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SUMMARY 

One hundred patients of suspected anovulation attending om· 
Gynaecological Out-patient Department have been selected for 
study with a view to finding out the incidence of anovulation. Of 
these, 30 patients had clinical and laparoscopic evidence of Polycy­
stic Ovarian Disease (PJC.O.). The menstrual pattern of these 
patients have been studied in detail. We wanted to see the incid­
ence of raised prolactin levels in patients of polycystic ovarian 
diseases. Galactonhoea was present in 9 out of 30 patients--the 
incidence of galactorrhoea in polycystic Ovarian Disease is 30%. 
These patients were primarily treated with Parlodel �(�B�r�o�m�o�c�r�i�p�~� 
tine) as a first choice of treatment. Laparoscopy was performed 
on all the patients. The incidence of silent tuberculosis in 100 
patients of anovulation was 34%. Galactorrhoea and hyperpro­
lactinaemia was present in 34% patients. 10/30 patients conviev­
ed of whom 6 were primarily treated with Bromocriptine. Details 
of results will be discussed. 

TABLE I We have undertaken a prospective 
study of 100 patients of menstrual 
irregularity since January 1980 with or 
without hirsuitiam, obesity or oligo­
menorrhoea in the last �3�~� years, i.e. 
January 1980 to June 1983. 

Menstrual Pattem in Patients With P.C.0.-30 
Cases 

0£ these 10 patients with menstrual 
irregularities, 30 patients had clinical 
and laparoscopic evidence of Polycystic 
Ovarian Disease (P.C.O.) or Stein­
Leventhal Syndrome. 

These cases have been further analys­
ed: 
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cases 

1. Irregular periods with infertility 15 

2. Secondary amenorrhoea with 
infertility 3 

3. Patients with regular menstruation 
but either early cycles or severe 
dysmenorrhoea 10 

4. Irregular periods with desire to 
restore normal menstruation 2 

Of the 30 patients, 26 had infertility in 
addition to menstrual irregularities. Of 

these, 18 were cases of primary inferti-
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lity and 8 were cases of secondary inferti­
lity. 4 patients were not desirous of 
children, but came to restore normal 
menstruation. 

Galactorrhoea was present in 9 out of 
30 patients. The incidence is approxi­
mately 30% of patients with P.C.O. This 
incidence corresponds to that of other 
workers who have found clinical + RIA 
levels of raised prolactin with P.C.O. 
These cases were primarily treated with 
Parlodel (Bromocriptine) as a first choice 
of treatment. 

Other Radio-Immuno-Assays were per­
formed. Prolactin levels were very 
slightly elevated i.e. 20-40 ng/ ml. in 
majority of patients with galactorrhoea. 

Findings at Lapm·oscopy in Patients 
with P.C.O. 

In all cases laparoscopy was performed 
in the pre-menstrual phase. Detailed 
study of the uterus, fallopian tubes and 
ovaries was carried out. If necessary, a 
2nd puncture probe was used. Each 
ovary was carefully examined for signs 
of ovulation. The presence of stigma on 
the graffian follicle was looked for. 
Multiple cysts were often encountered. 
The ovarian size varied from small to 
large cystic ovaries of 3-4 ems. The ex­
tent of thick and sclerotic capsules-was 
varied some had very thick capsules­
others of variable consistancy. 

Four unmarried patients who had no 
laparoscopy but ultrasonography reveal­
ed the presence of enlarged ovaries as 
seen in the films. 

We have observed in a separate group 
of 5 patients that although the laparo­
scopy appearances were suggestive of 
Polycystic Ovarian Diseases (Borderline 
Ovaries), the histology of the endo­
metrium showed secretory phase i.e. in 
that particular cycle the patient had 

ovulated. These patients were merely 
kept under observation and have not 
been included in the above series. The 
prolactin and L.H. levels were raised in 
3 of them suggesting a functional dis­
order of the ovary although histological 
studies of endometrium showed secretory 
phase. 

Management of PoLycystic Ova'liian 
Disease 

There are seve.t'al treatment schedules 
devised and since successful results are 
reported by all methods of management 
we conclude that P.C.O. is a disorder of 
the ovary which is extremely amenable 
to treatment. 

Workers have reported success with 
treatment of stressful conditions. We 
know the emotional factors raise prolac­
tin levels and high levels may interfere 
with normal ovulation. 

Our treatment is as follows: In a de­
veloping country like India, we have 
tried to minimize the practice of doing 
liberal Radio-Immuno-Assays on pati­
ents, to keep the expenses within reason. 
Where necessary (i.e. in patients with 
galactorrhoea, hirsuitism or acne), harmo­
nal levels i.e. serum prolactin, FSH/LH, 
or serum testosterones were measured. 

If patients were unmarried or did not 
desire a family (4 out of 30 patients), we 
did an initial climcal examination along 
with pelvic sonography to measure the 
size of the ovaries. R.I. Assays were 
done to get baseline data. Two of these 
patients were given cyclic progesterone 
to regularize the menstrual cycle and to 
treat dysmenorrhoea. The other 2 pati­
ents needed parlodel to minimize breast 
pain and discomfort which was the main 
complaint. 

In patients with infertility, pelvic 
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pain along with menstrual disorders, we 
performed a premenstrual dilatation and 
curettage and laparoscopy and saw the 
state of the ovaries and tubes. Pelvic 
chromopertubation was carried out to 
confirm the tubal patency so that �s�u�b�~� 

sequent hormonal therapy could be start­
ed. Male factor was also carefully examin­
ed in all patients. 

Two out of five patients conceived 
within 3 months of laparoscopy in the 
group where ovaries were found to be 
cystic but endometrium was secretory 
and Prolactin + L.H. levels were raised. 

Total pregnancies-33.33%-9 full­
term, 1 abortion. 

TABLE II 
Results of Management in P.C.0.-30 Patients 
4 patients Unmarried 
2 patients on Parlodel 
1 patient on Cyclic Progesterone alone 
1 patient on Dexamethasone 

Conceptions---10 out of 30 patients i.e. 33.33% 

Treatment 

1 . Clomiphene Citrate 
2 . Purlodel (raised prolactin levels) 

3 . Parlodel + Clomiphene Citrate 
&: 4. Cyclic Progesterone 

5 . Cortisone + Clomiphene Citrate 
6. Surgical Management 
7. Patients under treatment 

The histology of the endometrium in 
the first follow-up visit was studied. If 
it showed anovulation i.e. proliferative 
endometrium in the pre-menstrual part of 
the cycle, anovulation was confirmed. 
Treatment was started with clomiphene 
citrate or directly with parlodel depend­
ing on serum prolactin levels, especially 
in patients who had galactorrhoea. In 
9 such patients, parlodel was preferred 
as an initial treatment. 
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