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Management of dysfunctional uterine
bleeding

N. PANDIYAN, R. PANDIYAN, ALICE GEORGE

INTRODUCTION
Dysfunctional uterine bleeding (DUB) is defined as abnormal
uterine bleeding in the absence of organic disease of the
genital tract. It affects 15% of women attending gynaecology
outpatient services and remains an important cause of
morbidity and mortality. DUB may affect women of all ages,
although it is more common in the reproductive age group,
of whom 90% are affected at some time or the other.
Normal menstrual bleeding is due to the cyclic activity of

the endometrium with a periodicity of 28±4 days, the flow
lasts from 1 to 7 days and the blood loss does not exceed
80 ml. All variations from this pattern constitute dysfunc-
tional uterine bleeding. The diagnosis of DUB is made by
excluding pregnancy complications, inflammation and
tumours.

CAUSES
Understanding the aetiology of DUB is essential in formulating
the mode of treatment. Releasing hormones from the
hypothalamus and pituitary glands activate the ovary to
produce gonadal hormones regularly and cyclically. In
women with DUB, the interaction is deranged, either at the
hypothalamic, pituitary or ovarian level and results in an
abnormality in cyclicity or in the amount of bleeding.
There is no single factor responsible for excessive bleeding

or menorrhagia. This may be due to:

1. An increased total area of the bleeding surface in the
endometrial cavity;

2. Increased vascularity;
3. Any haematological aberrations, either in platelet func-
tion, intrinsic coagulation factors or in the capillary
endothelium;

4. Alteration in normal fibrinolytic activity;
5. An increased ratio of prostaglandin E2 to F2 leading to
lack of vasoconstriction; or

6. An increased prostacyclin/thromboxane A2 ratio leading
to defective thrombotic plug formation.
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DUB may also be secondary to systemic disorders such as
hypothyroidism, pelvic inflammatory disease, anaemia and
haematological disorders such as idiopathic thrombocyto-
penic purpura, leukaemia or coagulation factor deficiencies.
Iatrogenic DUB is either due to injudicious use of sex
steroids or to intrauterine contraceptive devices (IUCD).

CLASSIFICATION
DUB can be classified as follows:

I. Ovulatory defects occurring in the
A. Follicular phase. Defects can be either associated with
(i) a long proliferative phase-oligomenorrhoea, or
(ii) a short one-polymenorrhoea

B. Luteal phase. Defects can be (i) irregular ripening-
premenstrual spotting, menorrhagia, polymenorrhoea,
or (ii) prolonged (irregular shedding)-oligomenor-
rhoea, menorrhagia

II. Non-ovulatory
A. Cyclical-oligomenorrhoea, menorrhagia
B. Acyclical-Metrorrhagia

CLINICAL PRESENTATION
This may vary according to the amount of menstrual loss,
its duration and the cyclicity of bleeding. The various
presentations include:

Oligomenorrhoea. Bleeding that occurs less frequently
than normal. Menstrual cycles range from 35 days to 3
months.

Polymenorrhoea. Bleeding that occurs more frequently
than normal. This mayor may not be associated with ovula-
tion; menstrual cycles occur every 15 to 22 days.

Menorrhagia. Increased amount and/or duration of
menstrual bleeding during menstrual cycles. The menstrual
cycle length is usually maintained.

Hypomenorrhoea. Diminished blood loss during regular
cycles.

Amenorrhoea. Absence of menstrual bleeding for more
than 6 months or 3 cycle lengths.

Metrorrhagia. Acyclical bleeding between menstrual
cycles.

DIAGNOSIS AND MANAGEMENT
The first step in the management of DUB is to exclude
systemic diseases and organic pathology of the genital tract.
Further management varies according to the age and the
desire of the patient to bear children.

In the pubertal age group
DUB in young girls is usually caused by anovulatory cycles.
It is estimated that as many as 30 to 40 cycles after menarche
are anovulatory. The diagnostic workup in these patients
must exclude coagulation disorders such as idiopathic
thrombocytopenic purpura or leukaemia, endocrine dis-
orders such as polycystic ovarian disease or hypothyroidism
and genital tuberculosis. The severity of bleeding and the
grade of anaemia are helpful guides to management. Thus,
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in mild cases, haematinic drugs and reassurance may suffice.
Other cases may require hormonal treatment with cyclical
progestogens such as medroxyprogesterone acetate/
norethisterone or a combination pill administered from the
fifth to twenty-fifth day of the cycle for six cycles. Episodes
of heavy bleeding may be controlled by large doses of
norethisterone or by parenteral conjugated oestrogens.
Patients refractory to this treatment are further evaluated by
endometrial biopsy, dilatation and curettage and hystero-
scopy. Many of them return to a normal menstrual pattern
and the overall prognosis for recovery is good. The prognosis
is better when dysfunction starts after a few normal periods
compared to those whose symptoms start at menarche. Some
of the latter patients have obstetric problems later.

In the reproductive age group
Before making a diagnosis of DUB, one should rule out
pregnancy complications such as incomplete abortion, pelvic
inflammatory disease, tumours, endometrial polyps and
the presence of an IUCD. A hysteroscopy and dilatation and
curettage should be performed to look for organic disease
and to determine the hormonal status of the endometrium.
Hormones and anti prostaglandins are the mainstay of treat-
ment. The prognosis is, however, unfavourable in patients
with anovulatory bleeding and endometrial hyperplasia,
which tend to recur.

In the peri-menopausal age group
An abnormal episode of bleeding in women over 40 years
warrants an urgent and extensive evaluation to rule out
malignancy of the genital tract. Thus, cervical cytological
examination, fractional curettage and hysteroscopy must
be done in all patients. There is a high incidence of dysfunc-
tional bleeding associated with alteration of pituitary-
ovarian function preceding menopause. The bleeding
tends to be acyclical and about 50% are associated with
endometrial hyperplasia. When the hyperplasia is of the
adenomatous type, there is a high risk of malignancy later.

Specific drugs
Anti-prostaglandins. Non-steroidal anti-inflammatory

drugs such as mefenamic acid (Ponstan 500 mg) during
periods inhibit prostaglandin synthesis and binding, thus
resulting in reduced menstrual blood loss and dysmenorrhoea.

Anti-jibrinolytics and haemostatics. Epsilon-aminocaproic
acid (EACA) and tranexamic acid reduce the excessive
fibrinolytic activity in the endometrium and result in up
to 50% reduction in menstrual blood loss. However, gastro-
intestinal disturbances and an increased risk of intracranial
thrombosis limit its use. Haemostatic agents such as
ethamsylate and flavinoic acid derivatives (Daflon, Gynae
CVP) maintain endometrial integrity and thus limit excessive
menstrual bleeding.

Clomiphene citrate is used in the presence of infertility and
excessive bleeding due either to an inadequate luteal phase
or anovulation. Polycystic ovarian disease or the Stein-
Leventhal syndrome may present with dysfunctional uterine
bleeding. Though the DUB is often of the anovular type,
occasionally it is ovular. In patients with anovular DUB,
there is hyperplasia of the endometrium. Long term follow
up of these patients has revealed a high incidence of
endometrial carcinoma. The associated infertility may be
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TABLEI. Pros and cons of various drugs used for dysfunctional
uterine bleeding

Oestrogens
Heavy withdrawal bleeding
Thromboembolism
Not used

Progestogens
More effective
19nor-progestogens mildly androgenic
Used in acute episodes, cyclically, day 5-<1ay25

Androgens
Masculinization
Not used

Danazol
Effective
Progestogenic action
Expensive
Androgenic side-effects

Anti-fibrinolytics
Limited use

Anti-prostaglandins
Reduction in blood loss especially lUeD induced

Clomiphene
Used in infertility and anovulation

Gonadotrophin releasing hormone analogues
Very effective
Expensive
Menopausal side-effects

successfully treated with clomiphene citrate.
Progestogens. They induce secretory changes and stabilize

the oestrogen-primed endometrium. Withdrawal of medica-
tion leads to controlled and predictable bleeding. The
19-nortestosterone derivatives such as norethisterone
(Primolut-N) have a mild androgenic effect. These are used
in three different ways to stop the bleeding.

1. To arrest an acute haemorrhagic episode-norethisterone
acetate 20 to 30 mg daily for 3 to 5 days.

2. To control the bleeding during cycles-norethisterone
acetate/medroxyprogesterone acetate from day 5 to day
25 cyclically for 6 to 9 months.

3. To control premenstrual spotting associated with irregular
ripening or the progestationally immature endometrium
cyclically in the second half of the cycle (day 16 to day 25)
for 3 or more cycles.

Medicated IUCDs which release progesterone (Progestasert)
reduce menstrual blood loss in addition to providing effective
contraception.

Combined oral contraceptive pills. Cyclical oestrogen-
progesterone combinations provide good cycle control and
an up to 50% reduction in menstrual blood loss.

Oestrogens. High dose parenteral oestrogens (Premarin
20 to 25 mg i.m. 4 to 6 hourly up to a maximum of 6 doses)
may be used effectively in controlling acute episodes of
bleeding. This should be combined with progesterone
administration. However, its infrequent use is attributed to
the high risk or thromboembolism and subsequent heavy
withdrawal bleeding.

Androgens. Because of the fear of masculinization, the
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use of androgens for the control of heavy periods has been
practically given up by most gynaecologists.

Danazol. This is an isoxazole derivative of 17-ethinyl
testosterone and has a progestogenic action. It is effective
in reducing the menstrual loss but, unlike oestrogens, has
no effect on blood coagulation. The continuous use of
danazol in a dose of 200 mg daily for 12weeks may be useful,
particularly in patients where an oestrogen-progestogen
combination is contraindicated or ineffective. However, the
drug is expensive and this limits its more extensive use.

Gonadotrophin releasing hormone analogues. Gonado-
trophin releasing hormone antagonists result in medical
oophorectomy and produce amenorrhoea. Their high cost
and effect on bone demineralization limit their long term use.

Surgical treatment
Conservative surgery. All procedures aim at removing

the endometrial lining and causing oligomenorrhoea or
amenorrhoea. Endometrial ablation may be achieved by
laser or electrocoagulation with a diathermy loop or roller-
ball electrode.
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Radical surgery. Hysterectomy can be done through
the abdominal or vaginal route depending on the size and
mobility of the uterus and the skill of the surgeon.

Radiotherapy
After the advent of endometrial ablation, radiation is not
used to induce menopause.

SUMMARY
DUB is a common symptom which is mainly due to disorders
of ovulation and local endometrial dysfunction. The
diagnosis should be made only after excluding organic pelvic
disease. Anaemia and other endocrine and systemic causes
of DUB must be treated promptly. Spontaneous cure is also
possible. However, in patients in whom the symptoms persist,
drug treatment with combined oestrogen-progestogen,
anti-prostaglandin and anti-fibrinolytic agents is often
effective. Hysterectomy and hysteroscopic endometrial
ablation are contemplated only in persistent DUB in older
and parous women and radiotherapy has no place amongst
the modern modalities of management.


