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. CHRONIC PELVIC PAIN (rain>

1, Clinical Symptoms
1) Dull, aching or cramping lower abdominal pain
for > 6 months

2) Cyclic or non-cyclic pain (may be constant)

3) Dyspareunia (pain during intercourse) r
4) Dysmenorrhea (painful periods)
5) Pelvic heaviness or pressure .
6) Bowel symptoms (constipation, diarrhea, IBS)

7) Urinary symptoms (frequency, urgency, dysurla)
8) Infertility or difficulty conceiving -
9) Fatigue, sleep disturbance, mood changes

escope 360
2. Red Flags (Urgent Evaluation)

1) Severe or progressively worsening pain
2) Postmenopausal bleeding
3) Unexplained weight loss
4) Fever or signs of infection
5) Pelvic mass on examination
6) New onset pain in postmenopausal woman
7) Symptoms of cancer (early satiety, abdominal
distension, ascites)
8) Acute abdomen features (quarding, rigidity)
9) Neurological deficits or severe bowel/bladder dysfunction

3. Provisional Diagnoses (Common Causes)

medscope.360

6. Treatment Ladder

> 6 months)

First Line (Initial Management)
1) Identify and treat underlying cause
2) NSAIDs for pain (e.q. ibuprofen,
3) Hormonal therapy (combined OCPs / progestins)

naproxen)

Combined
OCPs

4) Lifestyle modification (exercise, diet, stress management)

5) Pelvic floor physiotherapy

6) Counseling and psychological support
Second Line (If inadequate response)
1) GnRH agonists / antagonists (for endometriosis)

2) Danazol (selected cases)

3) Levonorgestrel IUS (for adenomyosis/heavy bleeding)

Levorgestre.l

4) Neuropathic pain agents (gabapentin, amitriptyline) S
5) Pelvic floor trigger point therapy

Third Line (Definitive / Advanced Management)

1) Laparoscopic excision of endometriosis / adhesiolysis A

2) Myomectomy / hysterectomy (selected cases)
3) Oophorectomy (in refractory cases)
4) Multidisciplinary pain management (pain specialist,

1) Endometriosis Uterine

2) Adenomyosis fibroid
3) Chronic pelvic inflammatory disease (PID) g® :
4) Uterine fibroids

5) Ovarian pathology (endometrioma, cysts) .o
6) Pelvic adhesions (post-surgical or post-infectious) Y
7) Irritable bowel syndrome (IBS) Endometricsis
8) Interstitial cystitis / painful bladder syndrome
9)  Musculoskeletal pain (pelvic floor dysfunction)
10) Chronic pelvic congestion syndrome

11) Neuropathic pain medscope.360
12) Psychological factors (depression, anxiety)

4. Investigations
1) CBC, ESR, CRP

Urine routine and culture
3) Pregnancy test (B-hCG)
4) Transvaginal ultrasound (TVS) Endometiiom
5) Pelvic MRI (if needed) on ultrasound
6) Diagnostic laparoscopy (gold standard for endometriosis)
7) STI screening (NAAT for chlamydia, gonorrhea)
8) CA-125 (if ovarian malignancy suspected)
9) Colonoscopy / cystoscopy ?Ef bowel or bladder symptoms)
10) Laparoscopy with biopsy (if diagnosis unclear)

5. Differential Diagnosis

1) Detailed history and pelvic examination

2) Baseline investigations and imaging (TVS)
3) Start NSAIDs and/or hormonal therapy

4) Lifestyle advice (diet, exercise, weight control)
5) Treat associated conditions (IBS, UTI, thyroid etc.)
6) Arrange follow-up in 6-12 weeks

9. IPD Plan (Indications)

gynecologist, physiotherapist, psychologist) L:m:f:ﬂc
7. Common Medicines (Generic, Brand & Dose)
~ Medicine | Dose (Adult) | Route ] Frequency | Common Brands |
_Ibupto-Fe_n 400-600 mg | PO | Bhourly Brufen Ilg_gessc
 Naproxen 250-500 mg F:O | 12 hourly I‘Eprosgn Naprox
Combined OCP M
(EE » ownengestre) 1 tab iﬂ | D‘fuly_ q__a[_a D, Ovral .
Medroxyprogesterone 10 mg PO Daily Provera
Levonorgestrel JUS 52 mg Intrauterine | Every 5 years| Mirena
GnRH ist 3 M i i
oty |2 [ Moy | L g
Amitriptyline | 10-25mg | PO | Nightly Tryptomer, Amitone
| Gabapentin 300 mg PO 8 hourly Gabantin, Neurontin
Dienogest 2 mg PO Daily Visanne
: — medscope.360
8. OPD Plan (For Stable Patients)

1) Severe pain not controlled on OPD tl;ernpy

2) Suspected acute complication (torsion, rupture, abscess) <l

3) Need for surgical management (laparoscopy / myomectomy) & “P==

4) Severe anemia or heavy bleeding 7/

5) Need for intensive pain management or multidisciplinory care - dsz:ope 36{]
10. Follow-up , Criteria (After IPD)

1) IBS / IBD 2) UTL/ interstitial cystitis 3) Appendiceal pathology
4)  Hernia 5) Musculoskeletal pain  6) Ovarian cancer
7) Neuropathic pain  8) Psychological causes

1) Review ot 6-12 weeks after treatment initiation

2) Assess pain control using pain score (e, VAS)

3) Monitor side effects of medications

4) Repeat imaging if symptoms persist

5) Reassess fertility plans and psychological
well-being

1} Pcun controiled with oral medications
2) Hemodynamically stable

3) No evidence of active infection
4) Able to tolerate oral diet

5) Follow-up appointment arranged




1. Clinical Symptoms

1) Fever with chills (usually 4-14 days post-surgery)
2) Lower abdominal / pelvic pain

3) Abdominal distension / bloating
4) Nausea, vomiting, loss of appetite
5) Vaginal discharge (purulent / E;ul smelling),
6) Urinary symptoms (frequency, dysuria) — =N
7) Pain on bowel movements / constipation
8) Malaise, fatigue, general weakness

2. Red Flags (Emergency Escalation)
1) Persistent high fever (> 38.5°C)
2) Tachycardia (HR > 120/min)
3) Hypotension (SBP < 90 mmHg)
4) Signs of sepsis (confusion, altered sensorium)
5) Severe or increasing abdominal pain
6) Signs of generalized peritonitis (rigid abdomen)
7) Inability to tolerate oral intake
8) Worsening leukocytosis / raised lactate
9) Failure to respond to initial antibiotics
10) Suspected rupture or widespread infection
—> Requires urgent hospital assessment, imaging
and possible surgical / interventional drainage.

medscope.360

POSTOPERATIVE PELVIC ABSCESS  (After Gynecological |Surgery) - medscope.360

6. Treatment Ladder i
First Line (Initial Management)
1) Hospital admission and close monitoring [ Y|
2) IV broad spectrum antibiotics (e.g. ceftriaxone + metronidazole B

or piperacillin-tazobactam as per local protocol) ==
3) Adequate analgesia and 1V fluids medscope.360
4) Bowel rest (if ileus suspected) i —
5) Thromboprophylaxis (e.g. enoxaparin)

Second Line (If no improvement / large abscess)
1) Image-quided percutaneous drainage (USG / CT guided)
2) Continue IV antibiotics (culture guided)

3) Consider transvaginal or transabdominal drainage
4) Individualize based on size, location and clinical response  1mage guided
TielLine N (Deftive [ ARRCEIIMGRRGEEE). e 360
1) Surgical exploration and abscess drainage (laparoscopy / laparotomy)

2) Source control (e.g. repair of bowel injury, remove infected material

3) Management of complications (sepsis, peritonitis, fistula)

4) Muitidisciplinary approach (gynecologist, general surgeon, radiologist,

3. Provisional Diagnoses
1) Postoperative pelvic abscess
2) Infected hematoma / seroma
3) Pelvic cellulitis

4) Pelvic peritonitis

5) Urinary tract infection

6) Intra-abdominal abscess extending to peiss
7) Wound / vaginal cuff infection with collection

8) Other causes: bowel injury, anastomotic leak, PID

4. Investigations

=t 2

medscope.360

1) CBC, ESR, CRP

2) Blood cultures (if febrile / sepsis)
3) Urine analysis and culture

4) Vaginal /cervical swab for culture
5) Uktrasound (TVS / transabdominal)
6) Contrast CT abdomen-pelvis (gold standard
7) Baseline renal and liver function tests
8) Serum lactate (if sepsis suspected)

9) Consider culture from drained pus

10) Additional tests if indicated (B-hCG, STI screening)

5. Differential Diagnoses

on CT scan

Pelvic abscess

medscope.360

1) Postoperative hematoma 6) Bowel injury / anastomotic leak
2) Seroma 7) Pelvic peritonitis
3) Pelvic cellulitis 8) Endometriosis (if pre-existing)

4) Urinary tract infection 9) Ovarian cyst / torsion
5) Deep pelvic vein thrombosis 10) Tubo-ovarian abscess (PID)

Paracetamol | 500-1000 mg | PO/IV.

intensivist)
7. Common Medicines (Generic, Brand & Dose)

Medicine | Dose (Adult) ~Route | Frequency  Common Brands
Ceftriaxone 1-2 ¢ |V | Once daily i ‘Monocef, Taxim |
Metronidazole | 500mg | IV | 8hourly | Metrogyl, Flagyl |
Piperacillin- | 7. ' : |
Tazobactam | 454 " v 6-8 hourly : Tazocin |
Amikacin 1

(1F severe SEFSiS) 15 mgfkg | IV Once dailg | Amikacin

: . ==
s | 6-8 hourly | Dolo, Calpol
Ihuprcfen | 400mg | PO [_3

_ | hourlg_; ?uf_en, _Il-s:_usesic
(E;::pmnl;i?s) 40 mg SC i Once daily | Clexane

medscope.360.)

8. OPD Plan (For stable, small abscess or after discharge)
1) Review clinical symptoms and vitals ) :
2) Continue oral antibiotics (as per culture sensitivity)
3) Oral analgesics and supportive care

4) Repeat ultrasound to document resolution

5) Advice rest, nutrition and aveid heavy work

6) Counsel regarding warning signs for immediate return ~Medscope.360
9

IPD Plan (For moderate to severe cases)

1) Admit and monitor vitals, urine output, clinical status
2) IV broad spectrum antibiotics (modify as per culture)
3) Imaging (USG / CT) and drainage if indicated
4) Analgesia, IV fluids, electralyte correction

5) Repeat labs and follow up cultures \
Eg Surgical consultation if no response or complications )T
7

Monitor for sepsis, ileus, or other postoperative complications rﬁédscope.%ﬂ

10. Follow-up 11. Discharge Criteria

1) Clinical review at 1-2 weeks after discharge 1) Afebrile for > 48 hours

Wil A 2) Hemodynamically stable
Repeat imaging (USG/CT) to confirm resoution | 39 50" S0 et it oral medication

)

)

) Assess wound healing and any persistent symptoms | 4 Tolgrating oral diet

) Monitor fur recurrence or CDMPIEC&I:!GI’IS 5) {mpruving inﬂummaﬂ)rg markers

) Long term follow up for underlying cause if ) No unresolved complications
identified ) Follow-up arranged

-~ O™

Note: Antibiotic choice and duration should be guided by culture and sensitivity, local protocol and individual patient factors. Pr status,
[ allergies, renal and hepatic function must begwnsidergd. Large or complicated abscesses may require drainage and multidissipilﬂh:ygmgmnt medscope.360




PROLONGED PERIODS (MENORRHAGIA) ~(®ecing>7 dass  medscope. 360

6. Treatment Ladder

First Line (Initial Management)

1) Assess hemodynamic status and severity of bleeding
2) Reassurance and counseling -
3) NSAIDs for pain and to reduce bleeding (e.g. mefenamic acid) “~"Combined
) Tranexamic acid during menses OCPs

) Combined oral contraceptive pills (if no contraindication)

6) Treat underlying couse (e.g. thyroid, infection)
)

Iron supplementa.tmn for anemia

1. Clinical Symptoms
1) Menstrual bleeding lasting > 7 days

2) Heavy flow (scaking pads/tampons frequently)
3) Passing large clots

4) Fatigue, weakness, dizziness

5) Lower abdominal pain / cramping

6) Pallor, breathlessness (due to anemia)
7) Interference with daily activities

8) Associated symptoms ?e.g. irreqular cycles,

infertility, pelvic pain depending on cause) medscope. 360 Second Line (If persistent or recurrent)
. pe- 1) Progestin therapy (oral / injectable / LNG-IUS)
2. Red Flags (Urgerd: Eva.luatlon) I 2) Tranexamic acid %ﬂral{ Iv)
e 3 I \ / 3) NSAIDs (if not already used) .
3 _Fllerr;odgnjl:mc ;In;tabll;g (SBP <N mmHg:} ~ - 4) Levonorgestrel mtruutgrme stem (LNG-IUS) LNG-IUS
2) Tac year ‘O‘.( > 120/rmin) . - - 5) Endometrial ablation (selected cases, no future fertility)
3)  Severe anemia (Hb < 7 g/dL or symptomatic)

4)  Active heavy bleeding (soaking > 2 pads/hour) Third Line (Refractory / Specific Etiology)

5) Pregnancy with bleeding (rule out miscarriage/ 1) Surgical management as per cause

ectopic pregnancy) * Hysteroscopic polypectomy / myomectom
6) Postmenopausal woman with bleeding * Endometrial ablation (no future ﬂartilitg? ' _ N
7) History of bleeding disorder or on anticoagulants * Hysterectomy (definitive, for completed family or malignancy) o,
8) Severe abdominal pain / signs of acute abdomen + Treat coagulopathy or systemic illness appropriately) fibroid
9) Syncope or recurrent dizziness 7. Common Medicines (Generic, Brand & Dose)
3. Provisional Diagnoses (Common Causes) | Medicine  Dose (Adult)  Route | Frequency Common Brands |
1) Anovulatory bleeding (adolescents, perimenopause, PCOS) Tranesanic acid | 500 mg - 1 : PO Eph&”;%gd::;g menees | Transaimin I_
g; gzﬁﬁne ﬂb}l'oids Mefenamic n:.nr.l 500 mg PO | 8 hourly (during menses) | Ponstan, Mefkind I
Enomyosis = == Combined OCP ' | Once: dail "
4) Endometrial polgps ) {Eufri:;r:glestrudlul + L tab PO (2’11‘: ih,;l EH‘;-QJ | Mala D, ‘Ovral
5) Endometrial hyperplasia / malignancy W || tevonorgestrel) | - | ——
6) Endometritis ? infection) | Norethisterone | 5 mg PO | ff:r'";gs ;{“E’a ) Primolut-N
7) Coagulopathy (e.g. von Willebrand dnsease) i T (12 & S '
8) Thyroid disorders (hypo / hyperthyroidism) | Medragprog 1m ik n — | ;I: IET::ei:[n Prlmm
9) PCOS / hormonal imbalance y ERTORERVINS | S, effective 5 years) kit
ﬁ; éUCtDtrelatled bleedl(ng (especmllg Ctu IU}D) Hm"’h er:j&s;rual Irun'('&m sulfate) | 200mg mm} PO | 1-2 times daily Fefol, Livogen
estational causes (miscarriage, ectopic f |
12) Drug induced (anticoagulants, hormone therapy) medscope.360 NSMDS (prfer) | 400 mg Fo | by ;ruﬁm Ibu;::)
e m c .
8. OPD Plan (For stable patients) il

4. Investigations

1) CBC, hemoglobin, platelet count
2) Serum ferritin, iron profile

3) PB-hCG (to rule out pregnancy)
4)  Thyroid function tests (TSH, FT4) N
5) Coagulation profile (PT, aPTT) if indicated TVS: show

1) Detailed history (cycle pattern, emount, medications, comerbidities)
2) Clinical examination (general, abdorminal, pelvic)

3) Investiqations as indicated (CBC, TVS, TSH, etc.)

4)  Medical management (NSAIDs, tranexamic acid, hormonal therapy
5) Treat underlying cause (thyroid, PCOS, infection)

6) Iron supplementation and diet advice

7) Counseling regarding lifestyle, weight control and follow-up

6) Transvaginal ultrasound (TVS) endometrial thickening
7)  Endometrial sampling (if > 40 yrs or risk factors) medscope.360 | 9= IPD Plan (For severe bleeding, anemia or failed OPD treatment)
8) PAP smear (as per age) 1) Admit and monitor vitals, urine output
9) Hormonal profile (FSH, LH, prolactin) if indicated 2) IV fluids and blood transfusion if needed -
10) Additional tests: LFT, KFT, bleeding disorder workup 3) IV tranexamic acid / high dose hormonal therapy  [i¢
4)  Treat underlymg cause and manage gnemia

1 o] s g H 5} Urgent imaging (TVS/CT) and gynecology consult
5. Differential Dlagnoses 5 6) Consider surgical intervention if not controlled R,
3 i’;egtla":g[ tzlq:e;lla bi;“f:;ﬂ [:_'::z;'gaﬁﬂr ectopic) 7)  Monitor for complications (shock, severe anemia) medscope 360

u vic inflam y di
3) Endometrial or cervical malignancy 10. Fﬂl'-o-w""P | | D'Sd‘”gg Criteria (After IPD)
4) Coagulopathy / thrombocytopenia 1) Review at 4-6 weeks after treatment 1} Hemodynamically stable
5)  Thyroid dysfunct[on 2} Monitor hemoglobin and iron status 2)  Bleeding r:'nntral d _

: 3)  Assess respanse to therapy and side effects | 3)  Hemoglobin stable (or improved)

6) IUCD related bleeding A g : il
7) Drug induced bleedin )} Repeat imaging i sgmptnms persist . 4)  Able to {niemte_ nra?.[ medication

9 9 5)  Long term management plan based on etiology | 5) Mo acute complications
8) Cervical polyp or cervicitis 6) Counsel on menstrual diary and [ifestyle 6) Follow-up appointment arranged
9) Systemic illness (liver / renal disease) modification

ote: Treatment should be individualized based on age, desire for future jertility, underlgm cause and comorbidities.
[ ot Exclude pregnancy and malignancy in all women with abnormal uterine bleeding, Severe bleeding 9 red flag symptoms require immediate hospitalization. medscope.360
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Clinical Symptoms
Prolonged menstrual bleeding (> 7 days)
Heavy flow (soaking pads, clots)

Irregular cycles (infrequent or frequent)

BLEEDING wlTH Pcos (Heavy or Pmbl'lgcd Menstrual Bleeding) medscope.360

Spotting between periods
Lower abdominal pain / cramps

Symptoms of anemia (Fatigue, weakness, dizziness )4
Hirsutism, acne, weight gain (PCOS features) y .

Infertility / difficulty conceiving
Mood changes disturbed sleep

Red Flags (Emergency

—

alation) eauscpe.BBU

Hemodynamic instability (SBP < 90 mmHg) vy

Tachycardia (HR > 120/min)
Severe anemia (Hb < 7 g/dL)
Ongoing heavy bleeding (soaking

A
> 2 pads/hour)

Syncope, dizziness or altered sensorium
Pregnancy with bleeding (rule out ectopic/miscarriage)
Suspected endometrial hyperplasia or malignancy

Failure of medical therapy

Signs of acute abdomen (severe pain)

Provisional Diagnoses

(Common Causes)

Anovulatory bleeding due to PCOS (most common)

Endometrial hyperplasia (due to unopposed estrogen)

Endometrial polyp
Thyroid dgsfunchon
Hyperprolactinemia

2
Coagulation disorders (von Willebrand disease) 8%
Pregnancy related bleeding (miscarriage, ectopic)

Uterine fibroids / adenomyosis

Endometrial infection (endometritis)
Medication induced bleeding (anticoagulants)

Polycystic
ovaries
medscope.360

Endometrial carcinoma (rare, but consider in high risk)

Investigations

CBC, hemoglobin, platelet count
Serum ferritin, iron profile
Pregnancy test (B-hCG)

Thyroid EJ

Serum prolactin

Hormonal profile (LH, FSH, LH/FSH
Transvaginal ultrasound (TVS)
Endometrial sampling (if abnormal
age > 35 yrs / risk factors)

nction tests (TSH, FT4)

USG showing
polycystic ovaries

ultrasound/ medscope.360

ratio, androgens)

Coagulation profile (PT, aPTT, von Willebrand factor)
HbAlc, lipid profile (PCOS metabolic evaluation)
USG to assess endometrial thickness and ovarian morphology

Differential Diagnoses

Pregnancy related bleeding 7)

Thyroid disorder 8)
Hyperprolactinemia 9)
Uterine fibroids 10)
Endometrial polyp 11)
Adenomyosis

Endometrial hyperplasia / carcinoma
Coagulation disorders

Chronic endometritis

Medication induced bleeding

Other hormonal imbalances
(Cushing's syndrome, etc.)

6.

First Line (Initial Management)

7)

Second Line (If persistent bleeding)

1)

Third Line (Refractory / Specific Indications)

1)

Treatment Ladder

Hemodynamic stabilization if needed |
Treat anemia (lron therapy, blood transfusion if severe)
NSAIDs for pain (e.g. mefenamic acid) ) =
Cyclic progestins (e.q. medroxyprogesterone 10 mg OD 0CPs
for 10-14 days each month)

Combined oral contraceptive pills (if no contraindication)
Lifestyle modification (weight loss, exercise, diet)
Treat associated metabolic issues (insulin resistance)

Higher dose progestins (medroxyprogesterone 20 mg TDS !
for 7 days, then taper) Lew trel
Tranexamic acid (1 g TDS during heavy bleed]ng) IU%E
Levonorgestrel 1US (for long term control) =5
Metformin (for PCOS with insulin resistance)
Manage thyroid / prolactin abnormalities

s
Endometrial ablation (if completed family, no fertlity desire) \‘-‘.&=_,___~ '
Hysteroscopic polypectomy / myomectomy (if structural cause) gndometrial

2)
3) GnRH analogs (short term, in selected cases) polyp
4) Consider hysterectomy (definitive, in refractory cases or
endometrial hyperplasia / malignancy)
7. Common Medicines (Generic, Brand & Dose,)

[ Medicine Dose (Adult) | Ruutz Frequency | | Common Brands |
Trfneﬂanc_uq‘mﬂ mg-1g I? F'i:.’r_,?t‘.l’_l Th?j;i;;ﬂag) “ -:.[ransu.mm Tazloc
Mefenamicacid | 500mg | PO | ToS | Ponstan, Mefkind |
| Medroxyprogesterone| 10 mg PO | OD for 10-14 days | Provera

SCTRXUProgrowTone | Jo% e - :
E‘ahrdw ! }| | tab PO ap Mala D, Ovral
Levnorgestel 105 | 52 mg Intrau!enne Effective 5 years | Mirena |
Metformin | 500-1000 mq | | BD-TDS | Glycomet, Glucophage |
| Iron (Ferrous sulfnte)] 200 mg (elemental) | PO I 0D-8D | Fefal, Livogen |
8. OPD Plan (For stable patients) medscope. 360
1) Detailed history (cycle pattern, bleeding amount, associated symptnms}

2)  Clinical examination (BM, signs of PCOS, pallor, pelvic exam)

3) Baseline investigations (CBC, TVS, thyroid, prolactin, etc.)

4) Start medical therapy (OCPs or cyclic progestin + NSAIDs) _

5)  Lifestyle advice (weight loss, diet, exercise)

6) Treat metabolic comorbidities (metformin if indicated) ": AL

7) Follow-up in 6-12 weeks to assess response L medscope"360
9. IPD Plan (For severe bleeding / anemia /lee:l OPD trentment)
1) Admit and monitor vitals, urine output [
2) 1V fluids and blood trnnsfusmn if needed

3) IV tranexamic acid or hagh dose hormonal therapy

4)  Pain control and correction of anemia 3 !

5) Urgent TVS/CT if indicated \ |

6) Gynecology review for possible procedural intervention Y

7) Address underlying cause and monitor for complications medscope.360

10. Follow-up 11. Discharge Criteria (After IPD)
1) Review at 6-12 weeks 1) Hemodynamically stable
2)  Manitor hemoglobin and iron status 2) Bleedingcontraﬂed
3)  Assess response to therapy and side effects | 3) Hemoglobin stable or improving
4)  Repeat ultrasound if bleeding persists 4) Tolerating oral medications
5)  Long term management for POOS, fertily counseing] 5)  No acute complications
6) Lifestyle madification and weight management | 6) Follow-up appointment arranged

Note: Management should be individualized based on age, fertility desire, severity of bleeding and underlying cause. Exclude pregnancy and malignaney  modcrn
[ in all women with abnormal uterine bleeding. Severe bleeding or red flag symptoms require immediate hospitalization, s PC 360




1.

POSTPARTUM AMENORRHEA  (Absence of menstruation after delivery) medscope.360

Clinical Symptoms
Absence of menstruation after delivery
beyond expected period
( > & months in non-lactating,

> 12 months in lactating )
No cyclic vaginal bleeding
Breastfeeding (lactational amenorrhea)
Signs of pre?nancg (nausea, breast tendemes‘_s.
Symptoms of hormonal imbalance
(weight gain, fatigue, cold intolerance)
Features of underlying cause (headache, visual
changes, excessive thirst, etc.) medscope.360

Red Flags (Emergency Evaluation)

Severe headache or visual disturbances \1/
(pituitary apoplexy / Sheehan's syndrome) =% e
Excessive postpartum bleeding history - -
Failure to lactate

Signs of pituiter% dysfunction (fatigue, medscope.360
low BP, cold intolerance)

Symptoms suggestive of pregnancy with pain

(ectopic pregnancy)

Severe hypothyroid symptoms (altered sensorium,

brad carr?ia

Rapi:jl weight loss or eating disorders

Abnormal uterine bleeding when menstruation resumes

Provisional Diagnoses (Common Causes)
Lactational amenorrhea (physiological) =
Intrauterine pregnancy 5 SN
Sheehan's syndrome. (postpartum pituitary necrosis) /£ =
Hyperprolactinemia (lactation, prolactinoma) % =}
Thyroid disorders (hypothyroidism)
Asherman'’s syndrome postpartum)irrtmuterine adhesions)
PCOS (pre-existing or unmasked N
ngathaﬁamic ame?mrrhea (stress, weight loss) P‘;ﬁf:fy
Premature ovarian insufficiency
Chronic illness / systemic disease
Drug induced (antipsychotics, antidepressants, etc.)

Investigations

Urine pregnancy test (B-hCG)
Serum B-hCG (if doubt)

Serum prolactin )
Thyroid function tests (TSH, FT4 L%
Fsﬁ, LH, estradiol (if ovarian failure suspected *‘%""‘-— i
AMH (ovarian reserve, if needed) Pelvic “&m"
Pelvic ultrasound (uterus, endometrium, ovaries) (berus and ovaries)
MRI pituitary (if hyperprolactinemia, medscope.360
headaches or visual symptoms)

Hysteroscopy (if Asherman's suspected)

Other tests as indicated (CBC, metabolic profile)

Differential Diagnosis
Pregnancy / loctational amenorrhea 6) PCOS

medscope.360

Sheehan's syndrome 7)  Hypothalamic amenorrhea
Hyperprolactinemia 8)  Premature ovarian insufficiency
Hypothyroidism 9) Chronic systemic illness
Asherman's syndrome 10) Drug induced amenorrhea

6. Treatment Ladder
First Line (Initial Management)

1) Confirm pregnancy test and identify cause _

2) Reassurance if lactational amenorrhea

3) Treat underlying cause (thyroid disorder, hyperprolactinemia etc.

4) Weight management, nutrition and lifestyle modification =~y

5) Counsel regarding return of menses and fertility //L?ctntignﬂl

6) If not breastfeeding and no contraindication, amenorrhea
consider hormonal therapy for cycle regulation medscope.360

Second Line (If specific cause identified)

1) Dopamine agonists (cabergoline/bromocriptine) for hyperprolactinemia

2) Levothgroxine for hgpot}lgmidisrﬂ

3) Estrogen-progestin therapy for hypogonadotropic amenorrhea

4) Surgical management for Asherman’s syndrome (hysteroscopic adhesiolysis)
5) Hormonal therapy for PCOS or ovarian insufficiency

Third Line (Refractory / Complex Cases)

1) Pituitary hormone replacement (in Sheehan's syndrome)

2) Assisted reproductive techniques if infertility

3) Multidisciplinary management ?endocrlnologist. gynecologist, fertility specialist)
4) Psychological support for stress related causes

Y

.7‘ Common Medicines (Generic, Bmi'd & I_Josa)

. Medicine | Dose -(AER) " Route Frequency ~ Common Brands
Cabergoline | 0.25-05 mg | PO Twice weekly . Cabgolin, Dostinex
Bromocriptine | 25 mg | PO | Twice daily | Parlodel

| Levothyroxine 25-100 meg | PO | Once daily (morning) | Thyronarm, Eltroxin

| Combined OCP 1 o |on dail | Mala D, Ovral, Eti

| (EE + Levonorgestrel) Rt M 0T, LY
Medroxyprogesterone, 10 mg PO | 10-14 days/month | Provera

| i '
E:"Exﬂ;: h?ec:ﬂng} | 500 mg PO lShourlg (max 3-5 days) | Transamin
o 200mg | ' — :
Iron (Ferrous sulfate) | (elemental) | PO | Onice or twice daily | Fefol, Livogen

medscope.360
8. OPD Plan (For stable patients)

1) Detailed history (delivery details, lactation, cycle pattem, symptoms)
2) Clinical examination (general, breasts, pelvic exam)

3) Basic investigations (pregnancg test, TSH, prolactin, USG)
4) Treat identified cause

5) Counsel on breastfeeding, contraception and fertility plans _
6) Lifestyle advice (nutrition, weight control, stress management) | - e
7) Regular follow-up every 3-6 months medscope3

9. IPD Plan (Indications)

1) Severe symptoms (headache, visual loss, shock)

2) Suspected Sheehan's syndrome

3) Abnormal uterine bleeding with hemodynamic instability
4) Need for dynamic endocrine testing or MRI 3
5) Surgical management (Asherman's syndrome) A/

6) Management of associated complications or severe anemia medscope.360

10. Follow-up 11. Discharge Criteria (After IPD)
1) Review at 6-12 weeks and then 3-6 monthly | 1) Hemodynamically stable

2) Manitor menstrual pattern and symptoms 2) Symptoms controlled

3) Reassess hormonal profile if needed Underlying cause ldEHt‘Iﬁﬂfi i_treaferi
4) Monitor side effects of medications ':He t:' m;[mt;,"’“l medications

5)  Counsel reqarding future fertility and contraception 0 S, ety
6)

Long term follow-up for underlying cause ::ﬂi‘:&i’:%}i?ged with gynecologist/

O LN
e St S St

(

amenorrhea. Persistent amenarrhea beyond expected period requires evaluation for underlying endocrine, uterine or ovarian causes.

Note: Return of menses is usually delayed in breastfeeding women and can occur up to 12-18 manths. Exclude pregnancy in all women with postpartum
. ¢ Rt P medscope.360




