Appendix A – Clinical Case Scenarios

1. A 15 year old girl with quadriplegic cerebral palsy, menorrhagia and anaemia
a. refer to other colleagues for opinion
b. cyclical progestogen
c. implantable device such as Mirena IUS
d. OCP
e. continuous OCP
f. depot progesterone injection
g. iron supplementation
h. tranexamic acid
Appropriate = b, c, d, e, g, h
Less appropriate = a, f





2. A post-menarchal adolescent with congenital valvular heart disease on warfarin requests the OCP as she intends to become sexually active
a. refer to other colleagues for opinion
b. cyclical oestrogen/progesterone
c. OCP
d. continuous OCP
e. depot progesterone injection
f. implantable device such as Mirena IUS
g. implantable device auch as Implanon
h. Nuvaring©
Appropriate = b, c, d, f, h
Less appropriate = a, e, g






3. A 14 year old girl with severe intellectual disability has recently had menarche. Parents are very distressed by the extra care burden and wish for therapy to prevent the child from having periods.
a. refer to other colleagues for opinion
b. refer to gynaecology for opinion re hysterectomy
c. OCP
d. OCP with period every three months
e. implantable device such as Implanon
f. implantable device such as Mirena IUS
g. DepoProvera + oestrogen
h. continuous transdermal oestrogen with cyclical progesterone
Appropriate = d, f, g, h
Less appropriate = a, b, c, e

4. A 17 year old girl presents with primary amenorrhoea post chemotherapy and total body irradiation for childhood leukaemia. She has a normal karyotype, Tanner staging B2P1 and high LH and FSH.
a. refer to other colleagues for opinion
b. observe
c. OCP
d. transdermal oestrogen patch
e. depot progesterone
f. implantable device such as Mirena IUS
g. continuous oestrogen with cyclical progesterone
Appropriate = d, g
Less appropriate = a, b, c, e, f




5. A 17 year old girl commenced on the OCP for contraceptive purposes has returned complaining of weight gain and low mood
a. refer to other colleagues for opinion
b. offer alternative OCP
c. depot progesterone
d. implantable intrauterine device e.g. Mirena IUS
e. implantable device such as Implanon
f. explore psychsocial circumstances
Appropriate =  b, d, f
Less appropriate =  a, c, e



Scenario Learning Points

Scenario 1	
While cyclical progestogen may temporarily switch off menorrhagia, it is usually a short term option and unlikely to provide long term menstrual control.  Adolescents with multiple disabilities frequently spend time in care outside of the home environment, during which there is an increased possibility of medication being intermittent or missed.  Thus the OCP  is effective in reducing short term menstrual flow but may be inadequate for longer term management and certainly inadequate for contraception.  Continuous OCP is often first line treatment for this type of problem but with an exuberant young endometrium, breakthrough bleeding is not uncommon.  A progestogen bearing intrauterine device has been shown to be extremely effective with around 97% menstrual control with minimal to no bleeding and a five year lifespan of the device, during which time contraception is also achieved.

2	Warfarin  is a clear contraindication for intramuscular injections. Subcutaneous implantable progestogen requires significant volumes of local anaesthesia.  The device is approximately 4 – 5 cm in length and would be under these circumstances, subject to local bleeding with possible encasement of the device in organising or calcifying tissue, reducing its effectiveness as well as being easily and uncomfortably palpable.  The OCP would be effective in terms of contraception but may be subject to heavy bleeding with concomitant anticoagulant use.  Continuous OCP may provide desired amenorrhoea.  Implantable progestogen bearing IUD’s are extremely effective as optimal treatment for this type of condition.  

3	For the first 12 – 18 months after menarche, menstruation is frequently irregular due to anovulatory cycles.  Prior to planning longterm management options such as progestogen-bearing IUD, it may be more useful to establish the components of this girl’s menstrual cycle.  If extremely light and mild periods occur the girl may cope better than had been expected and may not need any intervention.  If treatment to provide amenorrhoea continues to be requested, OCP in long cycles with a withdrawal bleed every three months or continuous OCP may be satisfactory.  Subcutaneous progestogen rarely provides amenorrhoea so would not be a useful option.  Progestogen bearing IUD or Depot Progestogen plus oestrogen replacement are all reasonable options, bearing in mind the necessity to maintain bone mass accrual.  Depot Progestogen alone in a girl with a compromised skeleton due to immobility, without or without anticonvulsant needs, will result in switching off of the hypothalamic pituitary ovarian axis and bone loss.  Addition of oestrogen is required.  

4	This girl has pubertal arrest secondary to total body irradiation which causes almost inevitable ovarian failure, even though some girls can progress through most of puberty without need for intervention.  Clearly this girl had pubertal arrest at an early stage in puberty and therefore requires either oral or transdermal oestrogen in slowly increasing doses to complete her linear growth and feminisation, with addition of cyclical progestogen at the end of 18 – 24 months for regular endometrial shedding.  It is inappropriate to use the OCP in a girl in the early stages of puberty as the dose of oestrogen is too high, may cause rapid epiphyseal fusion and sometimes an abnormal breast shape.

5	Weight gain and mood disturbance occur commonly and quite unpredictably with the OCP particularly those containing Norgestrel.  Individual response to OCP is variable and unpredictable.  An alternative OCP should be offered.  Progestogen bearing intrauterine devices are more commonly used now in adolescent girls and young women and may be a satisfactory alternative.  Mood change and weight gain may reflect psychosocial adversity which should be taken into consideration.  


