
mittees, and travellers themselves. Such recommendations
are more than pious hopes: the report describes various health
and local authority initiatives in Essex, Medway, east
London, East Anglia, Sheffield, and Liverpool as examples of
good practice. They should encourage other authorities to
take the plunge.
One of the unresolved issues for travellers' health care is the

balance between specialist "outreach" services such as mobile
health caravans' and integration into existing general practice
and community health services.'2 Integration is hampered by
discrimination on the part of some health care providers as
well as the mobility of travellers, their lack of postal addresses
for appointments, and their low literacy rate. Travellers also
have different cultural perceptions of health and illness from
most health workers.' These barriers to health care require
imaginative solutions, such as the use of hand held medical
record cards and mutual education of travellers and health
care providers. Sadly, the new contract for general prac-
titioners may inadvertently discourage the registration of
travellers, especially in practices struggling to meet
immunisation and cytology targets.
We need research on travellers' health needs and health

perceptions as well as evaluation ofinterventions such as hand
held record cards, educational initiatives, and increased
liaison between different agencies concerned with travellers'
health. Already, however, we know enough for authorities to

take action. The government's new health service legislation
charges district health authorities with responsibilty for
assessing the health needs of their populations and purchasing
the appropriate services. The Maternity Alliance report is a
timely reminder to health authorities not to overlook the
needs of travellers.
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Management of menorrhagia

Hysteroscopic techniques offer a revolution in treatment

Excessive menstrual bleeding is a common complaint of
women during their reproductive years and accounts for
many consultations.' Unfortunately, the history is a poor
index of genuine menorrhagia as only two fifths of women
who complain of flooding, the passage of clots, and heavy use
of tampons or pads actually lose more than 80 ml of blood per
cycle-that is, more than the 90th centile limit for a normal
population.2 Although the history is a better indicator of
menorrhagia in the presence of pelvic disease, particularly
uterine fibroids,4 the only reliable way of confirming the
diagnosis is by measuring the blood loss.5 Such measurement,
however, remains essentially a research tool, although various
modifications of the commonly used alkaline haematin
method have been suggested for everyday use.6 A more
realistic diagnostic aid is the assessment of blood haemoglobin
or serum ferritin concentration as two thirds of women with
objective menorrhagia suffer from iron deficiency anaemia.2
Recently, pictorial menstrual charts have been described that
may also improve diagnostic accuracy.'
Once menorrhagia has been diagnosed its cause needs

to be identified. The common causes include fibroids,
endometriosis, endometrial hyperplasia, and, in the absence
of identifiable disease, "dysfunctional uterine bleeding."8 A
general examination looking for signs of hypothyroidism
or a bleeding tendency should be combined with pelvic
assessment and, because of the potential risk of endometrial
malignancy or premalignancy, with outpatient endometrial
sampling in women aged over 40.9 Dilatation and curettage is
not only unnecessarily invasive but it also offers no guarantee
of detecting intrauterine disease'0 " and is not therapeutic in
most cases.'2 Instead, there is increasing evidence that
hysteroscopy, carried out as an outpatient procedure, is

the best technique for assessing the endometrial cavity,
endometrial polyps and submucous fibroids being found in up
to half of all patients with menorrhagia. 1'19 The possible role
of psychological factors should also not be forgotten.5

Treatment should take account of the likely diagnosis as
well as the age of the patient, her desire to maintain fertility,
and the presence of other symptoms such as prolapse.
There are several effective treatments, though there is no
scientific evidence for the effectiveness of the most commonly
prescribed agents-progestogens such as norethisterone.'6
Interestingly, intrauterine contraceptive devices that release
progestogen seem to be effective, and the newer formulations
are not associated with a high risk of ectopic pregnancy.'7
There is objective evidence for the efficacy of the combined
contraceptive pill'8; prostaglandin inhibitors (mefenamic
acid,'9 naproxen," indomethacin,2' ibuprofen,22 flurbi-
profen,23 meclofenamate sodium24) even in the presence of an
intrauterine contraceptive device2' 2527 but not of fibroids22 28;
and antifibrinolytic agents (e aminocaproic acid,29 tranexamic
acid80), which may also be effective in cases of menorrhagia
induced by intrauterine contraceptive devices3' 32 and the
capillary stabiliser ethamsylate.33 All these agents reduce
menstrual blood loss by an average of 50%. Danazol34 and
luteinising hormone releasing hormone agonists35 may be
even more effective and produce amenorrhoea, but short term
and long term side effects preclude their prolonged use. The
newer agent gestrinone may prove to be better tolerated but
be equally effective (M C P Rees, personal communication),
even to the extent of reducing the size of fibroids.36 Tamoxi-
fen,37 vitamin E,38 and subcutaneous desmopressin39 have also
been tried in special cases with apparent success.

Medical treatments are, however, neither curative nor
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universally effective, especially in the presence of pelvic
disease, and ultimately many women with menorrhagia
undergo hysterectomy. Hysterectomy is the commonest
major operation for women in their fertile years,' and
poorly controlled menorrhagia accounts for about a third of
operations.4' Although symptomatically effective and offering
the possibility for prophylaxis against not only uterine but
also ovarian cancer if combined with oophorectomy (and
hormone replacement),42 hysterectomy for benign disorders
has a mortality of 6/10 00043 and an operative morbidity
as high as 42-8 per 100 procedures.4' Similarly, while the
psychological sequelae of surgery are generally beneficial,'5
the long term adverse effects may include premature ovarian
failure,45 cardiovascular disease,' and urinary and bowel
dysfunction.4748
We are, however, on the threshold of a revolution in

treatment. Endometrial destruction by various physical and
chemical agents has been investigated for many years in
an attempt to produce a therapeutic type of Asherman's
syndrome with hypomenorrhoea or amenorrhoea.49 Early
techniques were carried out blindly, producing incomplete
destruction and inconsistent results, although the recently
described treatment of radiofrequency induced thermal
ablation may prove more successful.50 Improvements in optics
and illumination have now led to the development of
hysteroscopic techniques of endometrial ablation by laser5' or
electrodiathermy52 53 and endometrial resection.5455 Direct
vision makes skip lesions less likely, and this is reflected in the
results. These are similar for all the endoscopic methods,
with about half the patients becoming amenorrhoeic,
45% hypomenorrhoeic, and only 5% of women requesting
further intervention. Treatment may also be selective,
allowing resectoscopic excision of focal lesions such as polyps
and submucous fibroids, particularly in those who wish to
retain their fertility.56 Though these techniques are not
without hazard,57-59 hysteroscopic surgery is associated with
low morbidity, the potential for outpatient treatment without
general anaesthesia,"O recovery within days rather than weeks,
and, not least, considerable savings in cost. Hysteroscopic
techniques of endometrial destruction will probably replace
most hysterectomies for menorrhagia, but first their long term
safety and efficacy must be fully assessed.
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