ISSN 2706-0225 (Print)

SLJOM

The Sri Lanka Journal of Menopause

Volume 1, Issue 2 March 2020

Published by Menopause Socicty of Sri Lanka



SLJOM

The Sri Lanka Journal of Menopause

Council of Menopause Society of

Sri Lanka

Volume 01, No 02, March 2020

President
Dr. Sanath Lanerolle

President Elect
Dr. Sanath Akmeemana

Past President
Dr. Mangala Dissanayake

Vice President
Dr. Rukshan Fernandopulle

Secretary
Dr. Ruwan Silva

Assistant Secretaries
Dr. Darshana Abeygunawardena
Dr. Madura Jayawardena

Treasurer
Dr. Samanthi Premarathna

Editor
Dr. Sharada Jayalath

Chairman Academic Activities
Dr. Harsha Atapattu

Chairman Research Activities
Dr. C. Ekanayake

Secretary Social Activities
Dr. Prasad Rannulu

Council Members

Dr. M.D.P. Gooneratne
Prof. Hemantha Perera
Dr. Rohana Haththotuwa
Dr. (Mrs) Marlene Abeywardena
Dr. Champa Nelson

Dr. Sumal Nandasena

Dr. Dasanthi Akmeemana
Dr. Chaminda Mathota
Dr. R .Prathapan

Dr. M. Sathanandan

Dr. Piyusha Atapattu

Dr. Janakie Karunasighe
Prof. W.I. Amarasinghe
Dr. Sunil Fernando

Dr. M. Makarim

Co-opted Members

Dr. Shiromali Dissanayake
Mrs. Chandrika Haththotuwa
Mrs. Wasantha Perera

Ms. Manel Amarasinghe

Dr. Chaminda Kandeuda

Mr. Mahanama Dodampegama
Dr. Thivanka Munasinghe
Dr. Janitha Hettiarachchi

Dr. Manoj Fernando

Dr. Manoji Prabashini

Editor in Cheif
Dr. Sanath Lanerolle

Associates Editors
Dr. Chanil Ekanayake
Dr. Sharada Jayalath

Editorial Board

Prof. Hemantha Perera

Dr. M.D.P. Gooneratne

Dr. (Mrs.) Marlene Abeywardena
Dr. Chaminda Mathota

Dr. Rohana Haththotuwa
Dr. Harsha Atapattu

Dr. Sunil Fernando

Dr. Rukshan Fernandopulle
Prof. Malik Goonawardene
Dr. P.C. Gunasekara

Dr. M. Sathanandan

Dr. Mangala Dissanayake
Dr. Ruwan Silva

International Advisory Board
Prof. Firdousi Begam, Bangladesh
Dr. Asoka Weerakkody, UK

Statistical Advisor
Dr. Janitha Hettiarachchi

Editorial Address

No.112, Model Farm Road,
Colombo 8.

Sri Lanka
Telephone/Fax+94112 699211

E mail: slanerolle@hotmail.com
Website: www.mensocsl.lk

This journal is published biannually.
ISSN 2706-0225 (Print)
ISSN 2714-1659 (Online)



. SLJOM

&

8 saciery oF

The Sri Lanka Journal of Menopause

General Information

The Sri Lanka Journal of Menopause (SLTOM) is an editorially independent publication owned by Menopause Society of
Sri Lanka. The journal publishes peer reviewed work in all areas of Menopause including urogynaecology. oncology and
clinical practice.

Submission for Publication
Full instructions for submitting a manuscript can be found on the website at: http://www.menopause.lk. Please note that
SLIJOM does not accept paper submissions.

Editorial Note
Editors who submit manuscripts. either as corresponding author or contributing author, take no part in any stage of the
editorial processing of their manuscript.

Other information about SLJOM can be found by visiting: http://www.menopause.lk. General inquiries may be directed to
the Menopause Society of Sri Lanka, No. 112, Model farm Road, Colombo 08, Sri Lanka.
(Tel +940112699211 Fax +940112699211, Email: menosoc.srilanka@gmail.com)

Copyright and copying

The entire content of the SLTOM is protected under Sri Lankan and international copyrights. Any part of this publication
may be reproduced, stored or transmitted in any form or any means after obtaining the permission from the editors and
acknowledging the sources of SLTOM.

Disclaimer

The publisher, Menopause Society of Sri Lanka cannot be held responsible for errors or any consequences arising from the
use of information contained in this journal; the views and opinions expressed do not necessarily reflect those of the pub-
lisher, Menopause Society of Sri Lanka and editors. neither does the publication advertisements constitute any endorsement
by the publisher,Menopause Society of Sri Lanka and the products advertised.

Advertisement

SLJOM accepts display and classified advertising. The advertising and product information in Journal does not constitute
and endorsement or approval by the journal or the publisher of the quality or value of the said product or claims made for
it by the manufacturer. It reserves the right to reject any advertisements considered unsuitable according to the set policies
of the journal and guidelines related medical advertising laid down by the Government of Sri Lanka.

Subscription information
Copies of the journal are provided free of cost to life members of Menopause Society of Sri Lanka.

Published by:

Menopause Society of Sri Lanka
No.112, Model Farm Road,

Colombo 8, Sri Lanka
Telephone/Fax+94112 699211

E mail: menosoc.srilanka@gmail.com

Printed by:

Lakcom Print

No.88, Pepiliyana Rd,

Gangodawila, Nugegoda, Sri Lanka.
Telephone : 011 2825666 / 0715 555558
E mail: pushpakumara@gmail.com



)

S—

SLJOM ¢)

m:nﬁfﬁw

The Sri Lanka Journal of Menopause

Page
Message from the Editor in Chief 3
Leading article 5
Menopause Transition — Physiology, Symptomatology and Management
Sathanadan M
Review article 11
Sexual Functions in Perimenopause
Randombage P, Jayawardane M
Review article 19
How Accurately Can You Suspect Endometrial Carcinoma in PMB?
Ilukpitiya IGDC
CME Questions 27
Menopause
Ekanayake C






SLJOM ¢)

The Sri Lanka Journal of Menopause

Message from the Editor in Chief

Dear authors, reviewers and readers.

It gives me a great pleasure to release issue 2 of volume 1, Sr1 Lanka Journal of
Menopause. At the outset let me thank assisting editors Dr. Sharadha Jayalath and
Dr. Chanil Ekanayake for their hard work and their contribution to make this issue.

The global pandemic of novel coronavirus disease 2019 has transformed post
reproductive health care around the world into a challenging situation. Medical
management, notably women going through the perimenopause and menopause, has
come to a new dimensions.

Menopause 1s a time of transition marked by fluctuating physiologic changes that im-
pact the quality of life of many women with vasomotor symptoms, sleep problems, sex-
ual problems and mood disturbances as well as long-term changes such as genitourinary
symptoms, osteoporosis, increase risk of ischaemic heart disease, stroke and sarcopenia.

We must recognize that these difficult times are marred with many uncertainties in terms
of social, health and financial security. Uncertainties lead to fear. Excessive fear leads to

chaos and total disruption of post reproductive health care in Sr1 Lanka.

Amidst the pandemic waging through the country and the world, Menopause Society of
Sr1 Lanka continues to serve the post reproductive women 1n Sri Lanka.

I extend my sincere gratitude to all the authors and contributors to this volume.
Thanking you,
Dr. Sanath Lanerolle

Editor in Chief,
Sr1 Lanka Journal of Menopause.
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Leading Article

Menopause Transition — Physiology, Symptomatology and Management

Sathanadan M

IConsultant ~ Gynaecologist,  Reproductive
Endocrinologist and Fertility Specialist

Corresponding Author — Dr Sathanandan M
(FRCS, FRCOG, FFFP, MPHIL, FSLCOG)

Email - satha55(@btconnect.com

Menopause marks the permanent cessation of
menstruation (Final menstrual period = FMP)
and can only be diagnosed clinically one year
after FMP. Menopause heralds the transition in a
woman’s life from a reproductive state to a
nonreproductive  one. Across the world
menopause occurs in early 50s, and is only
truly affected by smoking and medical or
surgical induction of the menopausal state.
Clinical symptoms of menopause may precede
FMP and the physiological changes of menopause
transition may begin several years prior to the
onset of any manifestation (usually around
45years and 5 to 6 years prior to FMP). It is the
depletion of ovarian follicles to a critical level
that heralds menopausal transition -3,

In order to understand the context in which the
physiological changes of menopausal transi-
tion are happening, it is necessary to consid-
er the definitions and stages associated with
reproductive aging.

The premenopause is the phase of woman’s life
from the menarche (onset of menstruation) until
the beginning of the perimenopausal stage.

The perimenopause comprises the time from
a woman’s mature reproductive state at the
point when she begins to experience variabil-
ity in the length of her cycle or a characteristic
symptoms of the menopausal transition, to the
year following her final menstrual period (FMP).

It is only following this 12 month period of amen-
orrthoea that a diagnosis of menopause can be
made. The term menopause and postmenopause
are often used interchangeably to describe the
phase of woman’s life from this point®-.

Straw Classification

In 2001, the Stages of Reproductive Ageing Work-
shop (STRAW) met to propose criteria for defin-
ing the stages of reproductive life. The STRAW
staging system provides healthcare providers and
women with a guide in the assessment of fertility

and contraceptive requirements. The latest stag-
ing is called STRAW+10.

STRAW+10 staging system is divided into 3
phases.

1) the reproductive phase
2) the menopause transition
3) the postmenopausal phase.

The reproductive stage is subdivided into three
stages (-5 to -3). The early reproductive stage (-5)
refers to the period immediately following men-
arche, before menstrual cycles become regular.

During peak reproductive stage (-4) menstrual cy-
cles are regular.

The late reproductive stage (-3) marks the time
when fertility begins to go into a decline. It is sub-
divided into 2 stages. During stage -3b, menstrual
cycles are regular but Anti Mullerian Hormone
(AMH) levels continue to fall (a process that starts
from menarche) as a result of a gradual depletion
of antral follicular count.

Stage -3a 1s characterised by subtle changes in
menstrual cycle length and flow. FSH levels rise
with increasing variability, whilst levels of antral
follicle AMH and inhibin B are low®,
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STRAW -2 is the onset of early menopausal tran-
sition where cycle variability increases with a per-
sistent difference of 7 days or more in the length
of consecutive cycles. Anatomical and biochemi-
cal changes are similar to those of stage -3a, but
with increasing variability of FSH levels.

The late menopausal transition (STRAW -1) is
characterised by an interval of amenorrhoea last-
ing at least 60 days®™. There is increased preva-
lence of anovulation and further variability in cy-
cle length and hormonal levels. During this stage
FSH levels are greater than 25 [U/L and are often
associated with high Estragon (E2) levels. How-
ever E2 levels start to fall over the last 1-3 years.
It is during this time that menopausal in particular
vasomotor symptoms usually arise.

Late menopausal transition concludes with FMP
(STAW 0). Postmenopausal phase starts from
FMP ( STRAW +1 to +2 ). STRAW +1 is defined
as the early postmenopausal stage. It is subdi-
vided into three stages. Stage +la lasts 1 year
from FMP and the end of this stage is defined
as menopause and marks the end of perimeno-
pause. During stages +1a and +~1b ( which also
lasts one year) , FSH levels continue to rise, while
E2 levels continue to fall"*. Thereafter the levels
of these hormones begin to stabilise. Vaso Motor
Symptoms (VMS) are most likely to occur during
this period.

Stage +1c marks a period of stabilization in levels
of FSH and E2 which lasts between 3 to 6 years.

The late postmenopausal stage (+2) lasts for the re-
maining life span of a woman, during which FSH
levels tend to fall gradually. Generalised somatic
ageing processes rather than reproductive ageing
characterise this period. However the prevalence
of urogenital symptoms increase at this time'®.

Physiological Changes in the Menopaus-
al Transition

During this period. there 1s a gradual reduction
in the number and quality of ovarian follicles to
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the critical level®. Qocyte production stops at 20
weeks of gestational age when the level is 6 to
7 million follicles. Thereafter the level decreas-
es through a combination of follicular atresia and
oocyte release, until fewer than 100 follicles re-
main in each ovary at the onset of perimenopause
(menopausal transition). In addition the oocyte
and its surrounding layer of granulosa cells are
thought to become increasingly incompetent with
age®.

With decline in antral follicle count in the late re-
productive stage and early menopausal transition,
there 1s a reduced amount of inhibin B production
by the granulosa cells®. Inhibin B usually has a
negative feedback mechanism in the pituitary to
reduce rising levels of FSH.

Lower levels of inhibin B fail to keep this mech-
anism in check which leads to higher levels of
FSH during the early follicular phase. This in furn
leads to increased activity of a single dominant
follicle or the recruitment of multiple dominant
follicles, and thus higher levels of E2 production.
As E2 levels rise to a critical level.

At an earlier stage, the LH surge occurs earlier
and the follicular phase is shortened, which in
turn reduces the overall cycle length®. The luteal
phase does not change in duration until later in
transition. This shortened menstrual cycle does
not occur in all women entering perimenopause.

As women move onto late menopausal transition,
menstrual cycle becomes progressively longer
in duration. The proportion of cycles which are
anovulatory also increases. This may be due to a
variety of reasons.

1) Aprogressive deregulation of positive and
negative feed back mechanisms in the hypo-
thalamic pituitary ovarian axis. High levels of
E2 which elicits an LH surge in the middle of

the cycle has failed.
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2) A fall in E2 in the luteal phase has also
failed to lower the circulating levels of LH due
to hypothalamic-pituitary insensitivity.

3) In the ovary, high levels of FSH may also
prevent ovulation occurring inspite of LH
surge.

Progesterone levels appear to fall steadily
throughout menopausal transition. This may be
due to reduced Progesterone production from cor-
pus luteum as well as increase in the frequency of
anovulatory cycles®.

Levels of E2, only falls in the 2 years preceding
FMP (this has been noted in the prolonged ovu-
latory cycles) whilst FSH levels continue to rise.
Only 12 months following FMP, the E2 levels are
persistently low. In the postmenopausal women, it
1s the estrone (E1) that predominates in the circu-
lation. This 1s generated by conversion of Andro-
gens (secreted by adrenal glands and postmeno-
pausal ovaries) in the adipose tissue and liver.

FSH levels undergo slow decline in the late meno-
pausal transition”. Whilst there 1s little change in
the levels of testosterone across the transition,
levels of SHBG (Sex Hormone Binding Globu-
lin) falls leading fo an increased proportion of free
testosterone®.

AMH produced by antral follicles is not directly
involved in feedback mechanisms. AMH is high
at menarche and then declines after 26 years. It
1s almost undetectable in the 5 years preceding
menopause.

Svymptoms of Menopausal Transition

Meopausal transition and postmenopausal period
are characterised by broad range of physical and
psychological symptoms which can be extremely
debilitating.
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A woman has about 400000 potential oocytes in
her ovaries at menarche. She loses these at a rate
of 1000 per month regardless of whether she takes
oral contraceptive pills which inhibits ovulation
but does not spare oocytes.

Symptoms of menopausal transition also called
climacteric, are usually reported as a continuum
and can be classified into several types:-

*+  VASOMOTOR SYMPTOMS:- include hot
flushes, palpitations, night sweats, altered
sleep pattern and fatigue.

+ NEUROMUSCULAR :- these include head-
aches, joint and muscular pain. other degen-
erative changes may also occur such as hair
and skin changes, which can include a crawl-
ing sensation (formication) and itchy skin.

+  PSYCHOGENIC :- these include poor con-
centration, forgetfulness, depression, anxiety,
claustrophobia. agoraphobia, irritability, dif-
ficulty in coping, tearfulness and lack of drive
including sex drive.

« UROGENITAL :- symptoms of vaginal
dryness, uterovaginal prolapse and urinary
symptoms of urge incontinence / overactive
bladder.

« INDIRECT SYMPTOMS :- of menopausal
osteoporosis — repeated fractures.

There 1s a huge variation in the frequency and
severity of menopausal symptoms between
different women.

Abour 20% have no significant symptoms, 60%
have mild to moderare symptoms and 20% have

very severe symprtoms.

Menopause induced by surgery or chemo/radio-

therapy usually have more severe symptoms.
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Vasomotor Svmptoms

Hot flushes adversely affect many women in
menopausal transition (MT). These symptoms
persist for 5 years on average. It is thought that
the alpha adrenergic system. specifically nor-
adrenaline. 1s the chemical trigger triggered by
decreasing Estrogen levels. Hot flushes can be
aggravated by stress, anxiety, diet, lifestyle and
other medications.

Although night sweats can keep women awake
at night, insomnia associated with menopause is
likely to be due to a separate mechanism (loss of
neuronal modulation of energy metabolism), and
one can occur without the other®.

Neuromascular Svymptoms

Joint pain is a common complaint in perimeno-
pausal women. Estrogen is thought to attenuate
inflammation and promote cartilage turnover®.

Headaches and migraine are also common symp-
toms in the perimenopause. In migraine, contin-
uous hormone replacement therapy should be
considered, preferably using a non-oral route and
lowest effective dose. Estrogen gives variable re-
sults for headaches.

If Estrogen is contraindicated, migraine can be
treated with serotonin reuptake inhibitors such as
venlafaxine, fluoxetine and paroxetine, which all
have shown efficacy'®. Lifestyle changes alone or
in combination with isoflavones may be used for
prevention of migraine in MT. Gabapentin also
reduces frequency and severity of migraine.

Psychogenic Symptoms

During perimenopause, psychogenic symptoms
such as fear of ageing (and wrinkles), changing
body shapes, financial pressures. relationship i1s-
sues, and changing roles with children becoming
independent. Estrogen imbalance may aggravate
any or all of these. Women who have a past his-
tory of depression, or have a history of premen-
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strual syndrome are more likely to experience
psychogenic changes during the perimenopause
providing HRT will alleviate Estrogen deficien-
cy. but cannot compensate for many of the factors
which may be responsible for low mood. Howev-
er, certain types of depression which are due to
Estrogen deficiency are best treated by HRT®.

Urogenital Symptoms

Vaginal problems are common and under report-
ed.

Vaginal dryness due to Estrogen deficiency, can
cause sexual problems due to lack of lubrication
and loss of tissue elasticity.

Loss of normal vaginal secretions can also be as-
sociated with an overgrowth of vaginal commen-
sal organisms, resulting in vaginal discharge.

In addition to the vagina. urogenital tract is also
affected by lack of Estrogen and this may present
as Urgency or urge incontinence.

Urogenital problems respond best to local Estro-
gen therapy. Which includes creams, tablets and
vaginal rings. Only Vagifem 10 microgram insert-
ed into the vagina twice a week, 1s licensed to be
used without additional progesterone, lifelong in
women with an intact uterus.

Osteoporosis

Women lose 1% of their bone mass each year af-

ter ovarian failure and Estrogen replacement can
inhibit this.

Quantifying Symptoms

To document the severity of symptoms, a quantita-
tive score sheet has been developed. This enables
women to self-score their symptoms on a scale of
0 to 3 and for the total score to be calculated. Not
only this allows the severity of symptoms to be
accurately assessed, but it also allows follow up
of any change / improvements as a result of any
therapy.
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Menopausal Symptomatology Score Sheet

Symprom

VASOMOTOR SYMPTOMS
Hot flushes
Night sweats
Crawling feeling under the skin
Dry skin

NEURO MUSCULAR SYMPTOMS
Muscle pains
Backache
Headaches
Joint pains

PSYCHOLOGICAL SYMPTOMS
Depression
Trritability
Mood swings
Anxiety
Inability to sleep
Tiredness
Loss of sex drive
Unloved feelings
Tearfulness

UROGENITAL SYMPTOMS
Dry vagina
Painful sex
Urinary frequency/urgency

Total Score

Score (0 = nil, 1= mild, 2=moderate, 3=severe)

Bt

00 DL

Differential Diagnosis

Before we describe a woman’s symptoms as be-
ing due to climacteric (Menopausal Transition /
Perimenopause) we need to be sure we are not
missing a medical problem. The three common-
est medical problems that can be confused with
menopausal symptoms are hypothyroidism, anae-
mia and depression. Depression is particularly

difficult as 1t is very common in women during
perimenopause.

Conclusion

Take a good history about symptoms of meno-
pause.

Using the score sheet is a valuable way of quanti-
fying the symptoms. Take a detailed history with



respect to risk factors for breast cancers, thrombo-
embolic disease and osteoporosis.

Ordering a series of expensive hormone tests in
women undergoing physiological menopause is a
waste of resources.
Firstly, FSH levels are variable and single
raised level is not meaningful.
Secondly, Estrogen levels vary a lot from day
to day and its blood level bear no relationship
to the symptomatology.
Thirdly the results of hormone tests will not
change the management of the patient. This
should be determined by the women’s symp-
tomns.

The initial prescription of HRT is a therapeutic
trial. Using the score sheet is a more objective
way of evaluating any improvement in symptoms
during treatment. Maximum possible score 1s 60.

If there is improvement, continue the prescribed
treatment. If there is no improvement, a different
preparation of HRT could be tried.
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Abstract

Sexual dysfunction is a rising problem espe-
cially in those who are at perimenopausal age.
It goes hand in hand with aging, medical and
surgical comorbidities, psychological factors
as well as relationship factors. More and more
women seek the opinion of doctors since it has
disrupted their quality of life. The prevalence is
hard to determine since women are reluctant to
come up with the complaint of sexual dysfunc-
tion. Remedies have been coming up such as
topical moisturizer applicants to newer hormone
replacement therapies. Psychological phenome-
non has been further explored since many wom-
en are suffering from depression and other in-
firmities of the mind. Even though studies have
been done, the problem is far from resolved and
further studies and newer methods should be
produced to improve quality of life and provide
a long lasting solution for sexual dysfunction.

Key words

Sexual functions, perimenopause
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Introdution

Sexual functions of women’s life have received
increased attention from medical, pharmaceutical
and public health fields during recent decade. It
is regarded as an integral part of a woman’s life
and studies are being conducted to access the
sexual functions and their quality of life. In the
Study of Women’s Health Across the Nations in
America (SWAN) has revealed that more than
75% of women 1n their middle age think sex is
either moderately or extremely important to their
functioning of life®.

Menopause is a physiological phenomenon of
women. However beyond that it causes many
biopsychological changes which results in reduc-
tion of quality of life. Sexual dissatisfaction leads
among these changes®?).

Sexuality 1s an important aspect of life. It is affect-
ed by biological, physical, hormonal, emotional
and social factors®. Moreover current relation-
ship with the partner, male sexual dysfunctions
and polypharmacy at this age also affect sexual
behavior®.

Sexual dysfunction increases with age due to re-
duction of Estrogen which 1s physiological during
menopausal transition. Thus both aging and natu-
ral menopause have negative effect on aspects of
sexuality like libido, arousal, desire, orgasm and
sexual activity. If the physical activity of wom-
en remain high it will positively affect the sexual
functions®. Estrogen is also important for aware-
ness and receptivity of sexual functions. Further
the depletion of Estrogen results in vaginal dry-
ness and deep dyspareunia. Other than that urogy-
naecological issues like pelvic muscle weakness,
prolapse and urinary incontinence have negative
impact in sexuality and quality of life(-®).
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It has proven that use of HRT improves the sexual
functions i many aspects like orgasm. lubrica-
tion and pain relief. It has also shown among the
sexually active women the hormonal treatment
may result in sexual dysfunction due to the de-
cline in androgen levels. So the exact role is still
unclear®.

Relationship between sexual function and severi-
ty of menopausal symptoms can be assessed using
the Female Sexual Function Index (FSFI) and the
Menopause Rating Scale (MRS).

Prevalence

It 1s a difficult task to measure the exact preva-
lence of sexual dysfunction in community since
many women are reluctant to disclose their per-
sonnel and private information. A study done re-
cently showed 24 percent of Caucasian and Af-
rican American women aged between 20 and 65
years reported distress associated with sexual re-
lationship®®.

Sexual dysfunction and frequency of symptoms
increase directly with age in both men and women
whereas the personal distress about these symp-
toms diminishes as women age.

Most women had never spoken to a doctor about
their sexual functions and Nusbaum and col-
leagues found that only 14% to 17% of women
reported their sexual functions. The patient was
nearly twice as likely as the physician to have ini-
tiated the discussion on their sexual functions if
the topic has been raised®®.

Menopause vs. Perimenopause

Consecutive 12 months of amenorrhea in the ab-
sence of physiological causes like pregnancy and
lactation, and in the absence of pathological caus-
es like hysterectomy which results in termination
of menstruation and declining of ovarian func-
tions epidemiologically defines the menopause.
Perimeopause however is not clearly defined in
the literature. It is manifested with menstrual ir-
regularities and occurrence of vasomotor symp-
toms during the transitional period to menopause.

SLJOM
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More recent research has distinguished between
early and late perimenopause based on a more
rigorous, consensus-based staging system (Stages
of Reproductive Aging Workshop - STRAW) for
reproductive aging in women?.

Overview of Sexual Functions

Sexual performance according to the perspectives
of Masters and Johnson, illustrates a linear mod-
el. It reflects male sexuality more accurately than
temale, where it 1s more qualitative. The linear
model being a progression from desire to arousal
and excitement leading to orgasm followed by a
refractory period.

This complex subject is usually studied in as-
pects of desire with sexual thoughts and fanta-
sies, arousal, frequency and sexual activity which
includes intercourse, masturbation, orgasm and
satisfaction. However there are wide variations
among attitudes towards sexuality and patholo-
gies like pain during intercourse and difficulty to
reach the orgasm, which also affect negatively for
the poor functioning™®.

Some studies have broadly divided this into two:
libido and potency. Libido comprises sexual in-
terest, desire, drive, motivation and pleasure and
potency is the physiologically measurable events
like arousal, activity, and overall sexual response.
Also the other measures of potency like dyspa-
reunia and vaginal dryness has clear relationships
with the menopause?.

An international consensus group has highlighted
the importance of intimacy and sexual stimuli for
innate female sexual drive, which 1s an expansion
to the already developed models in the latter part
of 20® century. In a woman’s perspective, it is not
necessary to have an innate sexual drive or libi-
do for a healthy and satisfying sexual life. This
grants the improved understanding of true female
psychosexual disorders that represents the reality
of woman'’s sexual lives. Sexual motivation of a
relationship includes the desire to reinforce phys-
ical and emotional intimacy and sexual stimuli
then can be processed in the mind, influenced by
biological and psychological factors. As a result
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arousal and desire occur, which could easily dis-

rupted by physical and mental pain*®.

Factors Contributing to Sexual Dvs-
function

There are several factors that contribute to sexu-
al dysfunction among women. Hormonal effects
have a major impact on sexual response as it alters
the normal physiology of a woman and cause ad-
verse effects.

Different non communicable diseases such as
diabetes mellitus and communicable diseases
also have an effect on sexual functions on both
genders. Side effects of pharmaceuticals for the
diseases might have an adverse effect on sexual
functions and may cause a significant deteriora-
tion as the disease and the drugs having a syner-
gistic effect.

Psychosocial and aging factors are often report-
ed as more mmportant determinants than ovarian
function among mid-aged women. Aging is inev-
itable and with it the overall sexual function dete-
riorates significantly.

Factors such as availability of a partner, previ-
ous sexual behaviour and enjoyment, relationship
quality, psychological function, general physical
health and ethnicity also contribute to the sexual
functioning of a woman®?,
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Women tend to disregard the psychological fac-
tors as well as infirmities in the mind due to the
stigma that 1s present in the community. Depres-
sion and other psychological symptoms cause less
desire and lower frequency of sexual intercourse.
Smoking is one of the important factor related to
reduced desire and frequency of sexual intercourse
due to the negative effects on sex steroids®®.

Sexual satisfaction promotes further sexual ac-
tivity by breaking the cycle of negative feedback.
Pressures from other influences, including the
media, proposing alternative criteria for ‘normal’
sexual behavior can increase performance anxiety
and dissatisfaction in women as well as in men.

Painful intercourse is a common complaint in
particular among perimenopausal women. Study
done on middle aged women found an iverse re-
lationship between sexual desire and painful in-
tercourse beginning in the late perimenopause, as
well as an increase in masturbation during early
perimenopause. Also vaginal dryness was highly
associated with pain and lower sexual arousal and
pleasure.

Wide understanding of these factors and how it
affects normality of the sexual functions are para-
mount important in patient counselling and decid-
ing future management options®Y.
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Figure 1: International consensus model of female sexuality®?.
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Diagnosis

The doctor should be mindful enough to ask the
sexual problems as the patients may be reluctant
to discuss them. Developing trust between patient
and healthcare professional allows greater explo-
ration of fears. fantasies and difficulties that often
do not need referral. Taking a good sexual history
1s the corner stone and another way is by using
questionnaires.

Female Sexual Function Index (FSFI) and the
Menopause Rating Scale (MRS) can be used to
assess the problems of these aspects®®. The MRS
has been standardized and translated into many
languages and widely used in many researches. It
has Subjective complaints of which 11 items are
classified into 3 domains®?:

« Psychological (4 symptoms: depressed, irri
table, anxious, exhausted)

« Somatic (4 symptoms: sweating or hot flush-
es, cardiac complaints, sleeping disorders,
joint and muscle complaints)

« Urogenital symptoms (3 symptoms: sexual
problems, urinary problems, and vaginal dry-
ness).

Female Sexual Function Index (FSFI-19) is used
to assess sexual functions among women aged 18
to 70 years. FSFI consists of 19 questions evalu-
ating 6 domains of female sexual function: sexual
desire, arousal. lubrication, orgasm, satisfaction
and pain in the previous 4 weeks"!?,

Management Options

Increasing number of women seeks medical ad-
vice for sexual dysfunction. There are several
treatment modalities available. However there is
a paucity of research on the treatment of sexual
dysfunction. specifically in the perimenopause.

Estrogen therapy in all forms (i.e. oral, transder-
mal and vaginal) 1s effective in treating vaginal
pain and dryness. However it is less effective in
other aspects of sexual function®2%.
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Even a good doctor patient relationship can allow
resolution of the symptoms of a woman. Concom-
itantly, hormonal and pelvic interventions can act
synergistically to improve the sexual dysfunction
of the woman.

For urogenital symptoms, treating vaginal atro-
phy and urinary tract infections is the mainstay.
As last resort, surgery can be considered.

Psvchological Treatment

Psychological treatment itself can improve the
well being of a woman. As the first step, educa-
tion of anatomy, physiology, and expectations can
be addressed. Next, disparities in sexual desire
between partners can be addressed in couple’s
therapy. For women whom never had or rarely
experienced orgasm, a technique which i1s known
as directed masturbation can be used either alone
or with the partner and has shown a success rate
of 65%®.

Other women who are able to have an orgasm
while masturbating, but find the pressure of a sex-
ual encounter with their partner too anxiety pro-
voking, Masters and Johnson’s sensate focus (SF)
method can be a useful tool. It consists of progres-
sive levels of touching, starting with nonsexual
touching, progressing to more sexual touching,
and eventual intercourse or other direct genital
stimulation.

For women experiencing pervasive anxiety, or
other mood symptoms. cognitive behavioral ther-
apy (CBT) can be used®®.

Non Hormonal Pharmacotherapy

In a study done on premenopausal women who is
with SSRI induced arousal or orgasmic problems,
Sildenafil has been found to have a superior effect
than placebo on arousal and orgasmic dysfunc-
tion. Despite more than 80% of the women com-
plaining of decreased desire at study baseline, low
desire was unaffected by sildenafil treatment®”.
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Hormonal treatments

Menopausal replacement therapy (MRT) is the
current treatment of choice. There is an increased
risk of having a serious side effect of hormone
replacement therapy such as cardiovascular dis-
ease, cerebrovascular disease, deep vein throm-
bosis and breast and ovarian cancers. Risks ver-
sus benefits should be compared if the patient has
severe postmenopausal symptoms. as the risk of
the adverse effects occurs in a very small per-
centage. This issue was addressed by the Wom-
en’s Health Initiative. Due to the benefits of MRT,
clinicians and patients warrant the use of exog-
enous hormones as a treatment. at least through
the perimenopause®. Several trials have reported
that MRT leads to increased desire for sex in post-
menopausal women®,

For women experiencing vaginal atrophy and who
do not wish to take systemic Estrogen. topical Es-
trogen creams has remarkable effects improving
symptoms. Low-dose local vaginal Estrogen de-
livery as treatment for vaginal atrophy is effective
and well tolerated®?.

However, clinicians should be more aware of the
risk of breast cancer, even can be attribute by vag-
inal Estrogen according to the recent meta-analy-
sis of epidemiological studies®?.

A recent study has shown an increase in sexual
desire and frequency of satisfying sexual encoun-
ters by using a testosterone patch in surgically
menopausal women. Though androgenic adverse
events (e.g. acne, hirsutism) was higher in the
testosterone group, most were mild. Although it
improved sexual functions, the testosterone patch
failed to gain FDA approval in 2004 due to con-
cerns over long-term safety®?.

Tibolone 1s a synthetic steroid sex hormone with
Estrogenic, Androgenic, and Progestogenic ef-
fects. Studies have shown Tibolone to be superior
to HRT in improving of sexual performance. in-
cluding general sexual satisfaction, sexual inter-
est, sexual fantasies, sexual arousal and orgasm,
with decreased frequency of vaginal dryness and
dyspareunia®®.
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Upcoming Methods

Vaginal lubricants and moisturisers have a place
in reducing vaginal dryness and pain during in-
tercourse in women with mild to moderate val-
vo-vaginal atrophy. Lubricants and moisturisers
work in different ways and are particularly help-
ful for women who are not medically suitable to
take Estrogen. Although lubricants do not have
long-lasting effects; it mainly provides short-term
relief during intercourse.

Vaginal erbium and CO2 lasers have been used to
treat valvo-vaginal atrophy and studies suggest a
significant improvement in symptoms, including
vaginal dryness and dyspareunia. However larger
studies and strong evidence are lacking how these
treatment options improve the sexual functions
among perimenopause®?.

Selective Estrogen receptor modulators (SERMs)
act as Estrogen agonists / antagonists. Raloxifene
and Tamoxifen are well known SERMSs. but are
not effective in the treatment of valvo-vaginal at-
rophy. Recent studies have shown reduced dys-
pareunia in postmenopausal women treated with
Lasofoxifene. The Selective Estrogen Menopause
and Response to Therapy 1 (SMART-1) study
have shown that Tissue-selective estrogen com-
plexes improved vaginal atrophy with reduced in-
cidence of dyspareunia at 2 years compared with
placebo®.

Conclusion

Sexual dysfunction among women 1s a rising
problem especially those who are at perimeno-
pausal age. The dysfunction can be related to the
anatomy, physiology or the psychological factors
of the woman. Many studies have been done to
seek the root cause of the pathologies as well as
to seek management modalities. Newer methods
have risen as management options, but the prob-
lem seems far from being solved. Studies should
be done addressing different aspects of a woman’s
life to conjure an effective treatment, to improve
their quality of life significantly.
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Abstract

Endometrial carcinoma is the second com-
monest gynaecological carcinoma worldwide,
which is more frequently present as postmeno-
pausal bleeding in early stages. Evaluation of
endometrial thickness by 2D and 3D trans-
vaginal ultrasonography, saline infusion so-
nography, MRI, blind and hysteroscopic guid-
ed endometrial biopsy are the investigations
available to evaluate postmenopausal bleed-
ing. Many studies has been conducted to assess
and compare the accuracy of each investiga-
tion and found to have differences in sensitiv-
ity, specificity and predictive values on diag-
nosing endometrial malignancies. Therefore,
systematic analysis of symptoms, risk factors
and supportive investigations will give a better
prediction of endometrial carcinoma in women
presenting with postmenopausal bleeding.

Key words

postmenopausal bleeding, endometrial carci-

noma, sensitivity, specificity, predictive value

Introduction

Endometrial carcinoma is the second most com-
mon female genital tract malignancy worldwide,

19

but it is the commonest gynaecological malignan-
cy in western countries as they are having well
establish cervical screening programmes for cer-
vical carcinoma, which is the number one gynae-
cological cancer among other countries®. In Sri
Lanka, endometrial Carcinoma is the eighth com-
monest carcinoma among females, where cervical
and ovarian carcinoma are the leading genital tract
malignancies®». Most of the endometrial cancers
are diagnosed in early stages, as most of them are
presented as post-menopausal bleeding (90%),
even though only 10% -15% of post-menopausal
bleeding is associated with endometrial carcino-
ma *>¢7_ According to the data from year 2018,
deaths due to endometrial carcinoma is 1% of all
deaths due to malignancies in Sri Lanka®.

Pathology

The most common (80%) histological type of
endometrial carcinoma is endometrioid adeno-
carcinoma (type 1), and they are associated with
nulliparity, obesity, insulin resistance, and hyper
estrogenic environment. They are graded from
1-3 according to the degree of differentiation and
nuclear features. Type 2 tumours include serous,
squamous, undifferentiated carcinomas, carci-
nosarcomas and endometrial stromal sarcomas.
They are less common, more aggressive and have
a poor prognosis. They are associated with old
age and not associated with the risk factors for
type 1 cancers. Type 1 tumours usually have a
background of endometrial hyperplasia and found
to have about 50% of severe atypical endometrial
hyperplasia. Endometrial carcinomas are usually
primary and very rarely can be secondaries from
breast, ovary, lung, gastric, colorectal carcinomas
and melanomas.
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Endometrial carcinoma spreads locally into the
myometrium, to the cervix and vagina (haematog-
enous spread as well can be seen in the vagina
as drop lesions). Deeper myometrial invasion can
penetrate the serosa and involves the parametri-
al tissues. Endometrial carcinoma spread through
the lymphatics to the external iliac, internal ili-
ac, obturator and para-aortic lymph nodes and
this spread is directly proportional to the degree
of myometrial involvement. Trans-tubal spread is
also possible to the peritoneum and to the ovaries.
Lungs are the commonest site of haematogenous
metastasis and, type 2 endometrial carcinomas
have the highest tendency to spread even with a
minimum myometrial invasion.

Screening and Diagnosis

Routine mass screening of the population is not
practical due to very low prevalence of endome-
trial carcinoma and its precursor lesions (com-
plex hyperplasia of the endometrium). Therefore,
proper assessment of symptomatic females, spe-
cially associated with risk factors, is the mainstay
of the diagnosis.

The commonest cause for postmenopausal bleed-
ing is atrophic endometritis or vaginitis, ac-
counting for 60-80% of all cases®”. Exogenous
Estrogen contribute m 15-25%. endometrial hy-
perplasia in 5-10% and cervical or endometrial
polyps in 2-12% for postmenopausal bleeding.
Bleeding may arise from extra genital arears such
as urethra, bladder and rectum. The possibility of
cervical carcinoma is always should be kept in
mind on investigating for postmenopausal bleed-
ing. especially in Sr1 Lanka, as a third world coun-
try. Even the risk is 10-15%. 75% of endometrial
carcinomas occur in postmenopausal period and
90% of them present as postmenopausal bleeding,
making them to seek medical advice in early stage
of the disease.

Obtaining a comprehensive history including
risk factors with proper clinical examination of
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the lower genital tract, including assessment of
the cervix, vagina and perineum in combination
with the investigations, will provide a good pre-
dictive value than the predictive values of indi-
vidual component®®?* The pre-test probability
of endometrial carcinoma is reduced from 10-15
% up to 1% post-test with negative results. But it
varies with the coexisting risk factors and advanc-
ing age, where there is 1% risk if the age 1s <50
years and 25% if the age is > 80years. The risk is
18% in obese, 21% in diabetic and 29% in obese
& diabetic in combination'®.

Surgery is the mainstay of management of endo-
metrial carcinoma including, obtaining peritoneal
washing for cytology, extra fascial total hysterec-
tomy. bilateral salphingo-oophorectomy, with or
without pelvic and para-aortic lymph node dissec-
tion which will provide surgico-pathological stag-
ing of the disease. Post-operative adjuvant radio-
therapy (external beam or brachy-therapy) would
be decided depending on the grade, type and the
degree of myometrial invasion of the tumour. Still
there are some confroversies of the management
of endometrial carcinoma, where many studies
been focused currently on adjuvant chemothera-
py, chemoradiation when compared to radiother-
apy alone.

The overall 5 year survival of all stages of the en-
dometrial carcinoma is 80% and it varies with the
grade and myometrial invasion. Survival in stage
I disease 1s approximately 85-90%, and it reduc-
es up to 70-75% in stage II, 45% in stage III and
<30% in stage IV, which reflect the importance of
early detection of the disease.

Trans Vaginal Sonography (TVS)

Multiple logistic regression analysis showed that
time since menopause and endometrial thickness
were statistically significant predictors of endo-
metrial carcinoma®.

Transvaginal ultrasonography i1s a known less in-
vasive investigation which is freely available and
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has a very good patient acceptancy. Usually it is
sufficient for an initial evaluation of postmeno-
pausal bleeding if the ultrasound images reveal
a thin endometrial echo (less than or equal to 4
mm). The patient can be reassured, given that
an endometrial thickness of 4 mm or less has a
greater than 99% negative predictive value for
endometrial cancer®. Some studies show 100%
sensitivity when using 4mm thickness of the en-
dometrium as the cutoff value, therefore none of
the patients found to have endometrial cancer af-
ter the ultrasonography became negative™?.

According to systematic analysis done by Gup-
ta JK et al. only 4 studies from 21, which used
Smm as the cutoff endometrial thickness, had
high quality criteria. Using the pooled estimates
only from these four studies, a positive test result
raised the probability of carcinoma from 14% to
31.3%, while a negative test reduced it to 2.5%1Y.
This shows when the thickness of both endome-
trial layers at < or = to 5 mm, the negative result
will rule out endometrial pathology very well, but
it should be always corelated with the associat-
ed risk factors and recurrence of postmenopausal
bleeding. But positive results will not always give
an accurate diagnosis of endometrial carcinoma.

The most cited meta-analysis by Smith-Bindman
et al. included 5892 women from 35 prospective
studies that compared endometrial thickness mea-
sured by TVS to presence or absence of endome-
trial carcinoma on histology!?. At 5 mm cut-off,
the overall summary mean weighted estimates
of the sensitivity for detecting endometrial can-
cer was 96% for a 39% false-positive rate. This
would reduce a pre-test probability of 10% for
endometrial cancer to a post-test probability of
1%. Therefore, expectant management (without
the need for tissue sampling) 1s recommended for
these women.

There is only one study that looked at follow-up
of women with PMB and an endometrial thick-
ness of < or = 4 mm®?. It showed that none of
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the women with the expectant management de-
veloped cancer over 1 year of follow-up. But
endometrial malignancy was missed by TVS in
1 patient among 163 patient (0.6%) who was di-
agnosed by cervical cytological examination. If
the endometrial thickness is > 4mm, the presence
of fluid in endometrial cavity is a good marker in
diagnosing pathological changes in the endome-
trium. Curcic et al. concluded that. if the endome-
trial thickness is < 4mm no further evaluation is
indicated if the clinical picture supports®®.

Sonographic examination of endometrium is not
always accurate as there can be inter and intra ex-
aminer variation. Level of experience, skill of the
examiner and some patient factors are unfavor-
able for the procedure. Transvaginal ultrasonogra-
phy is also not always reproducible. Therefore, in
all the cases where ultrasonography is not possi-
ble, considering the risk factors and continuation
of per vaginal bleeding, an alternative method
should be advised.

Saline Infusion Sonogram (SIS)

Saline infusion sonogram is done by infusing
saline into the uterine cavity using a catheter
through the cervix before performing trans vag-
inal ultrasonogram. This will separate two endo-
metrial lining and allows to measure endometrial
thickness more accurately and visualize infracavi-
tary lesions such as polyps and fibroids.

The meta-analysis done by de Kroon et al. on the
accuracy of SIS on analyzing the endometrium
in patients with abnormal uterine bleeding, con-
cluded that its ability in evaluating uterine cavity
in pre and postmenopausal women®”. But it was
more feasible on premenopausal women than post
menopausal women (success rate 95% and 86%
respectively). The pooled sensitivity and pooled
specificity of SIS in uterine cavity evaluation
were 95% and 88% respectively, the likelihood
ratios were 8.23 and 0.06 respectively and the
post-test probabilities were 0.91 and 0.07 respec-
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tively. But this method can be little discomforting
among postmenopausal women than conventional
TVS reducing patient’s acceptance and technical
failure can also be encountered.

Gel instillation sonography is a feasible, accurate
alternative for SIS in the evaluation of women
with abnormal bleeding, and has fewer technical
failures®.

Endometrial Sampling

Dilatation and curettage was used in the past to
obtain endometrial sampling as a blind procedure.
But this method is now outdated, as it 1s consid-
ered as a minor surgical procedure which required
the patient to get admitted and to undergo gener-
al or regional anaesthesia, while there are novel
methods that has been developed for endometrial
sampling as outpatient procedure. Complications
due to anaesthesia, uterine perforation and bleed-
ing are the main possible complication of dilata-
tion and curettage. A Clinical trial conducted by
Sanam et al. revealed that dilatation and curettage
has 100% sensitivity, specificity, positive and
negative predictive values and accuracy, where
the values with Pipelles sampling was compara-
ble with the results which is a very cheap, easy
and reliable method with high patient acceptan-
cy®,

The Pipelles device consists of a disposable plas-
tic outer tube measuring 3mm in diameter, within
it. 1s a closely fitting rod. When the rod is with-
drawn, it creates a vacuum that sucks in a section
of endometrium, sufficient to give a histological
report. Because of its smaller diameter it is very
easier to insert through the cervix without need-
ing any anaesthesia and cervical grasping. A me-
ta-analysis done by Dijkhuizen et al. shows Pipelle
device and the Vabra device (an endometrial aspi-
ration device) has shown a very good detection
rates on diagnosing endometrial carcinoma 99.6%
and 97.1% respectively®. Pipelle was the most
sensitive device with the sensitivity of 81% and
the specificity of both methods was >98%. But
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insertion of the device may be difficult in post-
menopausal women as the cervix gets narrowed
and 1t 1s not an infrequent thing that the histology
report mentions as insufficient sampling.

% out of 66 patients with msufficient sampling
were diagnosed to have endometrial carcinoma or
atypical hyperplasia subsequently by a prospec-
tive study performed by Van Doorn et al®®. This
finding implies that women with an insufficient
sample and an endometrial thickness of Smm
should not be reassured. The patient can be reas-
sured with inadequate sample if the hysteroscopic
and sonographic findings are also reassuring only,
according to the controlled regression analysis by
Bakour et al®V.

Hyvsteroscopv

Hysteroscopy provides a direct visualization of
the endometrial cavity compared to traditional
blind procedures. It allows to take selective endo-
metrial sampling only from the suspicious lesions,
and therefore having a very low likelihood ratio
of endometrial carcinoma when there is a nega-
tive hysteroscopy®?. Study conducted by Epstein
E et al. on the accuracy of TVS, SIS and Hys-
teroscopy on diagnosing endometrial pathology
revealed that hysteroscopy is always superior to
other two methods with regard to differentiating
between malignant and benign lesions (sensitivity
84%, 44%, and 60%: false-positive rate 15%. 6%
and 10%, respectively)!®. Therefore, outpatient
hysteroscopy and biopsy are still the methods of
choice™?.

There are rigid and flexible hysteroscopes that can
be used in outpatient procedures. Although flex-
ible hysteroscopy is comparatively less painful,
rigid hysteroscopy provides superior optical qual-
ities and higher success rates. A liquid with low
viscosity (normal saline) or gas (CO,) can be used
as expansion medium and continuous flow of flu-
1d will distend the vagina and the cervical canal
and allows the easy entry into the endometrial
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cavity. Introduction of very small diameter hys-
teroscopes (3mm), and vaginoscopic non-touch
method has reduced insertion of speculum and
cervical grasp by tenaculum and has increased pa-
tient acceptancy and minimized the requirement
of anaesthesia, making the office hysteroscopy as
a currently popular method. In some instances,
patient can develop pain due to cervical and uter-
ine distension, therefore. a low threshold should
be kept for local anaesthesia. Sometimes vision
may be poor due to bleeding and fluid collection.
In-patient hysteroscopy may be required if the
outpatient hysteroscopy is inadequate or difficult.
The sensitivity, specificity, accuracy and positive
and negative predictive values of hysteroscopy
are 94.4%. 97.0%. 96.8%, 68% and 99.6%. re-
spectively, on diagnosing endometrial carcinoma
or hyperplasia according to a systematic quantita-
tive review conducted by Clark et al®?.

Three-dimensional Ultrasonography

Three-dimensional ultrasonography will provide
a 3D view of the endometrium and the uterus.
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needs good technical skills than conventional 2D
ultrasonography and availability 1s also limited.
Studies show that the diagnostic performance of
3D ultrasonography is not superior to 2D ultraso-
nogram on differentiating benign and malignant
endometrial lesions in women present with post-
menopausal bleeding.

MRI (Magnetic Resonance Imaging)

MRI images help in differentiating endometrial
polyps from endometrial malignancies by mor-
phology and accurate detection of myometrial
and cervical invasion. It has a mean sensitivity of
79%., specificity of 89%, accuracy of 86%. posi-
tive predictive value of 82%, and negative predic-
tive value of 88% for diagnosis of carcinoma®?.
But MRI 1s not frequently used as a routine inves-
tigation in postmenopausal bleeding, as its limited
availability and less cost effectiveness compared
to other methods.

Table 1. Sensitivity, specificity. positive and negative predictive values of investigations. °
frequently used for the evaluation of postmenopausal bleeding in diagnosis of endometrial

carcinoma.
positive Negative
Diagnostic test Sensitivity | Specificity | predictive | predictive
value value
TVS (ET-4mm as cut off) 100% 61% 39% 100%
TVS (ET-5mm as cut , . o )
& ff)(19'3(3) 88-95% 45-96% 31% 97.5%
SIS 95% 88% 16% 97%
Pipelle biopsy"" 84-99.6% 98-99% 94% 94%
Novac Curratage 90-100% 100% 100% | 98-100%
Hystaroscopic guided 94% 97% 68% 99.6%
biopsy
MRI 79% 89% 82% 88%

(TVS - Trans Vaginal Sonogram. ET - Endometrial Thickness, SIS - Saline Infusion
Sonography. MRI - Magnetic Resonance Imaging)
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Summaryv and Conclusion

As a summary, when a postmenopausal woman
comes with bleeding and having negative cervi-
cal smear, normal cervix and vagina on speculum
examination, Trans-vaginal ultrasonography and
endometrial thickness assessment can be offered
as first line investigation. Even if the endometrial
thickness 1s less than 4mm endometrial sampling
can be considered if there are associated risk fac-
tors, such as, recurrence of bleeding, fluid in the
cavity, irregular endometrium and other risk fac-
tors for endometrial carcinoma (lack of evidence
yet). If the endometrial thickness 1s >4 mm. blind
or hysteroscopic guided endometrial sampling,
1s recommended depending on the availability of
the resources and to be managed according to the
pathology. If the histopathology sample comes
as insufficient, patient can be reassured provided
there are hysteroscopic evidence of endometrial
atrophy. If there is no evidence of atrophy or re-
currence bleeding even with atrophy, inward hys-
teroscopy and biopsy is recommended for further
evaluation®®. The sensitivity, specificity, positive
and negative predictive values of each investiga-
tion 1s summarized in Table 1.
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CME Question

Menopause

clinic. She underwent a mastectomy and ra-
diotherapy for breast cancer 3-years back.
She has a strong family history of osteopo-
rosis. What is the best option to manage her
symptoms?

Ekanayake C!

LConsultant Obstetrician and Gynaecologist
and Senior Lecturer, Department of Clinical
Sciences, Faculty of Medicine, General Sir

John Kotelawala Defense University.

a. Hormone replacement treatment (HRT)
b. Raloxif
E mail - edekanayake2000@yahoo.com Xt .ene
c. Tamoxifen
d. Norethisterone
Regarding menopause e. Transdermal HRT

a. Vasomotor symptoms are present in 75% 4. A 60-year old woman with a documented
of women going through menopause. history of Transient Ishaemic Attacks (TIA)
b. Estrogen alone preparations have a ben- ::];Jmplaints o vasomqtor STIpLONS, WIS
: : . : e best treatment option,
eficial effect on high-density lipopro-
teins (HDL) and low-density lipoprotein a. Hormone replacement treatment (HRT)
(LDL). b. Transdermal HRT
c. Asignificant amount of women with frac- c. Vaginal Estrogen
ture neck of femur die within the first d. Tamoxifen
year. e. Phyto-Estrogen
d. If the duration of treatment of Estrogen 5 A 45-year old woman with two children com-
exceeds 1 year, it has to be under specif- plains of headache, sweating and hot flushes.
ic individualized indications with intense She had a hysterectomy five years back for
follow-up and monitoring. menorrhagia. The general and gynaecologi-
e. All women should have screening for 931 examination ﬁnfiings were norma_l. What
BRCA gene mutation even if there is a 1s the most appropriate treatment regimen?
negative history for breast and ovarian
cancer. a. Vitamin E
b. Norethisterone
The following are contraindications for hor- c. Estrogen and progestogen HRT
mone replacement treatment (HRT) d. Combined oral contraceptive pill
_ . e. Estrogen only HRT
a. Diabetes mellitus
b. Past history of breast cancer References
c. Migraine -
d. Past history of deep vein thrombosis 1. Patterson M. Menopause and hormone re-
e. Essential hypertension placement therapy. In: Luesley DM, Baker

A 55-year old woman with hot flushes and
night sweats presents to the gynaecology

PN, editors. Obstetrics and Gynaecology: An
evidence-based text for MRCOG. 2nd ed.
London: Hodder Arnold; 2010.

. roeesssssssssss )7 aeasss——



The Sri Lanka Journal SL OM ] Volume 1. Tssue 2
of Menopause March 2020

2. Luesley DM, Baker PN, editors. MCQs and
Short Answer Questions for MRCOG. An
aid to revision and self-assessment. Ist ed.
London: Hodder Amold; 2004.

3. Perera H. Ekanayake C. Menopausal hor-
mone therapy with Estrogen and progesto-
gen. Sri Lanka Journal of Menopause. 2019;
1(1):5-12.

Answers

1. All true
2. FTFTT
3.D
4.B
3. E

* Table 01 shows a summary of menopausal
treatment options
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