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Abstract 
Background: In gynecology centers, 3–10% of women frequently have postmenopausal bleeding (PMB). Ten 
percent or so of these patients have either primary or secondary malignancies. Complete evaluation is necessary 
for PMB in order to detect and treat high-risk patients, such as those with endometrial hyperplasia, and to 
confirm the absence of malignancy. Investigating endometrial pathology and clinical significance in PMB 
patients is the aim of this investigation. 
Methods: From September 2024 to August 2025, the Department of Obstetrics and Gynecology at Jawaharlal 
Nehru Medical College and Hospital Bhagalpur, Bihar, conducted a retrospective study on postmenopausal 
women. About 80 PMB patients were selected and pelvic USG, endometrial biopsy, and endometrial 
histopathology were carried out to assess these patients. 
Results: Maximum patients with PMB belonged to age group of 46-50 years (31.25%). 57.5% were multiparous 
(parity>2). About 53.75% had PMB 1 to 5 years after menopause. Endometrial thickness (ET) was > 4mm in 
86.25%. Majority had ET between 5-10mm (58.75%). Histopathological analysis of endometrial curettings 
showed Proliferative phase in 35%, disordered proliferative phase in 17.5%, Atrophic Endometrium in 13.75% 
and endometrial carcinoma in 11.25%. 
Conclusion: Postmenopausal bleeding is a significant symptom that needs to be assessed in order to rule out 
malignancy. The primary method of PMB examination is transvaginal sonography (TVS), however the gold 
standard for a conclusive diagnosis is endometrial histopathology. 
Keywords: Endometrial Pathology. Endometrial Thickness, Postmenopausal Bleeding, Transvaginal 
Sonography. 
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Introduction 

Uterine bleeding that occurs at least a year 
following the end of menstruation is known as 
postmenopausal bleeding (PMB), and it is a 
common clinical problem in both general and 
hospital settings [1,2]. PMB can have a number of 
underlying causes, from benign diseases to more 
serious diseases like endometrial cancer. According 
to various research, the prevalence of endometrial 
cancer in women who present with PMB ranges 
from 3% to 10% [3,4].  

One study found a prevalence of for endometrial 
cancer among women presenting with PMB for the 
first time. Since up to 95% of women with 
endometrial cancer report PMB as their primary or 
sole symptom, thorough investigation to exclude 
malignancy is crucial [4]. Furthermore, endometrial 
cancer remains the most common gynecological 

malignancy in developed countries, and it often 
presents at an early stage when treatment options, 
including curative surgery, are most effective [5]. 
In the United States, Japan, and the European 
Union, over 166 million women are 
postmenopausal, many of whom experience PMB 
due to hormonal changes, particularly declines in 
estrogen levels [6].  

These hormonal shifts contribute to a range of 
symptoms, including vaginal atrophy, which 
frequently presents with PMB [7,8]. The increased 
life expectancy in these regions has emphasized the 
need for effective PMB management, as an aging 
population leads to more cases requiring prompt 
assessment for malignancy and other serious 
underlying conditions. Several guidelines have 
been developed to streamline the evaluation of 

http://www.ijcpr.com/


 
 

International Journal of Current Pharmaceutical Review and Research     e-ISSN: 0976-822X, p-ISSN: 2961-6042 

Kumari et al.                           International Journal of Current Pharmaceutical Review and Research 

751  

PMB and mitigate delays in cancer diagnosis. In 
the United Kingdom, both the Department of 
Health and the National Institute for Health and 
Clinical Excellence (NICE) have issued referral 
guidelines recommending urgent assessment for 
women with PMB who are not on HRT, those who 
continue to bleed six weeks post-HRT cessation, 
and women receiving tamoxifen therapy [9]. To 
assess PMB, transvaginal ultrasonography 
(TVUSG) is widely regarded as a first-line 
diagnostic tool due to its non-invasive nature, ease 
of use, and ability to accurately measure 
endometrial thickness, which is a key factor in 
malignancy risk assessment.  

TVUSG can detect endometrial abnormalities with 
high sensitivity, particularly when endometrial 
thickness exceeds 5 mm, which significantly 
correlates with pathology in about 80% of cases. 
Further diagnostic options include saline infusion 
sonohysterography (SIS) and endometrial biopsies, 
which can be performed using hysteroscopy or 
pipelle techniques. While hysteroscopy allows for 
direct visualization and targeted biopsies, blind 
procedures like curettage may miss focal lesions, 
highlighting the importance of choosing the most 
appropriate method for each patient [10,11].  

In addition to diagnostic accuracy, patient comfort 
and accessibility are essential in PMB evaluations. 
SIS, for instance, offers a high diagnostic 
sensitivity for TVUSG findings and can be 
performed in outpatient settings, minimizing 
patient discomfort and costs associated with more 
invasive procedures. Through these efforts, 
diagnostic strategies for PMB continue to evolve, 
with an increasing focus on minimizing 

invasiveness without compromising efficacy or 
accuracy [12].The aim of this study is to assess the 
clinical characteristics, associated medical 
conditions, and histopathological findings in 
postmenopausal women presenting with bleeding. 

Material and Methods 

This retrospective observational study conducted in 
department of obstetrics and gynaecology in 
Jawaharlal Nehru Medical College and Hospital, 
Bhagalpur, Bihar from September 2024 to August 
2025. All women with PMB who fulfilled inclusion 
and exclusion criteria were included in the study. 
Case sheets of 80 women admitted with PMB were 
studied. 

Female with bleeding disorders, HRT, Tamoxifen, 
Anticoagulants, injuries to genital tract were 
excluded in this study. 

Using proforma relevant history, clinical 
examination findings and investigation details were 
taken from case sheets.  

History included – Age, parity, age of menopause, 
age of PMB, duration of PMB, Medical history like 
diabetes, hypertension. 

Clinical examination and investigation reports like 
Endometrial thickness (ET) from TVS and 
histopathology from endometrial biopsy were 
collected from the case sheets. Data were analyzed 
using MS excel 2024. 

Results 

The age distribution, clinical presentation, ET by 
TVS, histological patterns of EM of 80 patients 
were studied. 

Table 1: Age distribution of the patients 
Age in years No. of cases (n=80) Percentage 
40-45 6 7.5% 
46-50 25 31.25% 
51-55 18 22.5% 
56-60 13 16.25% 
>60 18 22.5% 

Age of the patients with PMB ranged from 44 years to 72 years with maximum of 41.25% in age group of 46-50 
years. 

Table 2: Postmenopausal years 
Postmenopausal years No. of cases Percentage 
1-5 43 53.75% 
6-10 12 15% 
11-15 9 11.25% 
16-20 11 13.75% 
>20 5 6.25% 
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Table 3: Age of menopause 
Age in years No. of cases Percentage 
40-45 31 38.75% 
46-50 33 41.25% 
51-55 14 17.5% 
56-60 2 2.5% 

In our study 80% attained menopause before 50 years and 20% after 50years. Only 2 cases (2.5%) attained 
menopause after 55 years. 

Table 4: Parity of the patients 
Parity No. of cases Percentage 
Nulli 6 7.5% 
Para (1-2) 28 35% 
>Para 2 46 57.5% 

Table 5: Medical disorders in patients with PMB 
Medical disorders No. of cases Percentage 
Diabetes 23 28.75% 
Hypertension 23 28.75% 
Hypothyroid 11 13.75% 
Hyperthyroid 1 1.25% 
Previous molar 1 1.25% 

57.5% were multiparous (>2 parity). 28.75% of patients had diabetes and hypertension, 13.75% had 
hypothyroidism, hyperthyroidism in 1.25% and history of molar pregnancy in 1.25%. 

Table 6: Distribution of cases according to ET in TVS 
Medical disorders No. of cases Percentage 
<4 11 13.75% 
5-10 47 58.75% 
11-15 14 17.5% 
16-20 6 7.5% 
>20 2 2.5% 

TVS to measure endometrial thickness is easier. ET of 4-5mm is taken as cutoff in PMB women. In this study 
only 13.75% had ET < 4mm and 86.25% had ET > 4mm. 

Table 7: Histopathology of endometrium 
Histopathology No. of cases Percentage 
Atrophic endometrium  11 13.75% 
Proliferative 24 33.5% 
Disordered proliferative 14 17.5% 
Simple hyperplasia without atypia 7 8.75% 
Simple hyperplasia with atypia 4 5% 
Complex hyperplasia without atypia 5 6.25% 
Complex hyperplasia with atypia 3 3.75% 
Adeno carcinoma 9 11.25% 
Secretory Endometrium 3 3.75% 
 
The common histopathological findings in our 
study was proliferative endometrium in 33.5% 
followed by disorderly proliferative endometrium 
in17.5% and atrophic endometrium in 13.75%. 
Endometrial adenocarcinoma accounted for 
11.25%. 

Discussion 

In women who experience uterine bleeding, the 
endometrium reflects their hormonal condition. 
PMB is regarded as abnormal and requires 
assessment; it accounts for 5% of all gynecological 

outpatients.[15] Due to increased longevity, 
obesity, and the extensive use of hormonal therapy, 
PMB is a prevalent manifestation. Ten percent of 
postmenopausal women have significant EM 
pathology, and the incidence of malignant and 
premalignant illnesses rises in this age range.[14] 
TVS, hysteroscopy, Pipelle EM biopsy, dilatation 
and curettage, CT, and MRI are all part of the EM 
examination. The gold standard for a conclusive 
diagnosis is histopathology. Since benign and 
malignant pathology require different treatment 
modalities, an accurate histological diagnosis is 
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crucial.[15] Research has demonstrated that early 
identification of EM carcinoma reduces mortality 
and increases the cure rate.[13]Using noninvasive 
techniques such as TVS is preferable at first 
instance for detecting EM lesions followed by 
invasive techniques like hysteroscopy and D&C. 
ET of 4-5mm is taken as cut off in postmenopausal 
age group.[14] 

The main aim of investigating these women is to 
rule out EM carcinoma and its precursor lesions – 
Endometrial hyperplasia.[18] The probability of 
EM carcinoma in PMB is 10% and for Endometrial 
hyperplasia is 15%.[18] Even though the most 
frequent causes of PMB are benign conditions it is 
important to exclude atypical hyperplasia and EM 
Carcinoma by thorough investigations.3 Advanced 
age, obesity, early menarche, late menopause, HT, 
DM, nulliparity can increase risk of having EM 
carcinoma.[13] 

USG is the appropriate first line procedure to 
identify which women with PMB is at higher risk 
of EM carcinoma. Thicker the endometrium higher 
the probability of important pathology. 
Measurement of ET by TVS having a cutoff of 
>4mm yields sensitivity of 98% for Detection of 
EM carcinoma.[3] ET <4mm has a 99% negative 
predictive value.[19] Vaginal bleeding is the 
presenting sign in more than 90% of PM women 
with EM Ca.[19] In our study 80 patients with 
PMB were analysed. Patients presented with age 
ranging from 44 to 72 years with maximum of 
31.25% in age group of 46-50 years. This is similar 
to study by Parvathavarthini Krishnamoorthy et 
al,[17] Kothapally et al.[20] Of these patients 
57.5% were multiparous (parity >2), this is in 
accordance with study by Kothapally et al, 
Parvathavarthini Krishnamoorthy et al, Jyothsna 
Sravanthi et al. Regarding presentation of 
symptoms after menopause, maximum patients 
(53.75%) presented with PMB within 1 – 5 years of 
menopause and 15% in 6-10 years. 

In this study 28.75% had HT and DM compared to 
20% HT and 11% DM in study by Jyothsna 
Sravanthi et al,3 36% HT and 13% DM in study by 
Radha Nair et al.[22] 

Transvaginal sonography showed ET>4mm in 
majority of cases (86.25%) similar to findings in 
study by Kothapally et al,[20] Radha Nair et al,[22] 
Parvathavarthini Krishnamoorthy et al.[17] 
According to ACOG committee opinion no: 734, 
ET <4mm has a 99% negative predictive value for 
EM Ca.[19]  

Sonographic measurement of ET has to be done 
first in PMB to decide whether further 
investigations are needed to rule out malignancy. 
D&C is an invasive procedure and is associated 
with complications. Of the histopathology of the 

endometrium of the 80 patients with PMB, the 
commonest finding was Proliferative endometrium 
seen in 33.5% similar to study by Kothapally et 
al.[20] Proliferative endometrium suggests high 
level of unopposed estrogen stimulation which can 
lead to rapid progression to Endometrial 
hyperplasia or endometrial carcinoma. 17.5% had 
disordered proliferative endometrium.  

13.75% had atrophic endometrium compared to 
16.6% in study by Kothapally et al.[20] and 13% in 
study by Jyothsna Sravanthi et al. Exact cause of 
bleeding from atrophic endometrium is not known 
but is postulated to be due to anatomic vascular 
variations or local abnormal haemostatic 
mechanism. 

23.75% had Endometrial hyperplasia which is in 
accordance with study by Pushpa Singh et al which 
showed 23.3%.[21] Adenocarcinoma was seen in 
11.25% similar to findings in study by Pushpa et al. 
which showed 13%11 and 10% in study by 
Parvathavarthini et al. and Kothapally et al.[17,20] 

In our study 9 patients had Endometrial carcinoma, 
their age group ranged from 49 to 67 years. 1 
patient was nulliparous and other 8 patients were 
multiparous (parity>2). 

ET ranged from 6mm to 33mm with mean of 15 
mm which was similar to study by Parvathavarthini 
Krishnamoorthy et al.[17] 

Conclusion 

In conclusion, postmenopausal women who 
complain of PMB frequently have benign lesions 
and endometrial cancer. Early diagnosis can lower 
morbidity and death while also improving quality 
of life. 

In order to anticipate endometrial hyperplasia and 
endometrial cancer, TVS can be employed as the 
initial modality of research for PMB. In order to 
rule out cancer through endometrial biopsy, 
histopathological analysis is required. 
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