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Introduction 

• Menstrual dysfunction in adolescence common 

• 25% had significant dysfunction affecting life activities and school 
absence 

• Serious pathology rare 

• Specialist input may be required 

• Challenging as most evidence based on adult women 



Aims and learning objectives 

• Female development and menstrual cycle 

• Describe common features of menstrual dysfunction 

•  Investigations that should be performed 

• Describe treatment options 

• Management of complex patients  



Female development 
XX embryology 

•  In females, genital organs comprise 
gonads, reproductive ducts and 
external genitalia 

•  Gonadal differentiation occurs before 
the end of the embyronic period 

•  Both reproductive ducts and external 
genitalia differentiate before end of 
first trimester 

•  Development of female genital tract 
continues in utero. The gonads 
descend in utero in XX 

•  Maturation of genital tract is 
continuous during childhood and 
puberty 









Puberty and Menarche 

• Age determined by general health, socio-economic and nutritional 
factors 

• Mean age 12-13 year olds 

• Cycle 2- 7/ 21-45 

• Three to six pads or tampons per day 



Menarche and the HPO axis 

•  Immaturity of HPO axis in first 2 years 
following menarche, results in more than 
50% of cycles being anovulatory 

•  Irregular cycles – 20 to 90 days;  
•  >90 days are 95th percentile for length – 

warrants investigation 

• After 1-2 years, capacity for oestrogen 
positive feedback to anterior pituitary 
develops with subsequent LH surge and 
ovulation results in more cycle regularity 



Result of anovulatory cycles 

• Heavy bleeding 

• Prolonged bleeding 

• Painful periods – if heavy; become more painful in ovulatory cycles due 
to circulating prostaglandins 

•  Iron deficiency anaemia 



Amenorrhoea 

•  Hypothalamic/pituitary disease 
•  Hypog hypog 

•  Congenital GnRH deficient 
•  Idiopathic hypog hypog 

•  Constitutional delay of puberty 
•  Hyperprolactinemia 
•  Ovarian aetiologies 

•  Gonadal dysgenesis 
•  Turner syndrome 
•  PCOS 

•  Congenital anatomic lesions 
•  Imperforate hymen 
•  Transverse septum 
•  MRKH 

•  PREGNANCY 
•  Hypothalamic causes 

•  Idiopathic 
•  Endocrinopathies 
•  Stress/exercise/eating disorders 
•  Weight loss 
•  Chronic illness 
•  PCOS 

•  Pituitary causes 
•  Lesions,  trauma 

•  Ovarian causes 
•  Premature ovarian insufficiency 
•  Ashermans syndrome 

PRIMARY SECONDARY 



History 

•  With and without parents if appropriate 
•  Menstrual history – age of menarche, regularity, duration, 

associated pain, acne, hirsutism 
•  Bleeding history – dental procedures, surgery, nosebleeds 
•  Sexual history 
•  Past medical history 
•  Medications 
•  Family history – bleeding d/c, VTE, 
•  Social history – school attendance, bullying 
•  Safeguarding 



Examination 

• Observations, height, weight, BMI 
• Assessment of anaemia, hirsuitism, acne, acanthosis nigricans, 

bruising 
• Assessment of secondary sexual characteristics 
• Tanner staging 
• Presence/absence of pubic hair 
• Abdominal palpation - ?pelvic masses 
• Clitoral size (pre-menarchal is 3mm) 
• Configuration of hymen 
• Signs of oestrogenisation – moisture, thickness, pinkish 
• Hygiene 
• Abnormalities – discharge, discoloration, trauma, anatomical defects 
•  Internal exam – only if sexually active 



Basic investigations 

• FBC/ferritin 
• Clotting  
• Pelvic ultrasound (TA): ET may be thick, multifollicular ovaries 
• Urinary pregnancy test if appropriate 

• Consider: 
•  Thyroid function 
•  Prolactin 
•  LH/FSH  
•  Oestradiol 
•  SHBG 
•  Testosterone 
•  Sexual health screen 
•  Von willebrand panel 
 
•  Additional: Karyotype, MRI brain 



Treatment 

•  Depends on cause 
•  Consider if needs contraception, other symptoms e.g. hirsutism, acne 
•  Treat anaemia 
•  If anovulatory cycles – reassurance, non hormonal treatments 



Hormonal treatment 
Progesterone 

• Progesterone: good for regularity and reducing flow 
• Cyclical (21 days) or continuous: can be used to defer period e.g. for 

exams etc; start 5 days before event 
• Options: 

•  Norethisterone 5mg TDS 
•  Medoxyprogesterone acetate (provera/MPA) 10mg tds 

• No RCT to compare 
• NE more androgenic: acne, hirsutism 
• SE: headache, mood disturbance, breast tenderness 
• NOT contraception 
• Very low VTE risk (background risk 1.83/10,000 women per year aged 

15-19yo) 



POP 

• Low dose oral progesterone, continuous 
• Thickens cervical mucus and in some cases inhibits ovulation 
• Contraception (3 hour window) 
• E.g. desogestrel 75mcg, micronor (NET 350mcg) 
• By 11-13 months, 50% will have infrequent bleeding or amenorrhoea in 

some 
• SE: BTB, prolonged bleeding 
• Can increase to double dose 150mcg (off license but effective) 



COCP 

•  Inhibits production of LH/FSH from anterior pituitary and so stops 
ovulation 

• Contraception 
• Treats irregular menses, heavy bleeding and dysmenorrhoea 
• Tricycle or continuous 
• SE: breast tenderness, mood changes, nausea and vomiting, 

headache 
• VTE risk: 2x higher with COCP; 3rd generation (desogestrel, 

gestodene)  2x higher than 2nd generation (NET, levenorgestrel) 
• No evidence of weight gain  
• Will not affect final height 
• NO evidence will bring forward sexual debut 
• Risk of breast cancer overall low   
• CI: thrombophilias, migraine with aura, hypertension,  
• Check BP and annual review 



Types of COCP and their 
progestogens 

• Usually EE with a progestogen 
• Progestogens classified according to the time of introduction 

1st Generation 2nd Generation 3rd Generation 
 

4th Generation 

Norethisterone 
e.g. Loestrin 
 

Levonorgestrel 
e.g. microgynon/
rigevidon 
 

Desogestel 
e.g. Marvelon, 
merclinon 

Drospirenone 
e.g. Yazmine or Yaz 

Gestodene 
e.g. gynera/
femodene 

Dienogest 
e.g. Qlaira 
(E2valerate) 

Norgestimate 
e.g. cilest now 
lizinna (consider if 
acne or BTB) 

Moderate 
androgenic 

Strong 
progesterone and 
androgenic property 

Anti-ovulatory, 
suppression 
gonadotrophin 

Anti-androgenic 
and anti-
mineralocorticoid 







Risk of DVT 
Lidegaard et al, 2011 



When to start the pill… 

•  If not sexually active, can start anytime in cycle 
 
•  If sexually active and to be used as contraception, start on day one 

(first day of period) of next cycle 



LARCs 
Mirena IUS 

• E.g. Mirena t shaped IUS: 20mcg levonorgestrel/ day 
• Prevents endometrial proliferation, thickens cervical mucus, inhibits 

ovulation in 25% 
• Contraception, treatment of HMB and dysmenorrhoea 
• Lasts 5 years 
• 65% at one year have amenorrhoea or light bleeding 
• Requires insertion – screen for STI beforehand 
•  can be done under GA if not SA 
• SE: initial irregular PVB, mood changes, acne, headache,  



LARCs 
Depo provera and Implant 

• 150mg Depoprovera MPA every 12 weeks 
• 68mg nexplanon implant  
• Long acting reversible contraception 
•  Inhibits ovulation 
• 70% amenorrhoeic within 12 months with depo / 20% with implant 
• SE with depo 

•  bleeding problems eg. Irregular or BTB 
•  weight gain (in those already overweight) 
•  reduce BMD (caution in those at high risk e.g. immobility, steriod use) 





How to deal with breakthrough 
bleeding 

• History 
• Examination 
• Think: compliance, pregnancy, STI, underlying pathology, cervical 

screening 



Special considerations 
Epilepsy 

• Epilepsy/enzyme inducing drugs 
• Young girls notice more seizures during periods 
• Enzyme inducing drugs increase metabolism of oestrogen and 

progesterone  
• Reduces contraceptive efficacy – use barrier contraception 
• OCP – double dose  
• Cannot use implanon 
• Otherwise, use LARC e.g. mirena IUS, depot provera Or cyclical 

progesterone e.g. NET (but not contraceptive) 
•  If contraception: copper IUD, barrier 



Special considerations 
Adolescents with learning difficulties 

• Periods can be distressing for girl and carer 
• Hygiene may be difficult  
• Mood changes can mean increased aggression 
• Best to aim for amenorrhoea 
• Things to consider: route of delivery, poly-pharmacy and 

interactions, risks of VTE/bone, need for contraception 
• Options: 

•  Continuous NET or COCP or POP 
•  Mirena 
•  Depo provera 



Special considerations 
Haematological disorders 

• Bleeding disorders in 1-2% of general population but 20% of those with 
HMB and 33% who are hospitalised 

• Associated with HMB  
•  Von willebrands disease 
•  Acquired haemophilia 
•  Carriers of haemophilia 
•  Factor XI deficiency 

• Manage as part of MDT 
• Hormonal treatments safe 
• Aim for amenorrhoea 







PCOS in Adolescents 

•  Based on clinical and biochemical signs of hyperandrogenism and 
irregular menses 

•  Diagnosis should be defered until at least 2 years after menarche and 
once you have excluded other causes 

•  For girls who not fullfill the diagnostic criteria – focus should be on 
treatment of symptoms (WITHOUT the label) 

•  USS should not be used as part of diagnosis – until 8 years after 
menarche 

 

 
Witchel et al, Curr Opinino in Paeds, Aug 2019 





Ovarian cysts 

• Very common between menarche and 18 yo 
• Mature follicles that fail to ovulate (follicular) or involute (CL) 
• Functional vs non functional  
• Mostly asymptomatic; incidental 
• Can cause menstrual irregularity, pain, urinary frequency, constipation 
• Rpt USS in 6-8 weeks – functional tend to resolve 
• <5-6cm – observe +/- OCP 
• >5-6cm – non functional ; consider laparoscopic cystectomy 



Chronic pelvic pain 

• 3-6 months of pain 
• Can lead to missed school etc 
•  Investigation into non-gynae causes 
• Offer support and empathy, be non-judgemental and be thorough 
• Laparoscopy – low yield 
• Safeguarding 



Endometriosis 

•  Chronic oestrogen dependent disorder of reproductive age 

•  Pelvic pain, secondary dysmenorrhoea, dyspareunia, infertility 

•  Less likely in early menarche – primary dysmenorrhoea most likely due to 
anovulation 

•  Janssen et al, 2013 – SR published in HRU – 2/3 with CPP or dysmenorrhoea 
have laparoscopic evidence of endometriosis 

•  This does not include those who did not have surgery 
•  Includes those resistant to medical therapy – more severe end of spectrum 
•  Surgery NOT the mainstay or long-term treatment 

•  Diagnosis : history, examination, USS, Laparoscopy 

•  Treatment: hormonal , lifestyle 







MRKH 
Sexual function 



MRKH 
Sexual satisfaction 

•  There was NO difference between women with MRKH and 
other women for sexual desire, arousal, and satisfaction 
with sexual relationship 

•  Difference in vaginal lubrication – use lubrication 





DRD TEAM 

 
 
 
 
 
 



Summary 

•  Most menstrual dysfunction in adolescence is 
associated with anovulatory cycles 

•  Baseline history, examination and investigations  

•  Reassurance is key 

•  Non hormonal vs hormonal treatments 

•  If concerns, please refer or contact us for help 



 
Thankyou 

 
Enquiries.drd@nhs.net 

Maya.almemar@nhs.net 
 

020 3313 5363 
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