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INTRODUCTION

• The worldwide impact of abnormal uterine bleeding 
(AUB) in the reproductive years is substantial, with 
a prevalence of approximately 3%–30% among 
reproductive aged women.

• In 2011, recognizing the international need created 
by the impact of AUB, the International Federation 
of Gynecology and Obstetrics (FIGO), published a 
pair of systems and a set of clinical 
recommendations.



FIGO-AUB SYSTEM 1



FIGO AUB SYSTEM 2





AUB-O is an endocrinologic
abormality.
So medical treatment is the first 
option



Ovulatory dysfunction (AUB-O)

• AUB-O is irregular, nonovulatory (noncyclic) 
bleeding.

• Although bleeding may be infrequent 
(oligomenorrhea) in some women with AUB-O, 
prolonged or heavy bleeding, even hemorrhage, 
may occur. 



The etiology of AUB-O

•Physiologic:
• Pregnancy & Lactation

• Preipubertal

• Perimenopause

•Pathologic:   
• Thyroid disease

• Hyperprolactinemia 

• Polycystic ovarian syndrome



Choosing a treatment
●Etiology

●Severity of bleeding (eg, anemia, interference with 
daily activities)

●Associated symptoms and issues (eg, pelvic pain, 
infertility)

●Contraceptive needs and plans for future pregnancy

●Medical comorbidities

●Underlying risk for venous thromboembolic 
disease and/or arterial thrombotic events

●Patient preferences regarding, as well as access to, 
medical versus surgical and short-term versus long-term 
therapy



ACUTE VERSUS CHRONIC 
NONGESTATIONAL AUB 

• Chronic nongestational AUB is defined as bleeding 
from the uterine corpus that is abnormal in duration, 
volume, frequency, and/or regularity, and has been 
present for the majority of the preceding 6 months.

• Acute AUB, on the other hand, is defined as an episode 
of heavy bleeding that, in the opinion of the clinician, is 
of sufficient quantity to require immediate intervention 
to minimize or prevent further blood loss.

• Acute heavy menstrual bleeding may present in the 
context of existing chronic AUB or can occur in the 
absence of such a background history.



Management of Abnormal
Bleeding in reproductive ages

• COC-LD

• Cyclic progestrone

• Levonorgestrel IUD

• Cyclic hormone therapy

• GnRH agonists

• Non hormonal drugs



Estrogen-progestin contraceptives

• Estrogen-progestin contraceptives (OCs) are first-
line management for many women with AUB. The 
advantages of estrogen-progestin contraceptives are 
that they typically make bleeding more regular, 
lighter, and reduce dysmenorrhea, as well as provide 
contraception, if needed.

• COC-LD: in healthy women, not smoker, with no 
cardiovascular risk factors.



OCs
• OCs with shorter hormone-free intervals are associated with less withdrawal

bleeding than formulations with seven hormone-free days per 28-day pill pack .

• OCs may be prescribed in a cyclic (with a monthly withdrawal bleed), extended

(for instance, with a withdrawal bleeding every three months), or continuous (no

withdrawal bleed) regimen.

• Although extended or continuous OC use may more effectively suppress

menstrual blood loss in many women, unscheduled (breakthrough) bleeding is

more common with this approach than with 28-day OC formulations, limiting

this strategy’s appeal for some patients.

• OCs are contraindicated in women who are at elevated risk for thrombosis.



Noncontraceptive estrogen-progestin 
formulations

• Ultra low estrogen dose formulations marketed for the 
treatment of menopausal symptoms may be useful in 
selected women with AUB who have relative 
contraindications to contraceptive doses of estrogen (eg, 
older patients who are obese, hypertensive, diabetic, or 
smokers). 

• Examples of patients in whom these types of 
formulations may be useful include women in their late 
30s or 40s with: 

●AUB-O as well as obesity and/or hypertension

●HMB and uterine leiomyomas as well as 
obesity and/or hypertension



Levonorgestrel intrauterine device

• The LNg52/5 is a highly effective and easy to use 
treatment option for AUB.

• It may be used as a first-line option for treatment of 
HMB in women who do not desire pregnancy. 

• In women with AUB-O, use of this IUD does not 
result in regular bleeding; however, it decreases the 
risk of hemorrhage and provides protection against 
endometrial hyperplasia and cancer.



Mirena
• LNg52/5 has been found to reduce menstrual blood loss 

in women with HMB by 71 to 95 percent, an efficacy 
higher than for other hormonal and nonhormonal
medical treatments and comparable to that of 
endometrial ablation 

• In studies of women with HMB, three months after 
IUD placement, the most common bleeding pattern is 
spotting.

• At six months, menstrual suppression is substantially 
greater, with the majority of patients experiencing 
amenorrhea or infrequent bleeding. 

• Serum progestin concentrations produced 
by LNg52/5 do not inhibit ovulation in most women. 

• The high local progestin concentration results in a 
thinning of the endometrium



Depot medroxyprogesterone acetate

• DMPA is typically used for women with AUB who have 
contraindications to or prefer to avoid estrogen and/or if 
they prefer this method of contraception.

• In women with no complaints of AUB at baseline, 
approximately one-half of women using DMPA for 
contraception become amenorrheic after four injections 
(one year), and some three-quarters of users will 
become amenorrheic after eight injections (two years). 

• One short-term study in women with AUB-O or HMB 
noted that after two months, women using DMPA 
experienced a 49 percent reduction in menstrual blood 
loss.



Medroxyprogesterone acetate

• Abnormal uterine bleeding:

• Oral: 5 or 10 mg daily for 10 to 14 days starting on day 
16 or 21 of menstrual cycle. A suggested dose of 10 mg 
daily for 10 days starting on day 16 of the cycle induces 
optimum secretory transformation of the endometrium 
when adequately primed with endogenous or exogenous 
estrogen.

• Withdrawal bleeding may be expected within 3 to 7 
days after discontinuing medroxyprogesterone. Planned 
menstrual cycling may benefit patients with a history of 
recurrent episodes of abnormal uterine bleeding.



Medroxyprogesterone acetate

• Abnormal uterine bleeding, acute (off-label): Oral: 
20 mg three times a day for 7 days.

• Amenorrhea, secondary: Oral: 5 or 10 mg daily for 
5 to 10 days. Therapy may be started at any time . 
Withdrawal bleeding may be expected within 3 to 7 
days after discontinuing.

• No contraceptive activity.



Dydrogesterone

• Dydrogesterone is an established oral 
retroprogesterone approved for the treatment of 
threatened and recurrent miscarriage (associated 
with proven progesterone deficiency), and infertility 
due to luteal phase insufficiency. 

• Compared with progesterone, dydrogesterone has a 
greater affinity for the progesterone receptors and 
can be used at lower oral doses to promote 
endometrial proliferation, owing to its better 
bioavailability and to the progestogenic activity of 
its metabolites . 



Dydrogesterone

• Dydrogesterone also appears to have no affinity for 
androgenic, estrogenic, glucocorticoid or 
mineralocorticoid receptors , demonstrating a favorable 
safety and tolerability profile in pregnancy, both to the 
mother and child.

• Oral: 10 mg twice daily for 14 days starting on day 11 
of menstrual cycle



Tranexamic acid

• Tranexamic acid is an antifibrinolytic agent that competitively blocks the 
conversion of plasminogen to plasmin, thereby reducing fibrinolysis. 

• Advantages of this antifibrinolytic medication are that it may be used 
while trying to conceive and is taken only during menses, rather than 
daily. However, the role of this medication in women with an increased 
risk of thrombosis is controversial, and thus, it is generally not used for 
this patient population. We reserve tranexamic acid for short-term 
therapy because there have been cases of thrombosis associated with 
long-term use .

• US Food and Drug Administration (FDA) labeling for tranexamic
acid lists a history of venous thromboembolism or elevated risk of 
thrombosis as a contraindication to use of this antifibrinolytic agent. 
However, in contrast to the FDA labeling, studies do not confirm that use 
of tranexamic acid is associated with a significantly elevated risk of 
thrombosis .



Tranexamic acid

• Studies have found that tranexamic acid reduces menstrual 
blood loss by 26 to 54 percent in women with HMB and in 
comparative studies was more effective than NSAIDs and 
less effective than the LNg52/5 .

• In women who have normal renal function, the 
recommended dose of tranexamic acid for treatment of HMB 
is 1300 mg (two 650 mg tablets) three times daily (a total of 
3900 mg) for as long as five days during menstruation. In 
women who have impaired renal function, the dose should 
be adjusted according to the package insert.



Nonsteroidal anti-inflammatory drugs
• NSAIDs are a nonhormonal, noncontraceptive option for treatment of HMB. NSAIDs used 

to treat HMB include ibuprofen, naproxen, and mefenamic acid.

• NSAIDs reduce the volume of menstrual blood loss by causing a decline in the rate of 
prostaglandin (PGE2 and PGF2 alpha) synthesis in the endometrium, leading to 
vasoconstriction and reduced bleeding.

• Advantages of NSAIDs include:

●Do not increase risk of thrombosis

●Low risk of adverse effects

●Reduction of dysmenorrhea

●Low cost and often available over the counter

●Unlike most hormonal therapies, they do not need to be taken daily

• NSAIDs used for treatment of HMB are prescribed to start on the first day of bleeding and 
should be continued for four or five days or until menstruation ceases. Reported regimens 
include:

●Mefenamic acid 500 mg three times per day 

●Naproxen 500 mg at onset and three to five hours later, then 250 to 500 mg twice a day 

●Ibuprofen 600 mg once per day



Acute heavy bleeding

• Iv conjugated estrogen

• Oral conjugated estrogen

• High dose oral medroxy progesterone

• OCP



Thanks for your attention


