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ABSTRACT

Background: A relationship between the thyroid gland and the gonads is suggested by the far more frequent
occurrence of thyroid disorders in women than in men and by the common appearance of goiter during puberty,
pregnancy and the menopause. Both hypothyroidism and hyperthyroidism may result in menstrual disturbances.
Objective of current study is to study and correlate the thyroid function tests in women with abnormal uterine
bleeding.

Methods: After selecting the women, informed consent was obtained. The case history and clinical examination of
them were done, requested to do thyroid functioning test in fasting status in early morning and the results were
evaluated. Other required investigations as per requirement were done and the patients were managed accordingly.
The thyroid function tests were done by radioimmuno assays in the lab.

Results: There were 170 women who were included in the study. Out of all the types of menstrual irregularities, 50%
(85) presented with oligomenorrhoea. We found that 132 women had normal thyroid status while 30 women had
hypothyroidism out of them, 5 had subclinical hypothyroidism. Eight women had hyperthyroidism.

Conclusions: As there is high incidence of thyroid diseases in our area, women with abnormal uterine bleeding are to

be screened. This would also avoid unnecessary hormonal treatment and surgery in these patients.
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INTRODUCTION

A relationship between the thyroid gland and the gonads
is suggested by the far more frequent occurrence of
thyroid disorders in women than in men and by the
common appearance of goiter during puberty, pregnancy
and the menopause.® While activity of the thyroid is
closely linked with the process of ovarian maturation, the
thyroid gland is itself dependent on direct and indirect
stimuli from the ovary to discharge its own function.?

It is recognized universally that menstrual disturbances
may accompany and even may precede thyroid
dysfunction .In the present study thyroid status of patients
presenting with abnormal uterine bleeding was assessed
by TSH, T3, and T4 assay. Both hypothyroidism and
hyperthyroidism may result in menstrual disturbances.

http://dx.doi.org/10.5455/2320-1770.ijrcog20140310

Hyperthyroidism reduces menstruation and
hypothyroidism causes menorrhagia. Hyperthyroidism in
contrast is associated with a menorrhagia and
oligomenorrhoea and the decrease in flow is proportional
to the severity of the thyrotoxicosis.>

The menstrual pattern is influenced by thyroid hormones
directly through impact on the ovaries and indirectly
through impact on SHBG, PRL and GnRH secretion and
coagulation factors. Severe hypothyroidism is commonly
associated with ovulatory dysfunction due to numerous
interactions of thyroid hormones with the female
reproductive system. Both hyperprolactinaemia, due to
increased TRH production, and altered GnRH pulsatile
secretion, leading to a delay in LH response and
inadequate corpus luteum, have been reported.*® Thyroid
responsivity by the ovaries could be explained by the
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presence of thyroid hormone receptors in human
oocytes.” Thyroid hormones also synergize with the FSH-
mediated LH/hCG receptor to exert direct stimulatory
effects on granulosa cell function (progesterone
production),® and in in vitro studies effects on
differentiation of the trophoblast have been shown.’
Another pathway through which hypothyroidism may
impact on fertility is by altering the peripheral
metabolism of oestrogen and by decreasing SHBG
production. Both pathways may result in an abnormal
feedback at the pituitary level. Independently of
hormonal changes, hypothyroidism can also lead to
menorrhagia by altered production of coagulation factors
(decreased levels of factors VII, VIII, IX and XI).*

Subclinical hypothyroidism (SCH) has recently been
challenged as data have indicated that physiological free
T, (FT,4) variations are narrower in one individual than
those observed within the reference range of a
population. These data might reflect an abnormally low
FT, value for patients who present a mildly increased
serum TSH.™ ' Some authors have proposed restricting
the upper normality limit of serum TSH to 2.5 mUII.
Today, however, there is no agreement among
endocrinologists about the most appropriate (i.e.
physiologically relevant) upper limit of normality for
serum TSH."

Recently "occult” menorrhagia has been found to be an
early manifestation of sub clinical hypothyroidism with
disease becoming symptomatic later.” SHBG production
increases in hyperthyroid women, the metabolism of
oestrogen is altered and the conversion of androgens to
oestrogens is increased. Hyperthyroxinemia increases the
gonadotrophin  response to GnRH and baseline
gonadotrophin  concentrations are also frequently
elevated. The decrease in menstrual flow may also relate
to effects on haemostatic factors, including the synthesis
of factor VIII.** Despite these metabolic changes,
hyperthyroid women usually maintain ovulation,
according to endometrial biopsies.™

Treating thyroid dysfunction can reverse menstrual
abnormalities and thus improve fertility. A close interplay
between thyroid hormones and normal steroid action and
secretion exists, necessary for normal ovarian function
and thus fertility. Women with thyroid dysfunction often
have menstrual irregularities, infertility and increased
morbidity during pregnancy.*®

Obijective

To study and correlate the thyroid function tests in
women with abnormal uterine bleeding.

METHODS
Inclusion criteria: Women with abnormal uterine

bleeding belonging to age group 15-45 years.
Exclusion criteria: Pregnant women.
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After selecting the women, informed consent was
obtained. The case history and clinical examination of
them were done, requested to do thyroid functioning test
in fasting status in early morning and the results were
evaluated. Other required investigations as per
requirement were done and the patients were managed
accordingly. The thyroid function tests were done by
radioimmuno assays in the lab.

The study protocol included: 1) Detailed history taking
with emphasis on age, parity, infertility and menstrual
disorders. 2) Evaluation by pelvic examination along with
general physical examination of those with menstrual
complaints. 3) Routine investigations like Hb, BT, CT,
TLC, DLC, Platelet count and ABO-Rh in all. 4) Special
investigations: (i) Transabdominal USG: (ii) Endometrial
biopsy.

RESULTS

There were 170 women who were included in the study.
The age groups of all the patients are mentioned in Table
1. Out of all the types of menstrual irregularities, 50%
[85] presented with oligomenorrhoea, 45 [26.4%] had
menorrhagia. 22 women had polymenorrhoea, out of
them 10 were diagnosed to have hypothyroidism.5 of 7
women with hypomenorrhoea had hypothyroidism. 9
women had presented with menstrual irregularities and
infertility. In our study, thyroid levels in the serum were
measured during early morning [fasting state], we found
that 132 women had normal thyroid status while 30
women had hypothyroidism out of them, 5 had
subclinical hypothyroidism. 8 women had
hyperthyroidism.

Table 1: Age distribution of the patients.

Agein  Number of
ears patients

15-19 17
20-25 36
26-30 38
31-35 28
36-40 26
41-45 25
Total 170

Table 2: Thyroid profile of the patients.

Thyroid levels T T4 TSH
Normal 132 132 [77.6%] 132 [77.6%]
Increased 17 17 [10%] 30 [17.6%)]
Decreased 21  21[12.3%] 8[5.5%]
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Table 3: Other diagnosis of the patients.

. . Number of
Other diagnosis Satients
Endometrial hyperplasia 7
PCOS 22 [12.9%)]
Ovarian cyst 3 [1.7%]
Fibroid uterus 6 [2.4%]
Hyperprolactinemia 3 [1.7%]
Goiter 2

Table 4: Parity distribution of patients.

Number of
women
Unmarried 16
Nulliparous 34

Parity

Primipara 30
Para 2 67
>Para 2 23
Total 170

DISCUSSION

Thyroid disorders are more common in women with
menstrual irregularities as compared to general
population. The prevalence of hypothyroidism in women
in the reproductive age (20-40 years) varies between 2%
and 4%. In the general population, the prevalence of
subclinical hyperthyroidism is approximately 1.5%." In
the present study, 17.6% of women were hypothyroid,
2.7%% had sub clinical hypothyroidism and 4.7% had
hyperthyroidism. Joshi etal. found 68% of menstrual
abnormalities in 22 women with hypothyroidism
compared to only 12% in 49 controls.”® In the study by
Krassas et al., the prevalence of menstrual irregularities
(mainly oligomenorrhoea) reached 23% among 171
hypothyroid patients, while being only 8% in 214
controls (P <0-05). There were also 12% of women
presenting with amenorrhoea in the hypothyroid group,
and none among the control subjects.” The most
common menstrual irregularity in our study was
oligomenorrhoea followed by menorrhagia.

Women with hyperprolactinemia also had thyroid
dysfunction in our study. There were women with PCOS,
infertility and 3 of them were diagnosed to have
hypothyroidism in this study. Among women with
abnormal uterine bleeding, the other disorders diagnosed
in our study 6 had fibroid uterus, 7 had endometrial
hyperplasia, 3 with ovarian cyst and were managed
accordingly. 3 women had history of early pregnancy
loss, 2 women had history of post partum depression and
now developed thyroid dysfunction i.e., hypothyroidism
and are on treatment.

Women with history of early pregnancy loss, recurrent
miscarriages, postpartum depression, women with sub
clinical hypothyroidism, infertility, associated with

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

menstrual irregularities are all to be screened for thyroid
dysfunction. Targeted screening at regular intervals
should be recommended. This should also be considered
in women who have had gynaecological and/or obstetric
complications associated with hypothyroidism and in
whom treatment is shown to be beneficial. Thus,
screening selected patient groups is probably justified,
based on the significant risks to offspring, the probable
benefit of treatment, and the probable low incidence of
adverse outcomes from intervention.

CONCLUSIONS

As there is high incidence of thyroid diseases in our area,
women with abnormal uterine bleeding are to be
screened. This would also avoid unnecessary hormonal
treatment and surgery in these patients.

Further studies with more number of patients are required
to evaluate the role of targeted screening at regular
intervals for women with history of obstetric
complications and infertility who have more risk of
developing thyroid dysfunction.
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