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About the Book


The average woman has 400 periods in her lifetime, which is ten times the number we had about one hundred years ago.


It’s not surprising, therefore, that periods are becoming increasingly problematic – for the most part causing the occasional inconvenience, but, for some, they can be a major burden and have a significant impact on quality of life.


In Dealing with Problem Periods, gynaecologist and women’s health expert, Dr Anita Mitra explains what periods are, what’s normal, what’s not and what to do about them if you’re struggling. This book will explain how various period-related problems are diagnosed and treated, including non-medical interventions, and also answers commonly asked questions.


This easy-to-understand guide will give you all the information you need to better understand your gynae health and take the next steps in managing or seeking treatment for problem periods.
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that has allowed me to inspire and educate others.









Author’s Note


Before we begin, I would like to touch on the language used throughout my book. You will see that I often use the words ‘woman’ and ‘women’ to refer to cis-gendered women with natal female anatomy. I strongly believe that healthcare should be inclusive, and I acknowledge that the words ‘woman’ and ‘women’ may not feel inclusive to everyone. In my clinical practice, I always strive to provide care that is compassionate, non-judgemental and personalised to each patient. To provide such personalisation in a book written for the general population is impossible to achieve but I hope the information discussed throughout might prompt anyone struggling with problem periods to try to access the individualised care that they deserve.









Introduction


This is a book about periods. It’s for anyone who is experiencing problem periods, anyone who is supporting someone who has problem periods, or anyone who wants to learn more about periods: what they are, what they’re supposed to be like, and what you can do when things go wrong.


I’m a gynaecologist, and every day in my working life I talk about periods. The same can be said for my non-working life too, because I’m often contacted by friends, and friends of friends, who have period-related questions and concerns. Many years ago, I felt a slight embarrassment when I was discussing periods, so trust me when I say I know that it can be awkward to talk about periods and our menstrual cycle.


But it’s really important to normalise the conversation around periods, because doing this will help us to learn a lot about what’s normal and what’s not, and it can also make conversations with healthcare professionals that little bit easier. I understand that women may feel that there are barriers to seeking medical advice, but it breaks my heart to hear that the reason someone has suffered with a health problem for so long is that they were too embarrassed or ashamed to tell someone about it. I have seen countless women over the years who felt they should not complain about problems relating to their periods, so I want to make it very clear that you should not feel afraid, guilty, or like you’re wasting anyone’s time if you’re concerned about anything. As I always say, ‘if it bothers you, bother someone about it’.


In the developed world, the average woman has 400 periods in her lifetime, which is ten times the number we had about one hundred years ago, when the average was about 40, due to the high number of pregnancies and subsequent breastfeeding-induced temporary cessation of periods (called lactational amenorrhoea – ‘amenorrhoea’ means that you don’t have a menstrual cycle).1 It’s not surprising, therefore, that today periods are becoming increasingly problematic and have the potential to have a significant negative impact on quality of life.


I work in a very busy central London hospital, and all the information provided here is based on the current practice that you can expect from the NHS in England. It is referenced and based on current guidelines, as well as on my own opinions and my decade of experience working in gynaecology. I’ve quoted some figures to give you an idea of how common some problems, situations or risks may be, and for these I’ve provided references to scientific studies, but please be aware that your own doctor may quote a different figure based on their own experience and your personal situation.


You may notice that I frequently use the phrase ‘it may’ or ‘there is a chance’, and this is because very few things in life are certain, and the human body is not a textbook. I mention some medications, and the odd brand here and there, but I want to say here that I have no financial conflict of interest to declare. I’ve never been paid by a drug company to promote a drug – although for full disclosure, I once received a free pen from the company that makes Mirena®. . . I wrote this book to educate and empower women, with the ultimate goal of improving gynae health outcomes.


I hope you’ll find this book educational, enlightening and supportive. Maybe it will give you the push you need to seek medical advice about something that has been bothering you for a while.


I’d love it if you could share this book with your friends, family, colleagues and support network, because sharing information about our health is one of the simplest ways in which we can start to improve our quality of life. We only have one life, and I want you to live yours to the full.


The first chapter begins by discussing the correct terminology to use for parts of our bodies, before going on to discuss all the issues that can be caused by periods.









Chapter 1


How our menstrual cycle works


I don’t want this book to feel like a high-school biology lesson, but I think it’s important to cover the basics. I’ve heard all the nicknames and pseudonyms you can think of for gynae anatomy during consultations at work, and at times this can make it difficult to understand where precisely my patient is referring to. On many occasions I’ve sought clarification: ‘Do you mean your vagina?’, which has been met with a sigh of relief, indicating that my patient realises this is a safe word to use, and invariably we can go on to have a clearer conversation, helping me to get to the bottom of things much faster and more concisely. The word ‘vagina’ is often used incorrectly to refer to the entire external genitalia. But did you know that your vag-IN-a is on the IN-side, and your vulva is the part on the outside?


Ultimately, I want you to use language that you feel comfortable with, but this chapter covers the basics of gynaecological anatomy, so that you know the correct terminology, should you need it.


Figures 1.1 and 1.2 show the external and internal gynaecological organs.
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Figure 1.1. A woman’s external genitalia.


External gynaecological anatomy


The vulva


The term ‘vulva’ derives from the Latin word for ‘wrapper’, and is used to refer to the external genitalia (the area that is visible from the outside). It contains the following structures:


Mons pubis – this is the spongy, fatty tissue covering the front of the pubic bone. The skin here is very sensitive and contains a lot of touch receptors. It is therefore covered with pubic hair, which provides some protection to the sensitive skin below, and also collects pheromones, which are the chemicals that play a role in sexual attraction.


Clitoris and clitoral hood – Many people don’t realise that the clitoral head, a pea-sized structure sitting in front of the urethral opening, is only a tiny part of the clitoris. It is incredibly sensitive and therefore covered by a piece of skin called the clitoral hood. The whole clitoris is, in fact, shaped like a wishbone, with two legs that extend down either side underneath the surface of the labia minora. The legs are made of the same kind of tissue as a penis, which can become engorged and erect during sexual arousal.


Urethral opening – The urethra is the tube that connects the bladder to the outside, allowing drainage of urine. It has a similar name to the ureter, which is the tube higher up that connects the kidney to the bladder. During sexual arousal the tissue surrounding the urethral opening swells slightly: this is thought to be a protective feature in a bid to reduce the passage of bacteria up into the urethra during sex. Women are more prone to getting urinary tract infections (UTIs) than men since the urethra is much shorter, at about 5cm, compared to the 20cm urethra found in men.


Skene’s glands, aka periurethral glands – These are the female version of the prostate gland. They produce a small amount of fluid, which provides some antibacterial protection from UTIs. They are also responsible for female ejaculation.


Vaginal opening and hymen – This is the entrance to the vagina. Just inside the vaginal opening is the hymen, which is a thin membrane of tissue that may be ring-shaped or half-moon-shaped. It’s not known to have any specific biological function. The hymen can tear upon vaginal penetration, with tampon use or even during exercise, so the presence or absence of a hymen is not a reliable indicator of whether you’ve ever been sexually active. In about 1 in 2,000 women, this membrane extends across the entire vaginal opening, blocking it off, which is a condition called imperforate hymen. This is often diagnosed during the teenage years, usually because a girl’s periods have not started, although these girls often report cyclical lower abdominal pain, because their hormones are working normally and the uterus is thickening and shedding its lining in the usual fashion, but the blood is trapped in the vagina behind the hymen and therefore cannot flow out. A relatively simple operation will remove this blockage.


Bartholin’s glands – These sit next to the vaginal opening. They produce a mucus-like discharge, which reduces friction but may occasionally block the opening of the gland, resulting in the formation of a cyst, which if infected can form an abscess. This is incredibly painful. While some cysts can burst on their own, most need to be treated with antibiotics, as well as a small operation to drain the abscess in many cases. The idea of having an operation in that area sounds painful, I know, but the look of relief on my patients’ faces afterwards tells me it’s nothing compared to the abscess itself when it is at its worst.


Labia majora – The outer lips. The majora are made up of fatty tissue that cushions the delicate tissues of the external genitalia. These two skin folds are usually slightly darker than the surrounding skin. (In male fetuses, this area of the anatomy develops into the scrotum.)


Labia minora – These are the fleshy internal lips. They protect the urethral and vaginal openings. They can be various shades of pink, red, brown or black: they darken after puberty, and will change colour over a woman’s lifetime. They meet at the front of the vulva in front of the clitoris and divide and spread down each side of the vulva. They are rarely symmetrical in size or shape, and it is quite normal for your labia minora to be visible below your labia majora.


Perineum – This is the region between the vaginal opening and the anus.



Internal gynaecological anatomy
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Figure 1.2. Internal gynaecological anatomy.


The vagina


The vagina is an elastic, muscular tube that can expand in length and width. In its relaxed state the walls of the vagina sit next to each other, keeping the vagina closed. The walls have small ridges called ‘rugae’, which contribute to its ability to expand and shrink back down. The vagina is not lined with skin, but instead with what is called a ‘mucosa’ – this is similar to the tissue that lines the inside of your mouth, and it is able to secrete fluid to maintain a moist environment. During sexual arousal, an increase in the blood flow to the vagina increases the amount of fluid that it releases, to provide lubrication. Vaginal discharge is an umbrella term to refer to fluid that comes from the vagina. The type of discharge that’s present the rest of the time and is not related to arousal is mostly produced by the cervix; this is discussed later in this section.


The vagina is also very sensitive to oestrogen. During times of high oestrogen the tissue will be thicker, more plump, and tends to feel less dry or irritated. During times of low oestrogen, including early in the menstrual cycle and particularly after the menopause, vaginal tissue will be thinner and can feel quite dry, and often itchy and sensitive. The vagina is not sterile; it is designed to have a resident bacterial population, termed ‘the vaginal microbiota’. These help to keep an acidic environment and provide some degree of protection from infections, including thrush, caused by yeasts, viruses such as the human papillomavirus (HPV), and sexually transmitted infections (STIs) such as chlamydia. Two things are very damaging to the normal bacterial population in your vagina: smoking, and washing your vagina, particularly with feminine hygiene washes. Although these are often pH-balanced, they wash away the good bacteria, Lactobacillus, and allow unpleasant bacteria to thrive. The result is itching, irritation and often a bad odour, so if these are the very reason you’re using such products, I strongly encourage you to stop using them and I predict you will see a dramatic improvement. It’s totally normal for your vulva and vagina to have a smell.



The uterus



The uterus, which is also known as the womb, is a muscular pear-shaped structure that sits very low down in the pelvis, at the top of your vagina. It’s about 7–8cm from top to bottom and 5cm side to side on average. It may be marginally bigger in women who have had a baby than in those who have not. It also shrinks after the menopause. I frequently describe the uterus to patients as an upside-down wine bottle, with the larger, upper part representing the body of the uterus. It contains a cavity known as the endometrial cavity, and the narrower neck of the bottle represents the cervix, also referred to as ‘the neck of the womb’.


The uterus has three layers. From the inside to the outside, these are the endometrium, myometrium and serosa. The endometrium lines the endometrial cavity, or the inside of the uterus. This is the layer that builds up throughout the menstrual cycle and is shed as a period. The endometrium is at its thinnest at the start of the menstrual cycle, and over the next 2 weeks it thickens up with the progressive rise in oestrogen levels. (The menstrual cycle is shown in Figure 2.1 on page 27.)


The myometrium is a thick layer of smooth muscle that contracts in a wave-like fashion during labour. It also contracts during your period to help shed the endometrium and allow this lining and the blood to escape through the cervix and out into the vagina at this time – this is what’s happening when you experience period pain. In addition, the uterus isn’t terribly fond of being touched, and may react by contracting and causing a similar period-like pain after deep penetrative sex, having cervical screening (which used to be known as a smear test), or similar.


The external layer is called the serosa. This is a slippery, smooth tissue that helps the uterus to glide without friction over the other pelvic organs.


The cervix


The cervix is the exit from, and entrance to, the uterus. There is a small tunnel through the middle of the cervix, called the cervical canal. The cervix opens during labour up to 10cm to allow the birth of a baby. It also softens and opens slightly during your period, to allow the blood to escape. The cervix has a very important job in protecting you from infections, by producing discharge that contains antibacterial and antiviral compounds, as well as playing host to a healthy bacterial population. (The word ‘discharge’ is often thought to indicate something that is unclean or unhealthy, but in fact discharge is entirely normal and important for the above reasons. It also acts as a lubricant.) The inside of the cervix contains glands that produce and release this discharge, the texture of which changes throughout the menstrual cycle, based on the hormonal changes that you experience. Right after your period you might feel quite dry and there’s very little vaginal fluid, but after a few days you may notice more of it, and it is often creamy in texture. As you move towards ovulation it will become much thinner, clear and eventually like egg white in texture, at which point it will be quite stretchy and stringy. This type of fluid is designed to help sperm travel through the cervix up into the uterus so it can meet and fertilise an egg. After ovulation the fluid once again becomes sticky, thick and sometimes slightly clumpy in nature. There is a reduction in the amount of discharge produced after the menopause, due to a reduction in oestrogen levels, and this can result in vaginal dryness, irritation, and pain during sex. However, none of these are things that you need to put up with. If you’re experiencing any of these you should see your GP, who can discuss the use of vaginal oestrogen creams or tablets or vaginal lubricants, all of which can be very helpful.




Cervical ectropion
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Figure 1.3: Cervical ectropion.


Normally the cervix has a smooth lining on the outside, with a slightly rougher, more fragile lining inside, where all the good protective discharge is made. In cervical ectropion, this lining also grows on the outside of the cervix (Figure 1.3). It is sometimes referred to as cervical erosion, but I’m not a fan of this term because it sounds like something has eaten away at your cervix, which is quite the opposite of the truth. In fact, ectropion happens because the cervix is effectively pushing out to expose those inner cells.


It’s most common to find cervical ectropion in pregnant women, or women taking oestrogen-containing hormonal contraception, but some women have it for no specific reason. It’s least commonly seen in women taking progestogen-only types of contraception, and after the menopause.


Ectropion causes increased amounts of vaginal discharge, bleeding after sex, and bleeding in between your periods. This bleeding happens because the tissue is fragile and can bleed at the slightest touch. There might be a few spots of blood, or enough to need to use a pad, and on occasions women describe bedroom scenes like a horror film after sex. Not what anyone wants to have to deal with when you’d much rather be having a cuddle!


You may also have no symptoms at all. You may happen to find out that you have ectropion during a routine smear test or speculum examination, during which it’s seen by the person doing the test or examination.


Apart from the bleeding symptoms and/or discharge, cervical ectropion is harmless and does not increase your risk of cancer, fertility/pregnancy issues, etc.


In my experience, a lot of women are happy to leave it alone once they understand what it is and that it’s nothing sinister, but many – understandably – want something to be done about it due to troublesome symptoms. In this case you can discuss a procedure to seal off the fragile tissue using either silver nitrate or a heated surgical instrument under local anaesthetic, to burn away the tissue or remove it entirely.





Fallopian tubes


There are two fallopian tubes, one coming from each upper, outer angle of the uterus. These link the ovary to the uterus, and eggs travel from the ovary into the uterus down the fallopian tubes. These tubes have a fluffy-looking end which contains little ‘fingers’ that help to pick up an egg from the ovary. It is then sucked into the tube and swept along by even tinier little finger-like projections called cilia, which sweep the egg along towards the uterus. If an egg is fertilised, this usually happens in the middle of the fallopian tube, and this fertilised egg continues its journey along the tube and into the uterus, where it will – hopefully – implant. About 50% of naturally fertilised eggs do not implant,2 and those that don’t cannot result in a pregnancy.


A pregnancy that implants anywhere other than inside the uterine cavity is called an ectopic pregnancy; 95% of these happen inside the fallopian tube. Unfortunately, an ectopic pregnancy cannot survive to become a healthy pregnancy; it needs to be treated. If left untreated, it can become a life-threatening emergency, because it can cause the fallopian tube to burst, resulting in massive internal bleeding. Many women who have had an ectopic pregnancy go on to have a healthy pregnancy, even after the removal of one fallopian tube. Interestingly, we know from women who have had one tube removed that it’s possible for a tube to pick up an egg from either ovary. We know this because we see women who have had, for example, the left tube removed, but then have a healthy pregnancy which we can see has come from the left ovary, based on the fact that the left ovary contains a corpus luteum, which is a progesterone-secreting structure that can be seen in the ovulating ovary early in pregnancy.


While I have both fallopian tubes, when I got pregnant with my non-identical twins (which occurs as a result of two separate fertilised eggs), we could see that both eggs had come from the left ovary, which contained two corpus lutea, compared to the right ovary, which didn’t contain any.


If both fallopian tubes are removed, or they are both damaged/blocked, you would need to have in vitro fertilisation (IVF) to become pregnant. There is no effective method to unblock fallopian tubes.


Ovaries


Women have two ovaries. These are not actually attached to the fallopian tubes, but sit very close by. They are suspended between two ligaments: one attaches the ovary to the side of your pelvis, and the other attaches the ovary to the side of your uterus. Ovaries contain eggs: women are born with their entire lifetime supply of eggs. At birth a woman has 2 million to 4 million eggs. Only about 1% of these make it to the point of being released. However, this doesn’t mean that you have millions of eggs left behind. The eggs exist in an immature state. After you start your periods, every month hundreds of eggs start the maturation process to get ready to be released. This process takes several months, and the ovary creates a very efficient production line, ensuring that there are always eggs at various states of maturation to provide a mature egg for release each month. The eggs develop within follicles, which are small fluid-filled sacs, also known as cysts, that grow throughout the maturation process. You may have heard of ovarian cysts and think they are a bad thing, but making small ovarian cysts is completely normal, healthy, and part of the usual function of your ovaries. Follicles can grow to about 3cm in size, but the other types of ovarian cyst (discussed below) can become much bigger. Most follicles die away during the early maturation process, along with the eggs that they contain, but at the start of every menstrual cycle about ten maturing follicles are chosen as potentials for ovulation. These continue to mature until one is ultimately chosen to be the dominant follicle, which is the one destined for release at ovulation, which happens around 3 weeks after the start of your period and about one week before your next period, assuming you have a 28-day cycle (this is discussed on pages 26–31).


In addition to egg storage and release, the ovaries produce several important hormones, including oestrogens, progesterone, testosterone, inhibin and relaxin.


During a woman’s fertile years the ovaries are around 3–4cm in size, and after the menopause the ovaries shrink to about 0.5–1cm in size. At this point in time they’re no longer maturing and releasing eggs, but they still make very small amounts of oestrogen, with fat tissue and the adrenal glands becoming the main source of oestrogen production after menopause.




Ovarian cysts







A cyst is a fluid-filled sac. Remember that we all have cysts on our ovaries because it’s how they release an egg. The egg lives in a follicle, which is a tiny cyst. It must grow and eventually burst to release the egg, which is then captured by the fallopian tube and transported into the uterus. A follicle usually grows up to about 3cm; if we’re being very strict with the terminology, anything over 3cm can be referred to as a cyst. ‘Functional’ ovarian cysts form as part of the ovulation process and account for about 50% of all ovarian cysts. There are:


Simple cysts – Basically an oversized follicle that didn’t realise it was time to stop growing and kept getting bigger, becoming a simple cyst. They have a fairly thin wall, are filled with clear fluid, and usually disappear on their own in a few months.


Corpus luteum cysts – The corpus luteum is the ‘shell’ of the egg that gets left behind. It pumps out progesterone, which dissolves away if you don’t get pregnant in that cycle. If it doesn’t, it can fill with fluid and form a cyst. They can bleed into themselves, which can be painful. This is described as a haemorrhagic corpus luteum cyst. This is not the same thing as an endometrioma (see below), and does not mean you have endometriosis.


Other types of common benign (non-cancerous) cysts that are not related to ovulation include:


Dermoid cysts – These are often described as ‘cysts with teeth and hair’. They have the potential to develop into any kind of body cell, which is why they can contain hair, teeth, bone, fat cells, etc. If you’re in any way squeamish, I wouldn’t search Google Images for this term . . . Dermoid cysts don’t disappear on their own because they contain solid tissue that can’t dissolve away. That said, if you have a dermoid cyst, it doesn’t always need to be removed. It could be observed by ultrasound, depending on the size, the symptoms you’re having, and various other factors. Your doctor will be able to talk to you about this. There is a 1% risk of a dermoid cyst containing cancerous cells.


Endometriomas (aka chocolate cysts) – These are not as nice as they sound. They are described this way because they contain old, semi-digested blood that is brown. If you have an endometrioma, this means that you have endometriosis, which is discussed on pages 86–107.


Polycystic ovaries – This is diagnosed by ultrasound. This means there are 20 or more small follicles (tiny developing eggs) on your ovaries. Being told that your ovaries ‘look polycystic’ does not automatically mean that you have polycystic ovarian syndrome (PCOS). Your ovaries don’t need removing, and this does not increase your risk of having the other types of cysts mentioned.


While most cysts are benign, some can be cancerous, and a doctor may suspect this based on their appearance on a scan. Some are described as ‘borderline’, which means they contain abnormal cells that have a small risk of turning into a cancer. The size of a cyst doesn’t always correlate with the chance of it being cancerous. Some of the biggest cysts I’ve removed have been completely benign.


Symptoms of an ovarian cyst include pain, pressure symptoms on your bladder, feeling bloated or a lump in your stomach, but often they’re found on an ultrasound scan that is being performed for other reasons. In a small number of cases they can present suddenly with sudden, very severe lower abdominal pain, which might be due to them bursting (a cyst accident) or twisting (torsion), so that the cyst blocks off the blood supply to the ovary. The risk of this is very small, but the larger the cyst, the higher this becomes. Cysts don’t usually cause changes to your periods.


Surgery may be required to remove a cyst. This is covered on page 275, although not all cysts need to be removed; some will disappear on their own.












Chapter 2


What is a ‘normal’ period?


A period is the vaginal bleeding that occurs when the endometrium (the internal lining of the uterus) sheds away. There is blood, mixed with mucus and old endometrial lining. Contrary to what some people say, your period is not a way of ‘detoxifying your body’. While our endometrium is pretty incredible, given its ability to develop, shed and regenerate on a regular basis, it doesn’t have any method of selecting toxic substances for removal (unlike the liver and kidneys, where detoxification actually takes place). Your body has a period quite simply because you didn’t get pregnant, which might seem strange given that most woman are not trying to get pregnant the majority of the time. Quite the opposite, in fact! A period can also be referred to as menstruation, which is a word derived from the Latin word for ‘month’ and the Greek word for ‘moon’, because the menstrual cycle was thought to be connected to the lunar cycle, as they both lasted about a month. The terminology around periods and menstruation can be a little confusing, so I’ve added a glossary below of all the terms that you might hear.




Glossary of period-related medical terms









• Abnormal uterine bleeding (AUB) – any bleeding from the uterus in a non-pregnant woman or girl that is abnormal in amount, frequency, duration and/or regularity.


• Amenorrhoea – the absence of a menstrual period. This may be temporary or permanent.


∘ Primary amenorrhoea – failure to establish menstruation by age 15 with normal secondary sexual characteristics including pubic hair growth and breast development) or by age 13 with absence of secondary sexual characteristics.


∘ Secondary amenorrhoea – periods that have stopped for 3–6 months or more.


• Anovulation – when an egg is not released during a menstrual cycle.


• Dysmenorrhoea – cramping pains in the lower abdomen before and/or during a period.


∘ Primary dysmenorrhoea – no underlying cause found.


∘ Secondary dysmenorrhoea – due to an underlying condition, e.g. endometriosis.


• Dyspareunia – pain during or after sexual intercourse.


∘ Deep dyspareunia – pain related to deeper penetration.


∘ Superficial dyspareunia – pain limited to the vulva or vagina.


• Flooding – a sudden gush of menstrual blood.


• Intermenstrual bleeding – bleeding in between your periods.


• Menarche – the first menstrual period.


• Menopause – when your periods have stopped permanently for 12 months or more.


• Menorrhagia – heavy menstrual bleeding.


• Menstrual cycle – a complex sequence of hormonal changes and structural changes to the ovaries and uterus that occur to prepare for a possible pregnancy. The first day of your menstrual cycle is the first day of a menstrual period, and the last day is the day before the next menstrual period.


• Menstruation – vaginal bleeding occurring as part of the menstrual cycle, also known as a menstrual period.


• Ovulation – when an egg is released from the ovary.


• Perimenopause – the time leading up to the menopause.


• Postcoital bleeding – vaginal bleeding after sexual intercourse.


• Spotting – very light vaginal bleeding which may be pink or brown, but not enough to need to use period products such as a pad or tampon.








The term ‘menstrual cycle’ refers to the length of time from the start of one period until the day before the next period (Figure 2.1). During this time, a complex sequence of hormonal changes takes place in order to prepare the body for a potential pregnancy. The start of your bleeding marks the start of a new cycle, also known as Day 1. All the textbooks and health literature talk about a ‘typical 28-day cycle’, but only about 15% of us actually have this classic 28-day cycle.3 A normal cycle is between 21 and 35 days.


While the period is the part of the cycle that gets the most focus, there is a great deal of action going on behind the scenes for the remainder of the cycle, and I’ll take you through that now.
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Figure 2.1. The menstrual cycle.


A menstrual cycle


The follicular phase


This first phase of the menstrual cycle starts with the first day of your period – also known as Day 1. The follicular phase lasts from Day 1 to Day 13 (assuming you have a 28-day cycle). It’s quite common to get a bit of spotting before your period starts, which means very light bleeding that isn’t enough to need to use a period product such as a pad, tampon or menstrual cup. Day 1 should be the first day of proper bleeding that requires the use of a period product. Bleeding is typically at its heaviest on Day 2 and then will gradually slow down. A period lasts for an average of 5 days, but can range from 3–8 days.


Menstrual blood varies in colour and consistency over the days. It can vary between individuals, and also between different months. Fresh red blood tends to be the most watery and thin, because it’s the freshest type of bleeding. Darker red blood may be slightly thicker and clotted because it’s been waiting a little longer to come out. As the bleeding starts to slow down it may become pink, brown or even black, which might seem alarming, but this is quite normal because the blood is oxidising and becoming darker the longer it’s been around, in the same way that the surface of a cut apple turns brown over time. I’ve seen social media posts about ‘what the colour of your menstrual blood is telling you’, but to be completely honest, I don’t think there’s any truth to it. I’ve never diagnosed anyone with a particular condition based on the colour of their blood. And if these articles are to be believed, I really ought to get myself to a gynaecologist based on the rainbow of colours I’ve seen coming out of my own vagina!


In addition, menstrual blood isn’t just blood. In fact, it’s been estimated that about 36% of your period is actual blood, and the remainder is the old endometrial cells that are shed, along with cervical and vaginal secretions.4


Clots are quite common, and occur as a result of a very normal process. As blood is shed from the uterus, it clots and needs to be broken down by chemicals called anticoagulants to become liquid again, to make it easier to pass through the cervix (which softens slightly during your period to facilitate this). The muscle layer of the uterus also contracts, like mini labour pains, to push the blood out. Some women who have very heavy periods with lots of clots will read this and think, ‘Dr Anita, there’s nothing mini about these pains!’ And they’re right. The more blood and clots there are to pass, the more intense the pain can be, because your uterus is trying very hard to evacuate everything. Clots should generally be no larger than a 50p piece. Large clots and/or passing a lot of clots can be a sign that the normal anticoagulation process is becoming overwhelmed, meaning your body is unable to break down the clots quickly enough because they’re being produced in such abundance. This is a sign that you should see your GP so they can look for an underlying cause, offer treatment, and ensure that you’re not becoming anaemic, which can soon happen if you have this kind of bleeding every time you have a period (see page 70).


While this is going on inside your uterus, there’s also hard work going on behind the scenes. Follicle-stimulating hormone (FSH) is made in the pituitary gland in the brain: it makes your ovaries do exactly what it says on the tin: stimulate some follicles. Those that aren’t released as eggs simply shrink away. After your period the endometrium will be at its thinnest. The developing follicles produce oestrogen, which causes the endometrium to be rebuilt, thicken and develop so that it is ready to accommodate a pregnancy. The rise in oestrogen also signals to the brain that it’s time to ovulate, and for this a second hormone called luteinising hormone (LH) is required. There is a huge spike in LH levels 24–36 hours before ovulation, which is when the egg is released. LH is the hormone that is detected by ovulation prediction kits (OPKs: see page 37 for more info). I always describe LH to my patients as a big pin that comes along and pops the egg out of its sac.


The luteal phase


Ovulation marks the start of the luteal phase (which is Day 14 to Day 28, if you have a 28-day cycle). You can only ovulate once per menstrual cycle, but it’s possible to release more than one egg when you ovulate. If each egg is fertilised by a different sperm, this produces non-identical twins (or triplets!). It’s more common for older women to have non-identical twins because your body makes more FSH to stimulate the ovaries as your egg reserve starts to decline.


The luteal phase is so called because once the egg is released the structure left behind in your ovary is called the corpus luteum. Its role is to produce progesterone, which is the ‘pro-gestational’ or ‘pro-pregnancy’ hormone, responsible for maintaining an early pregnancy until the placenta is able to take over. Progesterone stops oestrogen from causing the endometrium to thicken any further and causes it to develop various properties that are necessary to sustain a pregnancy, including the formation of a complex network of blood vessels. Progesterone levels peak about 7 days after ovulation. If the corpus luteum isn’t getting signals that there is actually a pregnancy to maintain, it starts to die away, and progesterone levels start to fall as a result. Oestrogen levels also peak around the same time as progesterone, and the combination of these two hormones at high levels can result in premenstrual symptoms. Due to this drop in oestrogen and progesterone, your body is no longer able to sustain the endometrium, and this results in the upper two-thirds of the endometrium shedding away within the next 7 days, which is your period. The drop in progesterone also triggers the formation of prostaglandins, which are chemical messengers that cause the uterus to contract. This helps the body to expel the endometrial lining – and this contraction is also responsible for period pains.


I’m aware that I keep referring to pregnancy when I talk about the menstrual cycle, which might be irritating if pregnancy isn’t on your radar. And if you’ve been trying to get pregnant but you’re having problems, this might be incredibly frustrating to read. I’m sorry for that. I’ve included some fertility resources on page 318, and please contact your GP if you are having trouble in this area. However, your menstrual cycle exists purely to prepare your body for a pregnancy.




Bowel changes during your period







Also known as ‘period poops’!


As if having a period wasn’t enough to deal with, about one-third of us are also troubled by bowel symptoms at the same time, including bloating, diarrhoea or constipation, although this figure increases to about 50% if you have irritable bowel syndrome (IBS). Studies show that these symptoms are often worse on Day 1 of bleeding.5


This fluctuation in symptoms relates to the impact of oestrogen and progesterone levels on the gut, the production of prostaglandins (the chemicals that cause contractions of the uterine muscle, which results in shedding of the womb lining, causing period pain) that alter gut motility, and the influence of hormonal fluctuations on the gut microbiome. It has also been suggested that stress related to having your period can result in bowel symptoms due to the gut–brain connection – in the same way that you might experience diarrhoea if you’re nervous or anxious about something.


There are no sure-fire ways to prevent this. Some people find that avoiding certain foods can help, but this is very individual so keep an eye out for any foods that you find make symptoms better or worse.


Endometriosis can affect your bowel and may cause pain when you open your bowels. This may occur only during your period or throughout your menstrual cycle, and can worsen at the time of your period. It can also cause blood in your stools during your period, and is a reason to see your doctor. Endometriosis is covered in more depth on page 86 onwards.






Other issues around your period



Anovulatory cycles


Have you ever had a period that came at completely the wrong time, and the bleeding and your premenstrual syndrome (PMS) symptoms were different to normal? Chances are, you had an anovulatory cycle.


As you can see, it’s ovulation that determines the timing of your period. This is a necessary step for progesterone production and the start of the second phase of the menstrual cycle: the luteal phase. If you’re ovulating reliably, the timing of your period should also be reliable. Several factors (such as stress, travel across time zones, illness, a significant change in diet or exercise) can change the timing of ovulation, either bringing it forward, making your period arrive earlier than expected, or more commonly pushing it back, resulting in your period being more than fashionably late.


But these factors can also stop you from ovulating altogether. Not ovulating is called anovulation, and it’s particularly common if you have hypothalamic amenorrhoea (page 148) or polycystic ovary syndrome (PCOS) (page 125). It’s also very common when you start your periods and end them, which is why your periods may be irregular to start with, and then again prior to the menopause.




Do women’s menstrual cycles synchronise if they live together?







Unfortunately, this is not true. This concept first came about in 1971, and is called the McClintock effect, named after the psychologist who wrote the first research study on this topic.6 The study was based in a college dormitory and suggested that the menstrual cycles of women who were room-mates and close friends synced up. However, the methods used in the study have been called into question, and there have been multiple further studies since then that have tried to replicate this but none of them came to the same conclusion, so while it seems like a nice idea, cycle syncing doesn’t appear to be a real phenomenon.





When you don’t release an egg, minimal progesterone is produced, so you don’t get the natural drop in progesterone to stimulate the lining of your uterus to shed. So how do you bleed after an anovulatory cycle? Oestrogen causes your uterine lining to thicken, and progesterone usually helps to sustain it and develop it so it can support a pregnancy. Without progesterone, oestrogen does its best to maintain the uterine lining, but it eventually fails and the lining begins to fall away as a period. If you’ve got plenty of oestrogen your period might be heavier than normal because your body has had longer than normal to grow the uterine lining. Some women who have anovulatory cycles can have low oestrogen and therefore their uterine lining will be pretty scanty so the resulting period could be very light.
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