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 الكورس االول-ي/المرحلة الرابعةنظرلالصيدلة السريرية/ا

  . مهند ياسر الرديفد

WOMEN’S HEALTH 

1-CYSTITIS 

Cystitis is inflammation of the bladder and urethra, characterized by the frequent urge 

to pass urine, with a burning or stinging sensation on urination. 

Causes 

Bacterial infection is responsible for about half of all cases, and Escherichia coli is 

the most common causative organism. E. coli infection results in increased acidity of 

the urine, which causes the inflammation that produces the symptoms of cystitis. 

Cystitis is relatively rare in men and is often associated with abnormalities of the 

genitourinary tract. Men reporting symptoms of cystitis should always be referred to 

a doctor. Children should also be referred, as they are susceptible to permanent 

kidney and bladder damage as a result of urinary tract infection (UTI). 

Gender 

Cystitis is much more common in women than in men for two reasons: 

1- Cystitis occurs when bacteria pass up along the urethra and enter and multiply 

within the bladder. As the urethra is much shorter in females than in males, the 

passage of the bacteria is much easier.  

2- There is evidence that prostatic fluid has antibacterial properties, providing an 

additional defense against bacterial infection in males. 

Symptoms 

Upper UTI symptoms 

When dealing with symptoms involving the urinary system, it is best to think of it as 

divided into two parts: the upper (kidneys and ureters) and the lower (bladder and 

urethra). Systemic involvement, demonstrated by fever, nausea, vomiting, loin pain 

and tenderness are indicative of more serious infection such as pyelitis or 

pyelonephritis, and patients with such symptoms require referral. 

Lower UTI symptoms 

Cystitis sufferers often report that the first sign of an impending attack is an itching or 

pricking sensation in the urethra. The desire to pass urine becomes frequent and 

women with cystitis may feel the need to pass urine urgently, but pass only a few 

burning, painful drops. This frequency of urine occurs throughout the day and night. 

Dysuria (pain on passing urine) is a classical symptom of cystitis. After urination, the 

bladder may not feel completely empty, but even straining produces no further flow. 

Urine may be cloudy and strong smelling; these may be signs of bacterial infection. 
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Blood in urine 

Hematuria (presence of blood in the urine) is an indication for referral to the doctor. 

Sometimes blood in the urine may indicate other problems such as a kidney stone. 

When this occurs, pain in the loin or between the loin and groin is the predominant 

symptom. 

Management 

For pain relief, offer paracetamol or ibuprofen for up to 2 days. A high temperature 

will also be reduced, bearing in mind that a level above 38.5◦C is more characteristic 

of pyelonephritis. The pharmacist can also recommend a product that will alkalinize 

the urine and provide symptomatic relief, although there is no good evidence of 

effectiveness. Other OTC preparations are of doubtful value. In addition to treatment, 

it is important for the pharmacist to offer advice about fluid intake. 

Potassium and sodium citrate 

Potassium and sodium citrate work by making the urine alkaline. The acidic urine 

produced as a result of bacterial infection is thought to be responsible for dysuria; 

alkalinization of the urine can therefore provide symptomatic relief. While easing 

discomfort, alkalinizing the urine will not produce an antibacterial effect, and it is 

important to tell patients that if symptoms have not improved within 2 days, they 

should see their doctor. Proprietary sachets are more palatable than potassium citrate 

mixture. 

Contraindications 

There are some patients for whom such preparations should not be recommended. For 

potassium citrate, these would include anyone taking potassium-sparing diuretics, 

aldosterone antagonists or angiotensin converting enzyme inhibitors, in whom 

hyperkalemia may result. Sodium citrate should not be recommended for 

hypertensive patients, anyone with heart disease or pregnant women. 
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2-DYSMENORRHEA 

It has been estimated that as many as one in two women suffers from dysmenorrhea 

(period pains). 

Significance of questions and answers 

Age 

The peak incidence of primary dysmenorrhea occurs in women between the ages of 

17 and 25 years. Primary dysmenorrhea is defined as pain in the absence of pelvic 

disease, whereas secondary dysmenorrhea refers to pain, which may be due to 

underlying disease. 

Secondary dysmenorrhea is most common in women aged over 30 years and is rare 

in women aged under 25 years. Common causes of secondary dysmenorrhea include 

endometriosis or PID. Primary dysmenorrhea is uncommon after having children. 

Previous history 

Dysmenorrhea is often not associated with the start of menstruation (menarche). This 

is because during the early months (and sometimes years) of menstruation, ovulation 

does not occur. These anovulatory cycles are usually, but not always, pain free. 

Timing and nature of pains 

Primary dysmenorrhea 

Primary dysmenorrhea classically presents as a cramping lower abdominal pain that 

often begins during the day before bleeding starts. The pain gradually eases after the 

start of menstruation and is often gone by the end of the first day of bleeding. 

Secondary dysmenorrhea 

The pain of secondary or acquired dysmenorrhea may occur during other parts of the 

menstrual cycle and can be relieved or worsened by menstruation. Such pain is often 

described as a dull, aching pain rather than being spasmodic or cramping in nature. 

Often occurring up to 1 week before menstruation, the pain may get worse once 

bleeding starts. 

Endometriosis Endometriosis mainly occurs in women aged between 30 and 45 

years, but can occur in women in their 20s. The womb (uterus) has a unique inner 

lining surface (endometrium). In endometriosis, pieces of endometrium are also 

found in places outside the uterus. These isolated pieces of endometrium may lie on 

the outside of the uterus or ovaries, or elsewhere in the pelvis. Each section of 

endometrium is sensitive to hormonal changes occurring during the menstrual cycle 

and goes through the monthly changes of thickening, shedding and bleeding. This 

causes pain wherever the endometrial cells are found. 



 

4 
 

Pelvic inflammatory disease Pelvic infection can occur and may be acute or chronic 

in nature. It is important to know whether or not an intrauterine contraceptive device 

(coil) is used. The coil can cause increased discomfort and heavier periods, but also 

may predispose to infection. Acute pelvic infection occurs when a bacterial infection 

develops within the fallopian tubes. There is usually severe pain, fever and vaginal 

discharge. The pain is in the lower abdomen and may be unrelated to menstruation. It 

may be confused with appendicitis. 

Chronic PID may follow on from an acute infection. 

Premenstrual syndrome 

The term premenstrual syndrome (PMS) describes a collection of symptoms, both 

physical (bloated abdomen, increase in weight, swelling of ankles and fingers, breast 

tenderness and headaches) and mental (irritability, tension, depression, difficulty in 

concentrating and tiredness), whose incidence is related to the menstrual cycle. 

Symptoms are experienced cyclically, usually from 2 to 14 days before the start of 

menstruation. Relief from symptoms generally occurs once menstrual bleeding 

begins. The cyclical nature, timing and reduction in symptoms are all important in 

identifying PMS. Some women experience such severe symptoms that their working 

and home lives are affected. 

There is some evidence that pyridoxine may reduce symptoms but the quality of 

clinical trials was poor and the evidence thus not definitive. The mechanism of action 

of pyridoxine in PMS is unknown. However, women should be advised to stick to the 

recommended dose; higher doses of pyridoxine are reported to have led to 

neuropathy. The British National Formulary states that ‘prolonged use of pyridoxine 

in a dose of 10 mg daily is considered safe. 

Evening primrose oil has been used to treat breast tenderness associated with PMS. 

However, there are no good-quality trials to support its use and therefore is of 

unknown effectiveness. The mechanism of action of evening primrose oil in such 

cases is thought to be linked to effects on prostaglandins, particularly in increasing 

the level of prostaglandin E, which appears to be depleted in some women with PMS. 

Treatment timescale 

If the pain of primary dysmenorrhea is not improved after two cycles of treatment, 

referral to the doctor would be advisable. 

Management 

Simple explanation about why period pains occur, together with sympathy and 

reassurance, is important. Treatment with simple analgesics is often very effective in 

dysmenorrhea. 
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The pain of dysmenorrhea is thought to be linked to increased prostaglandin activity, 

and raised prostaglandin levels have been found in the menstrual fluids and 

circulating blood of women who suffer from dysmenorrhea. Therefore, the use of 

analgesics that inhibit the synthesis of prostaglandins is logical. 

NSAIDs (Ibuprofen, diclofenac and naproxen) 

NSAIDs can be considered the treatment of choice for dysmenorrhea provided they 

are appropriate for the patient. NSAIDs inhibit the synthesis of prostaglandins and 

thus have a rationale for use. 

Ibuprofen The dose required for analgesic activity is 200–400 mg and that for anti-

inflammatory action 300–600 mg (total daily dose of 1600–2400 mg). The maximum 

daily dose allowable for OTC use is 1200 mg. 

Diclofenac 12.5 mg tablets can be used in adults and children aged 14 years and over. 

Two tablets should be taken initially, then one or two tablets every 4–6 h as needed. 

The maximum daily dose is 75 mg. 

Naproxen 250 mg tablets can be used by women aged between 15 and 50 years for 

primary dysmenorrhea only. Two tablets are taken initially, then one tablet 6–8 h if 

needed. Maximum daily dose is 750 mg and maximum treatment time is 3 days. 

Contraindications 

Care should be taken when recommending NSAIDs which can cause GI irritation and 

should not be taken by anyone who has or has had a peptic ulcer. All patients should 

take NSAIDs with or after food to minimize GI problems. 

NSAIDs should not be taken by anyone who is sensitive to aspirin and should be 

used with caution in anyone who is asthmatic, because such patients are more likely 

to be sensitive to NSAIDs. 

Aspirin 

Aspirin also inhibits the synthesis of prostaglandins but is less effective in relieving 

the symptoms of dysmenorrhea than is ibuprofen. 

Paracetamol 

Paracetamol has little or no effect on the levels of prostaglandins involved in pain 

and inflammation and so it is theoretically less effective for the treatment of 

dysmenorrhea than either NSAIDs or aspirin. However, paracetamol is a useful 

treatment when the patient cannot take NSAIDs or aspirin because of stomach 

problems or potential sensitivity. 

Hyoscine 

Hyoscine, a smooth muscle relaxant, is marketed for the treatment of dysmenorrhea 

on the theoretical basis that the antispasmodic action will reduce cramping.  
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3-MENORRHAGIA 

Menorrhagia is excessive (heavy) menstrual blood loss which occurs over several 

consecutive cycles and can be treated OTC with tranexamic acid. More useful 

description is of heavy menstrual blood loss which, in the woman’s view, interferes 

with her quality of life (physical, emotional, social). 

Age 

Most patients with menorrhagia are aged over 30. The most common cause of heavy 

periods in women aged under 30 is anovulatory cycles and bleeding does not occur at 

regular intervals in such cases. 

Treatment timescale 

If menorrhagia is not improved after three cycles of treatment, referral to the doctor 

would be advisable. 

Management 

There is one treatment available over the counter, tranexamic acid. 

Tranexamic acid 

Oral tranexamic acid reduces the volume of menstrual blood loss by about half 

through its antifibrinolytic effect which increases blood clotting. It can be used in 

women aged 18–45 whose cycle is regular (21–35 day cycles with no more than 3 

days variation in the length of individual cycles). The treatment can be taken for up to 

4 days per cycle, starting on the first day of the period. The usual dose is 1 g (2 × 

500 mg tablets) taken three times a day, this can be increased to four times a day if 

the bleeding is particularly heavy (maximum daily dose 4 g). 

Contraindications 

Tranexamic acid should not be taken by women with current or previous 

thromboembolic disease, those with a family history of such problems or those taking 

anticoagulants or oral contraception.  

Excretion of tranexamic acid is almost exclusively by the kidney; therefore, the 

treatment is not advised for women with mild to moderate renal insufficiency. 

Hematuria (blood in the urine) from upper urinary tract pathology is a 

contraindication because clotting may cause obstruction in the ureter. 

Side effects 

Nausea, vomiting and diarrhea may occur; reducing the dose may help. Any patient 

who experiences visual disturbances while taking tranexamic acid should be referred 

to the doctor. 

 


