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Learning Objectives:  

 

By the end of this lecture, you will be able to: 

1. Outline the normal features of menstrual cycle. 

2. Define the various forms of abnormal uterine bleeding.  

3. Describe approach for management of abnormal uterine 

bleeding.  

  

 



Normal menstrual cycle:  
1. Mean duration of menstrual cycle: 28 days. 

Range 21-35 days  
2. Average duration of menses: 2-7 days.  
3. Average blood loss is 80 ml.  

 
Abnormal uterine bleeding: any disturbance in regularity 

duration, amount of menstrual loss.  
 

  
 



Terms used to describe various forms of AUB:  
1) Heavy menstrual bleeding (menorrhagia) (hypermenorrhea): 

excessive uterine bleeding in amount (loss of more than 80 
ml)and for prolonged days of bleeding at regular intervals.  

2) Hypomenorrhea: decreased uterine menstrual bleeding in 
days or amount at regular intervals.  

3) Polymenorrhea: episodic menstrual flow at intervals less than 
21 days (frequent menstrual flow).  

4) Oligomenorrhea: episodic menstrual flow at intervals more 
than 35 days (infrequent menstrual flow).  

5) Metrorrhagia: uterine bleeding at irregular intervals.  
 
Combination of these terms may be used as metromenorrhagia 

which means excessive bleeding at irregular intervals.  



Heavy menstrual bleeding: (HMB) 
The presentation of HMB is common, e.g. each year in UK, 5% of 
women between 30-49 years of age consult their doctors with this 
complaint.  
 
Etiology:  
1. fibroids.  
2. Endometrial polyps.  
3. Coagulation disorders: 10-20% of women with HMB have a 

systemic disorder of coagulation. The most common inherited 
disorder is Von Willebrand’s disease which is found in 13% of 
female with HMB. Acquired disorders include severe 
thrombocytopenia.  
 

4. Pelvic inflammatory disease: data do exist to support an 
association between chronic infection and HMB e.g. Chlamydia 
trachomatis infection.  



5. Thyroid disease: untreated hypothyroidism leads to anovulation 
that typically present with amenorrhea, but this endocrine 
disorder may be also associated with HMB.  
 
6. Malignancy: both endometrial and cervical cancer are potential 
causes for HMB and postcoital bleeding.  
 
7. Iatrogenic causes: include drugs like warfarin, drugs that affect 
ovulation by disruption of the hypothalamic-pituitary ovarian axis 
like tricyclic antidepressants and phenothiazine.  
IUCD may be associated with HMB and the effect is thought to be 
due to local inflammatory process.  
 
8. Arteriovenous malformation: is congenital or acquired localized 
collection of abnormally connected arteries and veins, when they 
are in the uterus they can be associated with attacks of excessive 
bleeding.  



9. Bleeding of endometrial origin: (BEO) 
Despite appropriate investigations, often no pathology can be 
identified, BEO is a diagnosis of exclusion. BEO replaces the older 
term (dysfunctional uterine bleeding DUB).  
 

The cause is thought to be disordered endometrial prostaglandin 
production, as well as abnormalities of endometrial vascular 
development. The exact cause is still an area of research.  
 

Control of menstrual blood loss in a major part is by 
vasoconstriction, factors regulating vascular tone thus play an 
important role and include prostaglandins, endothelins and nitric 
oxide. For example: reduced endometrial expression of endothelin 
(a vasoconstrictor) has been described in women with HMB.  
Also studies showed increased level of total prostaglandins in the 
endometrium of women with HMB. Therefore administration of 
Cox inhibitors is a first line treatment during menses for women 
with HMB.  



Hemostasis in the endometrium differs from hemostasis elsewhere 
in the body. Platelets in the endometrial cavity are deactivated.  
 
The endometrium is a rich source of plasminogen activators but 
coagulation is rapidly reversed by marked fibrinolysis, because the 
menstrual loss is mainly controlled by vasoconstriction. There is a 
lesser need for coagulation.  
 
Women with HMB are reported to have increased fibrinolytic 
activity, therefore antifibrinolytic commonly  prescribed for 
complaint of HMB, they reduce blood loss by 40-50%.  
 



History and examination:  
Useful questions to ask:  
-How often does the patient need to change soaked sanitary 
napkins.  
 

-Does she notice passing clots, is the bleeding so heavy leading to 
flooding (it spills over  clothes, bedding??).  
 
-Does she need to take anytime off work and need to be confined 
to her house? (i.e. we want to determine the impact of HMB on 
the quality of life).  



Suggestive of:  Associated symptoms  

Endometrial or cervical polyp Irregular bleeding 

     Intermenstrual bleeding  

     Postcoital bleeding  

Coagulation disorder (coagulation 

disorders will be present in 20% of 

those presenting with ‘unexplained’ 

heavy menstrual bleeding.) 

Excessive bruising/bleeding from other sites 

History of postpartum haemorrhage (PPH) 

Excessive postoperative bleeding  

Excessive bleeding with dental extractions  

Family history of bleeding problems  

Pelvic inflammatory disease Unusual vaginal discharge  

Pressure from fibroids  Urinary symptoms 

Thyroid disease  Weight change, skin changes, fatigue  

Symptoms which can be associated with HMB and related pathologies  



Examination:  

1. General examination for signs of anemia, systemic coagulation 

disorders (bruising and petechiae), thyroid disease (goiter).  

2. Abdominal and pelvic examination to assess for any mass.  

      Speculum examination to visualize the cervix for polyps, 

carcinoma, discharge suggesting infection.  

 Swabs can be taken if pelvic infection is suspected, smear to be 

taken if one is due.  

      Bimanual examination should be performed to elicit uterine 

enlargement.  



Investigations:  

1) Full blood count: in all women with HMB, to ascertain the need 

for iron therapy and sometimes blood transfusion.  

2) TFT: when history is suggestive of thyroid disease.  

3) Endocervical/high vaginal swabs: when unusual vaginal 

discharge is reported or observed on examination, or there are 

risk factors for PID.  

4) Coagulation screen: if history and examination are suggestive 

of coagulation disorder with referral to hematological opinion.  

5) Colposcopic examination: suspicion of cervical malignancy.  



6) Evaluation of the uterus and its cavity by pelvic US including 
saline infusion sonography and outpatient hysteroscopy, done 
when:  

a. Pelvic mass is palpated on examination e.g. fibroid.  
b. When there is intermenstrual or postcoital bleeding suggestive 

of endometrial polyp.  
c. When drug therapy for HMB is unsuccessful.  
d. When there is irregular HMB.  
 
MRI should be considered when uterine conservation is desired in 
females with fibroids and US is unsuccessful in determining the 
depth of myometrial involvement of a fibroid. The MRI precision in 
the localization of submucosal fibroid can be obviate the need for 
hysterectomy and permit hysteroscopic resection of the fibroid.  



7) Histological assessment of the endometrium i.e. endometrial 
biopsy should be performed in:  
a. Those aged > 45 years.  
b. Younger women when medical treatment has failed.  
c. If irregular or intermenstrual bleeding.  
d. All women prior to surgical intervention.  
There are many methods for taking endometrial sample:  
A. Pipelle endometrial biopsy can be performed in the outpatient 

setting.  



B. Outpatient hysteroscopy is indicated if:  
1. Pipelle biopsy attempt fails.  
2. Pipelle biopsy is insufficient for histopathological assessment.  
3. There is abnormality in US suggesting polyp or submucous 
fibroid.  
4. Patient is known to poorly tolerate speculum examination.  



C. If the patient fails to tolerate an outpatient procedure or the 
cervix need to be dilated to enter the cavity, then hysteroscopy and 
endometrial biopsy under GA may be required.  
 
When hysteroscopy is not available then dilatation and curettage to 
get endometrial biopsy under GA is done.  



Thank you  


