
10.22376/ijlpr.2023.13.6.L182-L185ijlpr 2023; doi

Revised On 1 July, 2023

Accepted On 10 July, 2023

Published On 1 November, 2023

Funding This research did not receive any specific grant from any funding agencies in the public, commercial or not for profit sectors.

    Copyright @ International Journal of Life Science and Pharma Research, available at www.ijlpr.com  

Int J Life Sci Pharma Res., Volume13., No 6 (November) 2023, pp L182-L185

    This article is under the CC BY- NC-ND Licence (https://creativecommons.org/licenses/by-nc-nd/4.0)

Citation Dr. Niranjani.S, Dr. T.G.Revathy and Dr.Varrshine.R , A Case Report On Abnormal Uterine Bleeding with Multi-System 

Disorders.(2023).Int. J. Life Sci. Pharma Res.13(6), L182-L185 http://dx.doi.org/10.22376/ijlpr.2023.13.6.L182-L185

Received On 11 August, 2022
T.G.Revathy , Department of Obstetrics and 

Gynaecology, Sree Balaji Medical College and Hospital, 

Chrompet, Chennai

*Corresponding Author

Case Report
                                              Abnormal Uterine Bleeding

 International Journal of Life science and Pharma Research

A Case Report On Abnormal Uterine Bleeding with Multi-System Disorders 
 

Dr. Niranjani.S1, Dr. T.G. Revathy1*  and Dr.Varrshine.R1 
 

1*Department of Obstetrics and Gynecology, Sree Balaji Medical College and Hospital, Chrompet, Chennai 

 
Abstract: Autoimmune disease is a condition that attacks the immune system and leads to multi-system disorders like systemic 
lupus erythematosus and rheumatoid disorders, which initiates self-directed immune responses that result in clinical diseases, 
mainly in obstetrics conditions like recurrent pregnancy loss, pre-eclampsia are common. The study aimed to identify the 
relationship between connective tissue disorders and abnormal uterine bleeding patterns. A rare case of abnormal uterine 
bleeding with a past history of recurrent pregnancy loss was presented in the casualty with excessive menstrual bleeding in a
state of hypovolemic shock. The patient complained of generalised malaise, giddiness, breathlessness, and palpitations for the 
past 2 months. She suffered recurrent epistaxis for the past 2 months and experienced symptoms like loss of appetite, recurrent 
vomiting for the past 15 – 20 days, and rashes over the face and cheeks for 6 months. Her haemoglobin was 2.4g/dL, and the 
platelets were less than 10,000 with bicytopenia at the time of admission She was shifted to ICU and haemodynamically 
stabilized by packed red blood cells, fresh frozen plasma, and platelets. Following this, she was treated with antifibrinolytics, and 
severe anaemia was corrected with multiple PRBC transfusions. Multiple single-donor platelet transfusions were also done. After 
recovery, the patient was discharged with an advice to continue hydroxychloroquine. Immune dysregulation and inflammation 
together contribute to the development of menstrual disorders among women with Rheumatoid Disorders which can be well 
managed with systematic therapeutic plans at the initial stage. 
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1. INTRODUCTION 
 
Anaemia is the most common complication in premenopausal 
women due to heavy menstrual bleeding. Menstrual 
abnormalities contribute to 5 -10% of iron deficiency anaemia 
presented by women.1-3 In autoimmune diseases, patients 
present with anaemia due to heavy menstrual bleeding which 
is due to haemolysis.4-6 Heavy menstrual bleeding is seen in 
49% of pre-menopausal women with systemic lupus 
erythematosus (SLE), which present with anemia.7-9 About 
78% of autoimmune diseases are seen among women. This 
massive disparity is mainly due to genetic causes, stress, and 
hormones.10- 13Hormones are signaling chemicals that our 
body used to control and regulate cells throughout the 
body14-16. Glucocorticoids are steroid hormones often used 
in the treatment of lupus, taking advantage of the body's 
natural regulation system as corticosteroids. Women with 
lupus have high prolactin and oestrogen levels and low 
testosterone levels. Thus women with lupus or any 
autoimmune disease tend to bleeding episodes not only due 
to alteration in coagulation but also due to the hormonal 
imbalance.17,18 Mixed connective tissue disease (MCTD) is a 
rare systemic autoimmune disease with an overlapping 
feature of at least two connective tissue diseases (CTD), 
including systemic lupuserythematosus (SLE), systemic 
sclerosis (SSC), polymyositis (PM), dermatomyositis (DM) 
and rheumatoid arthritis (RA) along with the presence of a 
specific antibody, anti-U1- ribonucleoprotein (RNP) 
previously known as an antibody to extractable nuclear 
antigen (ENA). MCTD has no unique clinical features, and 
there is a considerable inter-individual variation in clinical 
manifestations.13 Mixed connective tissue disorders affect 
significantly more women than men, and gynaecological 
disorders may have an additional negative impact on 
women’s health. Among patients with RDs, the disturbance 
of gynaecological health would be caused by several factors, 
such as chronic inflammation, hormonal imbalance, and drug 
effects, including psychological and cultural issues. 14,15 As the 
menstrual cycle is controlled by the hypothalamus-pituitary 
ovarian axis; estrogen increases with the follicular stimulating 
hormone to form the uterus lining during the follicular phase. 
FSH causes the growth of the ovarian follicles. Pulsatile 
gonadotropin-releasing hormone initiates the secretion of 
follicular stimulating hormone and luteinising hormone. 
Follicle-stimulating hormone released by the anterior 
pituitary stimulates the growth of primordial follicles into 
graffian follicles. One dominant graffian follicle develops, 
which matures, ripens, and ovulates. Progesterone is 
secreted from the corpus luteum, and menstruation occurs 
as the endometrium sheds down. When the 
hypothalamopituitary ovarian axis fails to function or due to 
the autoimmune diseases which causes alteration of the 
coagulation cascade, both may lead to heavy menstrual 
bleeding.11,12 A number of evidence have been published on 
pregnancy outcomes and recommendations on 
preconception care. However, limited data are available on 
menstruation- related disorders in MCTDs16. A rare case 
with abnormal uterine bleeding and a history of recurrent 
pregnancy loss was presented in the casualty with excessive 
menstrual bleeding in a state of hypovolemic shock. The 
patient was later diagnosed with MCTD. Thus, the study 

aimed to identify the relationship between connective tissue 
disorders and abnormal uterine bleeding patterns. 
 
2. CASE REPORT 
 
A 38yrs old female patient reported to a casualty with 
hypovolemic shock with a history of abnormal menstrual 
bleeding for 60 days that was not responding to any 
medication. The patient complained of generalised malaise, 
giddiness, breathlessness, and palpitations for 2 months. She 
suffered recurrent epistaxis for the past 2months and 
experienced symptoms like loss of appetite, recurrent 
vomiting for 15 – 20 days, and rashes over the face and 
cheeks for 6 months. 
 
2.1. Past History 
 
The patient was a known case of rheumatoid arthritis since 8 
years and was under regular medication (Tab. HCQ 200 mg 
twice a day, Tab. Methotrexate 10 mg, and Tab. Prednisone 
10 mg once a day). There was no history of drug allergy or 
any surgery. 
 
2.2. Marital History 
 
The Patient was married for the past 22 years and was a non- 
consanguineous marriage. 
 
2.3. Obstetric History 
 
The patient had a history of 3 recurrent abortions 7 years 
back. She had been evaluated for the same and has not taken 
any infertility treatment. 
 
2.4. Management 
 
The patient was admitted with hypovolemic shock. Her 
haemoglobin count was 2.4g/dL, and the platelets were less 
than 10,000 with bicytopenia. She was shifted to ICU and 
haemodynamically stabilized by packed redblood cells, fresh 
frozen plasma, and platelets. Following this, she was treated 
with antifibrinolytics, and severe anaemia was corrected with 
multiple PRBC transfusions. Multiple single-donor platelet 
transfusions were also done. 
 
2.5. Time Line 
 
Even though the timeline of the disease diagnosis was around 
8 years, the autoimmune disease flare-up occurred within the 
past 60 days, following which the patient presented with the 
complaints. The patient was under treatment since 
admission, and the acute flare-up of the autoimmune disease 
was resolved in a week. 
 
2.6. Diagnostic Assessment 
 
Fig-1 shows the vital signs of the patient during the 
observation period. Initially, the patient was assessed based 
on her signs and symptoms, and treatment was started upon 
to stabilize the patient. Further, hemodynamic investigations 
were done to confirm the disease and treated for the same.
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Fig 1: Vital signs of the patient during the observation period 
 

2.7. Therapeutic Intervention 
 
The patient was initially stabilised with intravenous fluids 
followed by packed red blood cells, FFP, and platelets. 
Simultaneously, an anti-fibrinolytic was administered to the 
patient to control the bleeding, and anaemia was also 
corrected. No change in therapeutic intervention was made. 
 
2.8. Nursing Perspectives 
 
Routine patient care was given along with intravenous fluids, 
and was observed for any other flare-up reaction or allergic 
reaction. 
 
3. DISCUSSION 
 
The study was conducted on a female subject diagnosed with 
mixed connective tissue disorder and a known case of 
rheumatoid arthritis and systemic lupus erythematosus with 
regular treatment. The case had abnormal uterine bleeding 
with severe anaemia and pancytopenia in shock and a past 
history of recurrent pregnancy loss in the early trimester. 
This is a rare scenario presented with gynaecological 
complications. Autoimmune disorders are self-directed 
immune responses that result in the circulating endogenous 
antibodies interacting with self-antigens to form immune 
complexes. These are deposited in a tissue, causing tissue 
damage with resultant clinical disease3. The pathophysiology 
of SLE shows the overproduction of autoantibodies directed 
against various nuclear components and cell-surface antigens. 
So, when the disease is active, an inflammatory reaction is 
generated by the antigen-antibody complexes found along the 
basement membranes of affected organs and is mediated by 
cytokines, complement     activation,     and prostaglandin in 
production.1 Antinuclear antibodies (ANAs) are detected in 
almost 99% of patients with SLE. Mixed connective tissue 
disease (MTCD) is under rheumatic "overlap syndromes," 
which is used to describe when a patient has features of 
more than one classic inflammatory rheumatic disease that 
includes systemic lupus erythematosus, polymyositis, 
scleroderma, and rheumatoid arthritis.5 Women are more 
affected by rheumatic diseases than men. The pathogenesis 
involves abnormal uterine bleeding mainly due to the 
interrelationship between sex hormones, and immunity 
8Estrogen and progesterone are signalling modulators of the 
immune system, playing a role in lymphocyte maturation, 
activation, and synthesis of antibodies and cytokines1. On the 
other hand, gynaecological diseases such as endometriosis 

and adenomyosis have a strong immune background 2. Thus, 
immune dysregulation and inflammation may contribute to 
the development of menstruation-related disorders among 
women with Rheumatoid Disorders. The management of 
rheumatoid disease in women is a challenge for clinicians. It 
should be evaluated accurately in the gynaecological aspects 
(menstruation, fertility, maternity, and sexuality), and they 
should be managed as an interdisciplinary teamwork 
approach by the rheumatologist and gynaecologists. 
 
3.1. Therapeutic Outcomes 
 
The patient presented with severe anaemia (Hb - 2.5mg/dL) 
and a platelet count less than 10,000. The condition was first 
treated with 5 units PRBCs and 8 units of random donor 
platelets. Further improvement was made to stop the 
bleeding with a thrombopoietin receptor agonist 
(Tab.Revolade) and methylprednisolone. After recovery, the 
patient was continued with a discharge plan and 
hydroxychloroquine. 
 
4. CONCLUSION 
 
The case observations show that the acute flare-up of the 
autoimmune disease was managed symptomatically with 
antifibrinolytic after stabilizing the patient with multiple red 
blood cell transfusions and platelets. Correlating the 
pathogenesis of the disease, the rheumatic disease affects the 
woman of reproductive age, evolving as abnormal uterine 
bleeding due to the inter-relationship between the sex 
hormones and immunity. Thus, it may be concluded that 
immune dysregulation and inflammation together may 
contribute to the development of menstruation-related 
disorders among women with Rheumatoid Disorders which 
can be well managed with systematic therapeutic plans at the 
initial stage. 
 
5. ACKNOWLEDGEMENT 
 
The author thanks the management of Sree Balaji medical 
college and Hospital for the support. 
 
6. INFORMED CONSENT 
 
Written informed consent was obtained from the patient in 
her language according to the standard protocols, explaining 
the purpose of the study. The study was conducted 
maintaining confidentiality about the patient. 

https://www.glowm.com/section-view/heading/Autoimmune%20Connective%20Tissue%20Disease%20in%20Pregnancy/item/167#r1


 
ijlpr 2023; doi 10.22376/ijlpr.2023.13.6.L182-L185          Gynaecology 

 

 

L185 

 

7. AUTHORS CONTRIBUTION STATEMENT 
 
Dr. Niranjani conceptualized, curated the data, designed the 
study, and prepared the original draft. Dr. T. G. Revathy and 
Dr Varshini analysed and completed the data, and necessary 
inputs were given for designing the manuscript. All authors 

discussed the methodology and results and contributed to 
the final manuscript. 
 
8. CONFLICT OF INTEREST 
 
Conflict of interest declared none.

 
9. REFERENCES 
 

 

1. Atik RB, Christiansen OB, Elson J, Kolte AM, Lewis S, 
et al. hoy004. Hum Reprod Open. ESHREGuideline 
Group on RPL [ESHRE guideline]: recurrent 
pregnancy loss; 2018. doi: 10.1093/hropen/hoy004. 

2. Andreoli L, Bertsias GK, Agmon-Levin N, Brown S, 
Cervera R, Costedoat-Chalumeau N, et al. EULAR 
recommendations for women’s health and the 
management of family planning, assisted reproduction, 
pregnancy and menopause in patients with systemic 
lupus erythematosus and/or antiphospholipid 
syndrome. Ann Rheum Dis. 2017;76(3):476-85. doi: 
10.1136/annrheumdis-2016-209770. 

3. Tektonidou MG, Andreoli L, Limper M, Amoura Z, 
Cervera R, Costedoat-Chalumeau N, et al. EULAR 
recommendations for the management of 
antiphospholipid syndrome in adults. Ann Rheum Dis. 
2019;78(10):1296-304. doi: 10.1136/annrheumdis-
2019-215213, PMID 31092409. 

4. Tan EM, Cohen AS, Fries JF, Masi AT, McShane DJ, 
Rothfield NF et al.. The 1982 revised criteria for the 
classification of systemic lupus erythematosus. 
Arthritis Rheum. 1982;25(11):1271-7. doi: 
10.1002/art.1780251101. PMID 7138600. 

5. Kaaja R, Julkunen H, Viinikka L, Ylikorkala O. 
Production of prostacyclin and thromboxane in lupus 
pregnancies: effect of small dose of aspirin. Obstet 
Gynecol. 1993;81(3):327-31. doi: 10.1016/0020-
7292(93)90340. PMID 8437779. 

6. Riera-Mestre A, Vidaller A. Diagnosis and 
management of the antiphospholipid syndrome. N 
Engl J Med. 2018;379(13):1289-90. doi: 
10.1056/NEJMc1808253, PMID 30260602. 

7. Miyakis S, Lockshin MD, Atsumi T, Branch DW, Brey 
RL, Cervera R, et al. International consensus 
statement on an update of the classification criteria 
for definite antiphospholipid syndrome (APS). J 
Thromb Haemost. 2006;4(2):295-306. doi: 
10.1111/j.1538-7836.2006.01753.x. PMID 16420554. 

8. Mackenzie AH. Antimalarial drugs for rheumatoid 
arthritis. Am J Med. 1983;75(6A):48-58. doi: 
10.1016/0002-9343(83)90474-6, PMID 6362406. 

9. Tsokos GC. Immunomodulatory treatment in patients 
with rheumatic diseases: mechanisms of action. Semin 
Arthritis Rheum. 1987;17(1):24-38. doi: 10.1016/0049-
0172(87)90014-x. PMID 3306930. 

10. Available from: https://www.niams.nih.gov/health-

topics/autoimmune-diseases. 
11. Angum F, Khan T, Kaler J, Siddiqui L, Hussain A. The 

Prevalence of Autoimmune Disorders in Women: a 
Narrative Review [review]. Cureus. 2020;12(5):e8094. 
doi: 10.7759/cureus.8094, PMID 32542149. 

12. Luiro K, Holopainen E. Heavy Menstrual Bleeding in 
Adolescent: Normal or a Sign of an Underlying 
Disease? Semin Reprod Med. 2022;40(1-2):23-31. doi: 
10.1055/s-0041-1739309. PMID 34734398. 

13. Sapkota B, Al Khalili Y. Mixed connective 
tissuedisease. StatPearls [Internet]. Updated 
2022Nov14:2023Jan-. 

14. Aagaard-Tillery KM, Holmgren CM, James R. Scott; 
gynecologic problems in women with autoimmune 
diseases; reproductive and hormonal aspects of 
systemic. Autoimmune Dis. 2005;4:141-60. 

15. Velo-García A, Castro SG, Isenberg DA. The diagnosis 
and management of the haematologic manifestations 
of lupus. J Autoimmun. 2016;74:139-60. doi: 
10.1016/j.jaut.2016.07.001, PMID 27461045. 

16. Fraser IS, Mansour D, Breymann C, Hoffman C, 
Mezzacasa A, Petraglia F. Prevalence of heavy 
menstrual bleeding and experiences of affected 
women in a European patient survey. Int J Gynaecol 
Obstet. 2015;128(3):196-200. doi: 
10.1016/j.ijgo.2014.09.027, PMID 25627706. 

17. Bruinvels G, Burden R, Brown N, Richards T, Pedlar 
C. The prevalence and impact of heavy menstrual 
bleeding (menorrhagia) in elite and non-elite athletes. 
PLoS One. 2016;11(2):e0149881. doi: 
10.1371/journal.pone.0149881, PMID 26901873. 

 

 

 

 

 

  

https://doi.org/10.1093/hropen/hoy004
https://doi.org/10.1136/annrheumdis-2016-209770
https://doi.org/10.1136/annrheumdis-2019-215213
https://doi.org/10.1136/annrheumdis-2019-215213
http://www.ncbi.nlm.nih.gov/pubmed/31092409
https://doi.org/10.1002/art.1780251101
https://www.ncbi.nlm.nih.gov/pubmed/7138600
https://doi.org/10.1016/0020-7292(93)90340
https://doi.org/10.1016/0020-7292(93)90340
http://www.ncbi.nlm.nih.gov/pubmed/8437779
https://doi.org/10.1056/nejmc1808253
http://www.ncbi.nlm.nih.gov/pubmed/30260602
https://doi.org/10.1111/j.1538-7836.2006.01753.x
http://www.ncbi.nlm.nih.gov/pubmed/16420554
https://doi.org/10.1016/0002-9343(83)90474-6
http://www.ncbi.nlm.nih.gov/pubmed/6362406
https://doi.org/10.1016/0049-0172(87)90014-x
https://doi.org/10.1016/0049-0172(87)90014-x
http://www.ncbi.nlm.nih.gov/pubmed/3306930
https://doi.org/10.7759/cureus.8094
http://www.ncbi.nlm.nih.gov/pubmed/32542149
https://doi.org/10.1055/s-0041-1739309
https://www.ncbi.nlm.nih.gov/pubmed/34734398
https://doi.org/10.1016/j.jaut.2016.07.001
http://www.ncbi.nlm.nih.gov/pubmed/27461045
https://doi.org/10.1016/j.ijgo.2014.09.027
http://www.ncbi.nlm.nih.gov/pubmed/25627706
https://doi.org/10.1371/journal.pone.0149881
http://www.ncbi.nlm.nih.gov/pubmed/26901873



