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Thyroid Function Test in Abnormal Uterine Bleeding
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Aims: To evaluate and detect the thyroid dysfunction in patients with abnormal uterine bleeding (AUB) from puberty to
menopause.

Methods: This is an observational descriptive study of 90 patients of abnormal uterine bleeding at Paropakar Maternity and
‘Women’s Hospital, Kathmandu from 17th January 2016 to 16th January 2017. Besides thyroid function test, Pap smear,
endometrial biopsy and histo-pathological examination of uterus following hysterectomy was done in selected cases.

Results: The incidence of AUB was 6.2 % with mean age of 37 years. The most common presenting complaint was
menorrhagia (36.7%) followed by metrorrhagia (23.3%). Thyroid dysfunction accounted for 20% of AUB with major share
occupied by subclinical hypothyroidism (11%) and least by hyperthyroidism (1%). The most common association of thyroid
dysfunction with AUB was overt hypothyroidism (27.3%) with menorrhagia. Non-structural causes of AUB accounted for
30.4% of thyroid dysfunction.

Conclusions: This study shows that thyroid dysfunction plays significant role for AUB so it is wise enough to perform TFT
on routine basis in order to avoid unnecessary hormonal treatment with estrogen, progesterone or their combination and even

the hysterectomies.
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INTRODUCTION

Abnormal Uterine Bleeding (AUB) with varied
presentations is a common problem among women of
reproductive age group. It occurs in about 9-14% of
women between menarche and menopause imposing
significant impact on quality of life and financial
burden.! About one third of the hysterectomies
were carried out for menstrual disorders alone in
2001 worldwide and thyroid dysfunction is one
among important causes for menstrual disorders.?
Thyroid disorders may present as abnormal sexual
development, menstrual irregularities, infertility
and premature menopause.'* Both hyperthyroidism
and hypothyroidism may result in menstrual
disturbances.*> Women with thyroid dysfunction
often have menstrual irregularities, infertility and
increased morbidity during pregnancy which can
be reversed following treatment.® Heavy Menstrual
Bleeding (HMB) and subclinical hypothyroidism
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have not been carefully elicited that is as high as 9.5%
in women. "7

Any menstrual irregularity in non-pregnant patients
especially HMB warrants thyroid stimulating hormone
(TSH) estimation. With the introduction of serum free
tetraiodothyronine (T,) and TSH radioimmunoassay,
there has been increased sensitivity and specificity of
Thyroid Function Test (TFT). Hence this study is to
evaluate the TFT in patients with AUB from puberty
to menopausal age group.

METHODS

This is a hospital based observational descriptive
study conducted at Paropakar Maternity and Women’s
Hospital (PMWH) Kathmandu for 12 months from
17" January 2016 to 16" January 2017. There were
90 cases of AUB attending gynecological out-patient
department (OPD) from puberty to menopause.
Patients under hormonal treatment, bleeding disorder
and contraceptive devices were excluded. Urine
pregnancy test followed by complete blood count,
bleeding time, clotting time, blood grouping, TFT
and abdomino-pelvic ultrasonography were done.
Histopathological test was also observed in indicated
cases.
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RESULTS

The mean age for AUB noted is 37 years (range:
14-52) and most of the cases belong to age group
of 31-40 years i.e. 41 % (Table 1). Structural and
non-structural causes of bleeding were almost equal,
and half of the structural cause (26.7%) was due to
leiomyoma (Table 2).

Table-1: Age group wise distribution (N=90)

overt hypothyroidism (8%) and hyperthyroid (1%)
(Figure 2). Thyroid dysfunction was commonest in
patients with Menorrhagia, Polymenorrhoea and
Menometrorrhagia followed by Oligomenorrhea
and Metrorrhagia (Table 3). Altogether, 20% had
thyroid dysfunction and 78% of thyroid dysfunction
was seen in non-structural causes. Structural causes
were leiomyoma, adenomyosis, and malignancy/
hyperplasia (Table 4).

Age group (in years) No. of Cases  Percentage
(%) Table-2: Causes of abnormal uterine bleeding
<20 ? 10.0 Causes No. of Percentage
21-30 12 134 0
31-40 37 41.1 cases (%)
41550 29 32'2 1. Structural 44 48.9
=50 3 33 -Polyp . 9 10.0
- - -Adenomyosis 5 5.5
The patte'm of bleeding was pre'dommantly -Leiomyoma 24 26.7
menorrhagia (36.7%) and metrorrhagia (23.3%) -Malignancy and hyperplasia 6 6.7
(Figure-1). Eighty percent of AUB occurred in | Non-Structural 46 51.1
euthyroid cases. Thyroid dysfunction was mainly
subclinical hypothyroidism (11%) followed by
Table-3: Pattern of bleeding and thyroid dysfunction
Pattern of bleeding No. of Euthyroid Overt Sub-clinical Hyper Total Percent
Cases hypo hypothyroid thyroid thyroid %
thyroid dysfunction
Hypomenorrhea 3 3 0 0 0 0 0.0
Oligomenorrhea 6 5 0 0 1 1 16.7
Polymenorrhea 11 8 1 2 0 3 27.3
Menorrhagia 33 24 4 5 0 9 27.3
Metrorrhagia 21 19 1 1 0 2 9.5
Meno metrorrhagia 12 1 2 0 3 25.0
Intermenstrual bleeding 1 1 0 0 0 0 0.0
Post coital bleeding 3 3 0 0 0 0 0.0
Total 90 72 7 10 1 18
Table-4: Causes of bleeding and thyroid dysfunction
Causes of No. of Euthyroid  Overt Sub-clinical ~ Hyperthyroid Total thyroid %
bleeding Cases hypothyroid  hypothyroid dysfunction
Structural Polyp 9 0 0 0 0 0.0
Causes Adenomyosis 5 0 1 0 1 20.0
Leiomyoma 24 22 1 1 0 2 83
Malignancy 6 5 0 1 0 1 16.7
and
hyperplasia
Non- 46 32 6 7 1 14 30.4
Structural
Total 90 72 7 10 1 18
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Figure-2: Thyroid function status

DISCUSSION

In this study, the mean age of AUB is 37 years
with the range of 14 to 52 years. It is similar to the
mean age of 40 years (Range 32-75), 42 years (18-
83), 43 years, 45 years (40-60) and 47(31-75) years
in the study done by Khan et al.,” Milosevic et al.,'
Upadhyaya et al.,'' Sah et al.'? and Tansathit et al.,'®
respectively.

The mean age is quite different from the study done
by Rawdha et al.'* and Savelli et al.'® as 49 years
among 384 cases and 55 years (21-88) respectively.

In this study, most of the AUB patients were in the
age group 31-40 years (41%) followed by 41-50
years (32%), 21-30years (13.4%), < 20yrs (10%).
The least, i.e. 3.3%, of women were found over 50
years of age. This finding is comparable to the study
done by Pawha et al.'°, Bhavani et al.!, Ali et al.'” and

Narula'® as 42%, 37%, 37% and 32.8%, respectively.

Age group of 35-45 was the commonest one for AUB
as 54%, 53.3% and 53% as reported by Sharma et
al.'””, Subedi et al.?* and Padmaleela et al.* Muzaffar
et al.?!, Bhavani et al." and Dass et al.”> found 41-50
years as the common age group for AUB as 48%,
40% and 32.5% respectively. Likewise, Bhosle
et al.? and Sah'? found age group of 40-45 years
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as the commonest one for AUB as 76% and 57%,
respectively. In contrast, the most common age group
was 26-30 years (22%) in study done by Gowri et al.°

The reason for increased incidence of AUB in age
group of 31-40 years could be due to high prevalence
of uterine fibroids. Following this the other common
age group where AUB was more common was 41-
50 years. It may be due to the fact that these patients
were in their climacteric period. As women approach
menopause, cycles shorten and often become
intermittently anovulatory due to decline in the
number of ovarian follicles and the estradiol level.
The incidence of AUB in women with age more than
50 years was lower as compared to other age groups.

The most common cause of AUB is found out to
be non-structural cause (51%) followed by uterine
leiomyoma (27%), polyp (10%), malignancy &
hyperplasia (7%). The least common cause of AUB
was adenomyosis (6%). It is similar to the study
conducted by Bhavani et al.! where non-structural
cause accounted for 45.5% of cases followed
by uterine leiomyoma (38.5%), malignancy and
hyperplasia (7.5%), adenomyosis (6%) and polyp
(6%). According to Day et al.** prevalence of
leiomyoma is up to 70% in Caucasians and up to 80%
in women of African ancestry.

The most common pattern of AUB is menorrhagia
(36.7%) followed by metrorrhagia (23.3%),
menometrorrhagia (13.4%), polymenorrhoea
(12.2%), oligomenorrhoea (6.7%), hypomenorrhoea
(3.3%), postcoital bleeding (3.3%) and intermenstrual
bleeding (1.1%). This is similar to the study done
by Khan et al.’, where most common presenting
complaint of AUB was menorrhagia (57.8%)
followed by metrorrhagia (32.8%). Upadhayay et
al.'" found menorrhagia in 57.55% followed by
metrorrhagia in 33.96%, polymenorrhoea 6.6% and
menometrorrhagia in 1.89%. Mehrotia et al.** found
an incidence of menorrhagia to be 54.2% in their
study similar to the findings of study by Bhavani et
al.!, 54%.

In study conducted by Sah et al.'2, menorrhagia was
present in 52.86% of 105 cases of AUB followed
by metrorrhagia in 26.41%, menometrorrhagia in
13.21%, postmenopausal bleeding in 4.72% and
polymenorrhagia in 1.89%. Muzaffar et al.?' found
menorrhagia in 51.9% followed by metrorrhagia in
35.4%, polymenorrhoea in 9.2% and polymenorrhagia
in 3.5% of cases whereas Fakhar et al.** observed
menorrhagia in 45% followed by polymenorrhagia in
30%, irregular bleeding in 14% and postmenopausal
bleeding in 11%. Likewise, Ali et al.'” reported
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menorrhagia in 42% followed by oligomenorrhoea
(26%), metrorrhagia (12%), menometrorrhagia (9%),
amenorrhoea (7%) and polymenorrhoea (4%).

In contrast to above studies, according to Tansathit
et al’®, among 226 women with AUB, 45.1% had
metrorrhagia followed by postmenopausal bleeding
in 19.5%, menometrorrhagia in 14.6%, menorrhagia
in 13.7%, endometrial hyperplasia in 5.7% and
postcoital bleeding in 1.3%.

Universally it is recognized that, clinical alterations
in thyroid function may accompany menstrual
disturbances and every clinician has encountered
altered menstrual patterns among women suffering
from thyroid dysfunction of hypothyroidism or
hyperthyroidism.

In this study, 18 out of 90 cases i.e. 20% of cases
had thyroid dysfunction whereas and 80% of cases
were euthyroid. Subclinical hypothyroidism was
present in 11.1% followed by overt hypothyroidism
in 7.8%. Similar to this, Bhavani et al.! reported
19% thyroid dysfunction and among them 10%
were sub-clinical hypothyroidism, 7.5% overt
hypothyroidism 1.5% of hyperthyroidism. Gowri et
al.® observed hypothyroidism in 17.65% followed by
hyperthyroidism in 5.5% whereas Pahwa et al.'® found
22% of hypothyroid and 2% hyperthyroid; and Kaur
et al.’ reported 14% of hyperthyroidism and only 1%
of hypothyroidism in out of 100 cases studied.

In this study, the most common type of menstrual
abnormality in hypothyroidism was menorrhagia
and polymenorrhoea (27.3% each) followed by
menometrorrhagia (25%) and metrorrhagia (9.5%).
Subclinical hypothyroidism was present in 15%
whereas overt hypothyroidism was present in 12%
of menorrhagic women. It was also noted that,
subclinical hypothyroidism was present in 18%
whereas overt hypothyroidism was present in 9% of
polymenorrhoeic women. The most common type of
abnormality in hyperthyroidism was oligomenorrhoea
(16.7%). Thyroid dysfunction was not observed
in women with complaint of hypomenorrhoea,
intermenstrual bleeding and post-coital bleeding.

In the study conducted by Bhavani et al.,' the
most common type of menstrual abnormality in
hypothyroidism was menorrhagia with 73.3% overt
hypothyroidism and 65% subclinical hypothyroidism
whereas Doifode et al.”’” found it as 63.33% of
overt hypothyroid. In studies conducted by Nair et
al.?®, Padmaleela et al.* and Menon et al.*® 53.3%,
57.13% and 46.15% of cases of menorrhagia were
hypothyroid, respectively. In study done by Ali et al.

17, 53.5% of hypothyroid patients had menorrhagia
followed by metrorrhagia (14%), menometrorrhagia
(10%) and polymenorrhoea (4.2%) whereas 58.6% of
hyperthyroid patients had oligomenorrhoea. Douglas
et al.” observed that 22.3% cases with menorrhagia
had subclinical hypothyroidism. Hypomenorrhea,
polymenorrhoea and menorrhagia each sharing
33.3% were noted in hyperthyroid patients.

In this study, 80% were euthyroid. Similar findings
were reported by Bhavani et al' and Shruthi et al.** as
81% and 85%, respectively. Among the 90 recruited
cases, 18 cases (20%) had thyroid dysfunction of
which 9% of structural causes and 30.4% of non-
structural causes had thyroid dysfunction. Among the
total thyroid dysfunction, 22% occurred in structural
cause and rest 78% occurred in non-structural cause.
Among structural cause, leiomyoma was associated
with most of the thyroid dysfunction especially
hypothyroidism. It was comparable to the study
conducted by Bhavani et al.!, among 200 cases of
AUB with 19% thyroid dysfunction of which 23.6%
of thyroid dysfunction occurred in structural cause
and 76.4% non-structural.

CONCLUSION

This study showed that AUB is associated with
thyroid dysfunction. So it is wise enough to perform
TFT routinely in cases of AUB in order to avoid
unnecessary hormonal treatment with estrogen,
progesterone or their combination and even radical
approach of hysterectomy for mere control of bleeding
caused by benign condition of thyroid abnormality.

This study provides a gateway to further study.
However such study needs to be carried out in large
scale with adequate follow up to see the long term
result and even to see whether the medications
only will be enough or will ultimately land up in
hysterectomy.

Even this study shows that patient with structural
dysfunction are also associated with thyroid
dysfunction so that in those cases only treating
structural abnormalities surgically may not be their
ultimate treatment and even they may need thyroid
medication depending upon the type of thyroid
dysfunction.
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