia

2 a&b Irregular bleeding

3 Postmenopausal bleeding

Key Messages

1 Menorrhagia

Regular Menorrhagia with normal examination can be managed without hysteroscopy in
most circumstances

Referral to Gynaecology should be considered if:

® Unacceptable flow
and
® Medical management and levonorgestrel IUS has failed.

® High index of suspicion of underlying malignancy eg abnormal pelvic exam

2 Irregular Bleeding

® Irregular bleeding is more likely to need a hysteroscopy referral, in particular >40 years.
Irregular bleeding in patients >40 years should be managed according to the
SIGNIFICANCE of bleeding — see irregular bleeding (2b) and explanatory notes

@ Prior to a referral a pelvic examination should be the norm

® An ultrasound scan with a normal pelvic exam is not recommended. Pelvic ultrasound
has limited clinical usefulness in adding to a diagnosis of menorrhagia.

3 Postmenopausal Bleeding
® Post menopausal bleeding needs urgent referral for hysteroscopy
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1

Menorrhagia -
Initial management in primary care

Calderdale m

Primary Care Trust

History

Examination

Investigation

Key points
Investigations

Regular menstrual cycle
with heavy bleeding, with
or without Dysmenor-
rhoea for > 3 months

Other patterns
eqg IMB, PCB &
Pelvic Pain

—y. AL_
Uterus >10 weeks Normal or
size or pelvic mass, bulky uterus up to

tenderness 8- 10 weeks

1 TFTs not needed routinely (unless

symptoms or signs of
hypothyroidism}

2 No other endocrine investigations

necessary

3 Endometrial biopsy is NOT an

effective treatment or investigation

Management

4 A number of effective treatments,

depending on need for

contraception. Move between them

sequentially.

5 Do not combine Tranexamic acid and
COC due to thrombotic potential of

both

6 Continue treatment indefinitely if
flow and side effects acceptable
7 TXA 1g tds or gds/mfa 500mg tds

on days of heavy flow

1st line

Consider Referral

or irregular
bleeding pathway

FBC (Rx iron if anaemic)
Smear (if due) Swabs
(only if discharge)

Low Hb / no other obvious
cause andfor patient
requests treatment

|

Primary Care
Management

U

Consider patient
preference & need for
contraception

4

Normal Hb,
doesn't Reassurance
want

treatment

Tranexamic acid (3/12
trial) +/-
NSAIDS eg mefenamic
acid {3‘32 trial)
+/-

Combined oral
contraceptive if
suitable
(also, see note 5)

2nd line

if still heavy flow

still heavy flow

—_—

Injected progesterone
(depo provera)

but consider risk factors
for osteoporosis

v

Still heavy flow and all
acceptable options have
been tried

.4

Refer gynae OPD
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Management of irregular bleeding - calderdale 215
explanatory notes to the guidelines Primary Care Trust

Definitions

Polymenorrhoea (too frequent)

Intermenstrual bleeding / (PCB — post intercourse)
Oligomenorrhoea (infrequent)

Post menopausal bleeding (>1 year from cessation of menses)

Causes
1 Younger patient <40 yrs — chart 2a
infection / contraception / cervical causes / PCOS
2 Older patient > 40yrs — chart 2b
Perimenopause / HRT / cancer (especially endometrial cancer)

Further important points
SIGNIFICANCE OF BLEEDING
You may need to decide significance of bleeding pattern — see chart 2b

Significant — consider if there is:

e IMB

® Unscheduled bleeding

® Continual bleeding

® No recognisable cycle

® Flow and loss different to menses

Not significant — consider if there is:

® Cyclical bleeding

® Scheduled bleeding (including flooding)

® Period like loss, even if irregular cycle length,

Suspect CA OVARY in women with abdominal distension, abdominal pain and
palpable mass on examination. Ca125 may be performed in these circumstances.

RISK FACTORS for endometrial hyperplasia and endometrial Ca
Weight >90kg

FH Colon Ca

FH Endometrial Ca

Infertility / nulliparity

Diabetes

Previous history PCOS

The most TYPICAL presentation of endometrial Ca is an elderly patient with persistent,
streaky blood loss (unlike a period type of flow)

Options for MEDICAL TREATMENT for irregular bleeding
® COC (if no contra indications, non smoker)
® Cyclical progestogens (day 5 — 25 of cycle eg Norethisterone 5mg tds,
dydrogesterone 10mg bd or medroxy progesterone acetate 5 — 10mg.)
® Consider HRT if clinically low oestrogen state. More difficult/controversial
® ?Mirena — especially if menorrhagia also.

Authors: Martin De Bono / Lisa Pickles Date: March 2007 Review: March 2008



2a Irregular bleeding < 40 years old Calderdale \Z&Y

Primary Care Trust

History _’ Suspicious pelvic mass H Urgent ultrasound
Exclude | request and Gynae OPD

pregnancy

l _N Cervical malignancy H rf Ec;'poscipyf 9
l( urgent 2 week referra I'

- P ?GP Remove - -
Palvic Exam ” —’I Cervical polyp H see LES for cervical ’ istology

& speculum. —’ abnormal  — polypectomy

Look at cervix

_’[ Severe tendgerness H Consider } _(;yrgae OPD
infection. if diagnosis
Investigation, unclear or
t : ;
if normal reat if rx fails

Ectropion

Consider PCOS Swabs inc. chlamydia. Possible
Investigation / Smear if due. Pregnancy test q C. I* ( )
management ‘ if indicated. FBC if indicated endometriosis gynae OPD

No Infection Infection
present

! !

. . N Symptoms ‘_ Treat * Symptoms
Patient wishes RX? ‘— parsist infection o

resalve

yes no

4 4

Treatment options:
o, fug?:er
Cyclical progestogens "
Alter current action
contraception

Symptoms Symptoms
resolve persist

Try alternative, Refer to OPD
. g;% . or if no options: _’ if patient wishes
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2b Irregular bleeding > 40 years old Calderdale \Z&Y

Primary Care Trust

History I —’L Suspicious pelvic mass H

Exclude

Urgent ultrasound
request and Gynae OPD
pregnancy
l —’I ?Cervical malignancy H furgenct%’pu?g;z% ferral)
Pelvic Exam & speculum. it —’l Possible endometriosis H

Look at cervix. _’ —
Swabs, pregnancy test, abnormal 7GP Remove
FBC, Smear if due _’l Cervical polyp '—’ see LES for cervical
polypectomy

if normal l

> 10/40size

Significance of bleeding?
See explanatory notes
(2) parta

Not significant e SigNificant
(no IMB) (+/- IMB)

h 4
Menstrual chart Medical management
and review whilst waiting if wished.
in 3 months See explanatory notes
(2) partd

better Persists **

No action DAPH*

and observation

* Direct Access Programmed Hysteroscopy

** “Difficult’ area to put into guidelines. It may be reasonable
to continue observation of a persistent, irregular, non-
significant bleeding pattern. Refer though if any concerns
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Post menopausal bleeding Calderdale A
Bleeding which occurs > 1 year Primary Care Trust

from cessation of menses

All routes lead to DAPH. Urgently

Abdominal, Pelvic &
speculum Exam. Look for
polyp, atrophia, bulky
uterus, Cx and vulval /
vaginal Ca

!

No adnexal mass Adnexal mass

’ |

Consider request
urgent scan and
Ca 125 test

and

— |

DAPH*
urgent 2week
referral

NB

Suspect Ca Ovary in women with abdo distension, pain and palpable
abdominal mass. Ca 125 may be requested in women with PMB in
these circumstances AND - remember refer DAPH

*  Direct Access Programmed Hysteroscopy
note: may be ‘grey areas’ though
Telephone gynaecologist for advice
if needs be.
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Notes re DAPH for problem bleeding Calderdale 7S]
(Direct Access Programmed Hysteroscopy)

Primary Care Trust

1 Referral urgency

Urgent (< 2 weeks):

Soon:

Routine:

post menopausal bleeding

high suspicion of uterine cancer,
eg suspicious examination, multiple risk factors
for endometrial Ca with significant bleeding.

Perimenopausal bleeding — significant
(see earlier descriptors)

Perimenopausal, persistent, not significant bleeding

2 Contraindications to hysteroscopy

Pregnancy,

Recent PID,

Cervical pathology (refer to Colposcopy OPD)
Inability to abduct legs

Note: age is not a Cl to hysteroscopy

3 Ultrasound
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Ultrasound will soon be introduced to the DAPH
service. Patients found to have a thicker endometrium
will go on to have a hysteroscopy.

This will all be carried out at a single clinic visit.

Note: refer as usual for DAPH, NOT to Ultrasound
Department
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