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SUMMARY 
We have analysed 60 case of amenorrhoea attending our outpatient department. 83.3% 

oftbe cases bad primary amenorrhoea and 16.7% of the cases had secondary amenorrhoea 
87.5% of the primary amenorrhoea patients had some type of a genital anomaly. Amongst 
primary amenorrhoea Mullerian anomalies accounted for 38%, gonadal anomalies ac­
counted for 16.7% and vaginal anomalies were 45.2% Tuberculosis, polycystic Ovarian 
disease, hypogonadotropbic hypogonadism and hyperthyroidism were amongst the other 
cases leading to primary and secondary amenorrhoea. 

INTRODUCTION 
Adolescence is a period of �i�n�t�e�n�~�e� physical 

and psychological changes usually beginning 
and ending in the second decade ofl if e. Mena rcbe 
is an important landmark of female puberty 
and usually occurs in a fairly consistent po­
sition. The development of normal menstrual 
function is a :!ol:umentation that the neuroen­
docrine, generdl and anatomic components of 
the reproductive system are intact and mature. 
Amenorrhoea may be be first obvious sign of 
an abnormality in both reproductive and non­
reproductive systems. 
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There are many reported definitions 
of amenorrhoea. However, strict adherence 

to their criteria will result in improper 
management in some cases. Chronological 
age, developmental age with clinical date- • 
must be integrated in to the criteria to establish 
more useful evaluation, 95% females reach 
menarche by 16 years of age and 98% by 18 
years of age. 95% have attained their men­
arche one year after attaining sexual maturity 
rating 5. 

We have considered the following criteria 
for defining our patients of primary and sec­
ondary amenorrhoea. 
I. a) No episode of spontaneous uterine 

bleeding by age 16 with secondary 
sex characteristics absent or by age 
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18 regardless of normal secondary sex 
characteristics. 

b) No episode of spontaneous uterine 
bleeding despite having attained a 
sexual maturity rating of 5 for atleast 
one year or despite the onset of breast 
development 5 years previously. 

c) No episode of spontaneous uterine 
bleeding in any individual with clini­
cal stigmate of Turner's syndrome. 

II. Secondary amenorrhoea : After previous 
uterine bleeding on subsequent menstrua­
tion for six months or a length of time equal 
to three previous cycles. 

MATERIAL, METHODS AND RESULTS 
60 cases of amenorrhoea were studied in 

our unit over 5 years. This included both 
indoor & out door patients attending the hos­
pital. These were about 10% of the total 
adolescents screened for some gynaecological 
complaints during this time. A detailed history 
was taken clinical examination was done and 
the cases were subjected to an Ultrasound 
examination, Intravenous Urography, hormonal 
levels, Ia paroscopy, and hysterosa I pi ngo-gra phy. 
Wherever necessary, Karyotyping was done 
on the peripheral blood of all patients with 
elevated gonadotrophin levels. Buccal smear 
was stud1ed was studied for X & Y chromo­
some. 

The age wise distribution of the adolescent 
patients screened are shown in the Table I 
98.6% of the amenorrhoea cases belonged to 
group III 1.4% of the cases belonged to group 
II. Group I Patients between 13-14 years of 
age group II - Patients between 15-16 years 
of age. III- Patients between 17-18 years of 
age. 

We found that 83.33% cases presented with 
primary amenorrhoea and 16.7% and second­
ary amenorrhoea - Table II. 42 patients i.e. 
87.5% of the genital anomalies presented with 
amenorrhoea and only 16 patients i.e. 12.5% 
presented with secondary amenorrhoea 
Table III. 

There were 6 cases of Ovarian dysgenesis. 
All these patients had female phenotype with 
poorly developed secondary sex characters. 
Laparoscopy revealed an infantile uterus, tubes 
and streak gonads. (Table IV) One of these 

Table II 

Agewise Distribution 

Type Number Percentage 
% 

Primary Amenorrhoea 50 

Secondary Amenorrhoea 60 

83.33 

100. 

Table I 

Group 

I 
II 

III 

Agewise Distribution 

Age in Year 

13 - 14 

15 - 16 

17- 18 

No. of Patients 

116 

244 

140 

500 

Percentage % 

23.2 

48.8 

28.0 

100. 
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patients had the classical features of Turner's 
Syndrome with a Chromosomal anomaly of 45 
X 0, 3 of them had structural anomalies of X 
and one had a 'Y' cell line 45x/46XY. 

There was one case of Testicular femini­
zation syndrome. The patient was a married 
17 years old with good breast development and 
scanty axillary and pubic hair growth. Sex 
chromatin was negative and karyotype was 
46XY (Chromosomal make up). Laparoscopy 
showed no evidence of uterus, tubes. Gonads 
which were histologically confimted to have 
testicular tissue were present in retroperitoneal 
space at the pelvic brim. The patient was 
subjected to orchidectomy and vaginoplasty 
after counselling both the partners. 

We encountered 15 cases of Mullerian 
agenesis/dysgenesis constituting 35.7% of the 
cases. Ovaries were well developed and there 
was absence of cervix, vagina and uterus or 
poordevelopmentofuterus. (Table V) Amongst 
these 9 cases presented with amenorrhoea and 
the other 6 were already married. Along with 
amenorrhoea complained of inability to have 
coital function. The laparoscopic findings 
have been shown in (Table VI) Six of these 
patients belonged to group II, III & IV. as 
shown in the Table. They underwent a 
vaginoplasty, 3 with Me lndoes' technique and 
3 by modification of Darydow's technique 
which utilises the peritoneum of the pouch of 
Douglas for covering the available space ere-

Table III 

Sr. No. 

1. 

2. 

Sr. No. 

1. 

2. 

Division of Cases of Primary Amenorrhoea 

Sub Type No. of Patients 

Genital Anomalies 

Others 

Table IV 

42 

6 

48 

Genital Anomalies 

Sub Type 

Ovarian Dysgenesis (Uterus 
Rudiment e Part of the Tube 
& Streak Ovaries) 

Testicular Feminisation syndrome 
(Absent Uterus, Tubes, Blind 
Vaginal Pouch, Testis Present) 

No. of Patients 

6 

1 

7 

Percentage % 

87.5 

12.5 

100 

Percentage % 

14.28 

2.38 

16.66 

-

t 
l -
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ated between the bladder and rectum. None 
of these patient had dyspareunia or dryness of 
the vagina. Depth of the vagina was more in 
the latter technique. 

The case having cervical atresia had 
haematometra and haematosalpinx - Patient 
underwent laparotomy with construction of a 
new cervix and vagina. Subsequently the patient 
started menstruating regularly. 

Two patients had vaginal atresia and a 
functioning uterus with a well canalised cervix 
(Table VII) one case underwent construction 
of a neovagina with draining of haematometra 
and one case refused surgery and was lost for 
follow up. 

Thirteen cases of Imperforate hymen and 

four cases of Transverse .vaginal septum 
(Table VII) presented as a lump in the abdo­
men, primary amenorrhoea, a history of cy­
clical mastalgia and pain in the abdomen. A11 
these patients had haematocolpos and were 
treated with hymenectomy and excision of the 
Septum. A11 the patients resumed normal 
menstrual cycles. Three of these also had a 
successful pregnancy subsequently. 

It was found that 10.6% of these Mullerian 
anomalies had renal abnormalities like horse 
shoe shaped kidney (1 case) solitary kidney (2 
cases), pelvic Kidney and reduplication of 
ureter one case each. 

Table VIII & IX shows us the other causes 
of primary and secondary amenorrhoea. Two 

Table V 

Sr. No. 

1. 

2. 

Sr. No. 

Group I 

Group II 

Group III 

Group IV 

Mullerian Anomalies 

Sub Type 

Mullerian Agenesis or Dysgenesis 

Cervical Atresia 

Table VI 

No. of Patients 

15 

1 

16 

Type of Mullerian Anomalies (Both Ovaries Normal) 

Type of Mullerian Anomaly Number 

No Tube/Uterine Structure 3 

Proximal part of Tube connected 4 
by Peritoneal fold. 

Both Tubes Present, 2 Nodules at 4 
Medial Site Joined by Peritoneal 
fold. 

Both tubes normal hypoplastic uterus 4 
15 

Percentage % 

35.71 

2.38 

38.09 

Percentage % 

20 

26 

26 

26 
98 
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cases of Primary and two cases of Secondary 
amenorrhoea had Polycystic Ovarian disease. 
All these Patients were phenotypically females 
with a good breast development and presence 

of a uterus. There was a positive progesterone 
challenge test and measurements confirmed 
the polycystic Ovarian syndrome of Puberty. 
These patients were treated with cyclical 

Sr. No. 

1. 

2. 

3. 

Sr. No. 

1. 

2. 
3. 

Sr. No. 

1. 

2. 

3. 

4. 

Table VII 

Type of Vaginal Anomalies (lloth Ovaries Normal) 

Sub Type Vaginal Anomalies No. of Patients 

Vaginal Atresia 2 

Transverse Vaginal Septum 4 

Imperforate Hymen 13 

19 

Table VIII 

Causes of Primary Amenorrhoea 

Causes 

Polycystic Ovarian disease 

Tu bercu los is 

Hypogonadotrophic Hypogonadism 

Table IX 

No. of Patients 

2 

2 

2 

6 

Causes of Secondary Amenorrhoea 

Causes No. of Patients 

Polycystic Ovarian disease 2 

Tuberculosis 4 

Hyperthyroidism 2 

Hypogonadotrophic hypogonadism 2 

10 

Percentage % 

4.76 

9.52 

30.95 

45.23 

Percentage % 

33.33 

33.33 

33.33 

99.99 

Percentage % 

20% 

40% 

20% 

20% 

100% 

i 

• .:1 

----- . ..J 
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progesterone and Estrogen combination and 
have started menstruating subsequently. 

Four cases had Hypogonadotrophic 
hypogonadism two presenting with Primary 
Amenorrhoea and two presenting with second­
ary Amenorrhoea with absent breast develop­
ment but presence of a uterus seen on ultra 
sonography and Laparoscopy. Hormonal lev­
els done revealed that in both case Follicle 
Stimulating Hormonal levels were low. All 
these girls were given cyclical Estrogen and 
Progesterone treatment to promote breast 
development and uterine development. Two 
of them have started menstruatingsubsequently. 

Genital tuberculosis was encountered in six 
cases of amenorrhoea, two cases ·presented 
with primary amenorrhoea and four cases with 
secondary amenorrhoea. 

All these cases had failure of withdrawal 
bleeding with Progesterone and Estrogen and 
confirmation was done by diagnostic scopy 
and curettage. The curettings were sent for 
histopathology and A. F. B. culture. These 
patients were started on antitubercular drugs 
and three of them have started menstruating 
regularly. One has been lost to follow up and 
two are still under treatment. 

We had 2 cases of hyperthyroidism present­
ing with secondary amenorrhoea. These pa­
tients had toxic diffuse goitre, rapid loss of 
weight inspite of an increase of appetite and 
diarrhoea. Initially they had oligomenorrhoea 

... ultimately followed by amenorrhoea. These 
cases had higher plasma levels of L. H., F. SH 
estrogens with absence of LH surge.. They 
were started on Antithyroid drugs and patients 
have started menstruating subsequently. 

DISCUSSION 
Amenorrhoea is a symptom of many etio­

logically heterogenous disorders. It many 
instances the symptom may be prevented by 
the appropriate management of endocrine 
problems diagnosed during childhood. Some 
patients however may first present after the age 

of puberty with primary amenorrhoea as a 
Chief complaint. 

Incidence of primary amenorrhoea among 
gynaecologic patients has been estimated to be 
0.65 (Radwanska E, '74). In Bahner's (1960) 
series primary amenorrhoea accounted for 
21.73% of 138 cases studies where as in our 
series incidence of primary amenorrhoea was 
83.33%. 

Majority of patients with gonadal failure 
have a Chromosomal abnormality. 

Most common single chromosomal abnor­
mality is aneuploidy 45x. Large series carried 
out in India by Gun et al (1978) have shown 
that 33% of cases were due to chromosomal 
anomalies. Chakravorty (1976) had 77% of 
cases of primary amenorrhoea due to genital 
tract anomalies comparable to 87.5% of cases 
in our series. Substitution therapy with ovarian 
hormones may be started for development of 
secondary sexual Characteristics. 

Testicular feminization syndrome was first 
recognized by Morris in 1953. The incidence 
is between 1 : 2000 to 1 : 60,000 birth. We 
have encountered only one case in our series. 
Risk of malignancy in the testis of the patients 
with androgen therapy is lower than 5% as 
some time in patient's life (Dewhurst 1971) 
and therefore it is advisable to surgically remove 
the abnom1al gonad. 

Mullerian agenesis accounted for 20% of 
cases with primary amenorrhoea. (Radwanska 
E 1974) our incidence 35.7%. In 20 of the 
cases they are involved with congenital mal­
formations of the urinary tract. 

None of our patients with imperforate hymen 
or transverse vaginal septum had complica­
tions of endometriosis. 

In 1935, Polycystic ovarian disease was 
first described by Stein and Levanthal. It 
usually gives rise to oligomenorrhoea and 
accassionally secondary amenorrhoea. 
Polycystic ovarian disease has been described 
to occur in patients with primary amenorrhoea 
and was coined by Peter's as "Prepubertal S. 
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L. Syndrome". At a young age adequate al­
though temporary therapy may be utilized in 
the form of cyclical Estrogen - Progestin 
Combination to (1) Supress Constant irregular 
stimulation of the ovary of FSH & LH hor­
mones (2) Diminution of excessive androgen 
secretion (3) correction of endometrial 
hyperplasia by progestins. 

Amenorrhoea is a well recognised accom­
paniment of tuberculosis of the female genital 
tract though the incidence is variable. Nearly 
always this is secondary amenorrhoea and 
primary amenorrhoea must be considered as 
a rare manifestation of the disease. Endome­
trial tuberculosis is included by Castles and 
Sutherland (1960) iu their classifications of 
causes of primary amenorrhoea. The Possible 
causes of amenorrhoea cases of pelvic Tuber­
culosis arc three fold (1) destruction of ovarian 
tissue by parenchymatous infection (2) de­
struction of the gland bearing endometrium (3) 
atresia of the lower part of uterine cavity with 
retrograde menstruation and signs of menstrual 
molimina. The usual treatment is with 
antituberculous drugs and surgery is rarely 
required. Prognosis as regards fertility is poor 
due to damage to the tubal endothelium and 
pelvic adhesions. 

Severe hyperthyroidism usually leads to 
secondary amenorrhoea. These patients lack 
mid-cycle FSH & LH peaks and their plasma 
progesterone concentration remains constantly 
low confirming anovulation. They usually 
resume normal menstrual periods when treated 
with antithyroid drugs. Hyperthyroidism is 
�a�s�s�o�c�i�~�t�c�d� with three fold increase in plasma 

sex hormone binding globulin concentration 
thereby leading to diminution in free estradiol 
levels interfering with feed back mechanism 
resulting in loss of LH surge and anovulation 
and subsequently amenorrhoea. 

In our series, 36% of the patients regained 
normal menstrual function following treatment 
whereas 34% cases had an utreatable cases. 

In conclusion it is advised that the evalu­
ation of amenorrhoea should be done with a 
thorough history,. physical examination and 
pcrfonnance of several laboratory test in a 
logical sequence to arrive at a diagnosis, so 
that a proper treatment can be offered to this 
patient. 
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