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It is common for girls to have irregular menstrual cycles in the first
2 years after menarche. This is usually due to a lack of maturity of the
hypothalamic–pituitary–ovarian axis controlling the menstrual cycle.
Most girls are anovulatory during this time. The clinician may see
young postmenarchal girls with the complaint of irregular or heavy
vaginal bleeding. Although dysfunctional uterine bleeding, which is due
to immaturity of the hypothalamic-pituitary-ovarian axis, may be the
explanation for many of these issues, it is important to consider other
systemic as well as gynecologic causes of the bleeding before assuming
dysfunctional uterine bleeding (DUB) is the etiology for the bleeding.
The physiology of the normal menstrual cycle has been reviewed
in a previous chapter. In an anovulatory cycle, FSH induces ovarian
estrogen secretion, which stimulates the endometrial lining to proliferate. Normally, a mid cycle LH surge induces ovulation. When the
axis is not mature, ovulation will not occur. As a result, there is no
corpus luteum to produce progesterone that will stabilize the endometrial lining. In addition, there is lack of a positive feedback
response by the hypothalamic pituitary system to estrogen, As a
result, an unopposed endometrial proliferation will occur, and
irregular endometrial sloughing occurs resulting in irregular bleeding.
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In addition, DUB can be caused by the lack of a dominant ovarian
follicle. The end result of this situation is fluctuating levels of circulating estrogen leading to irregular menstrual bleeding. The diagnosis
of DUB is made by excluding causes of vaginal bleeding.
In the evaluation of an adolescent with vaginal bleeding, consider general causes of bleeding as noted in Table 1, then consider
lesions related to the genital tract noted in Table 2.
A thorough history including a detailed system review and complete
physical examination is needed. The history should detail the menstrual
cycle including menarche, the pattern of bleeding, frequency and length
Table 1
Systemic causes of vaginal bleeding
System/cause

Hematologic
Endocrine

General

Medication

Disease/agent

Platelet disorders, e.g., thrombocytopenia

Coagulopathy, e.g., von Willebrand’s disease or hemophilia
Polycystic ovary disease, hyperprolactinemia
Hypothyroidism, ovarian/adrenal tumors
Excess adrenal androgen production disease
Lupus
Diabetes mellitus
Renal disease
Henoch–Schonlein purpura
Hereditary disease, e.g., Osler-Weber-Rendu
Anticoagulants
Oral contraceptives
Antipsychotics
NSAIDs
SSRIs

Table 2
Gynecological causes of abnormal vaginal bleeding
Anatomical region

Disorder

External Genitalia (patient may
believe that blood is coming
from her vagina)

Trauma

Hymen
Vagina
Cervix
Uterus

Ovaries

Trauma
Trauma, foreign body, malignancy,
ulceration, hemangioma
Trauma, cervicitis, polyp,
malignancy, IUD
Pregnancy related issues,
endometritis, endometriosis
Ectopic pregnancy, tumor
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of the menstrual periods, cramping, mid-cycle pain, number of pads
utilized on a daily basis, as well as a sexual history. Despite the sexual
history given by young adolescents, a pregnancy test is required to rule
out pregnancy. The physical examination should include a complete set
of vital signs, examination for evidence of bleeding, and a general
physical including assay for a hyperandrogenic state. The decision to do
a pelvic examination is done on a case-by-case basis, but should be
encouraged in those patients who have severe bleeding. Most young
adolescents may not tolerate a speculum examination, so one could start
with an external genital examination to evaluate for Tanner development, enlarged clitoris (PCOS) and trauma. If possible, a speculum and
bimanual examination should be done. If necessary, a transabdominal
pelvic ultrasound could supply information that otherwise would be
obtained by a pelvic examination. Most young girls do not mind a pelvic
ultrasound as long as it is not done with a vaginal probe.
Diagnostic Testing
The history and physical examination will help to guide the laboratory
evaluation. That said, pregnancy needs to be ruled out; in addition, a
complete blood count, platelet count, and differential is usually warranted. In more severe bleeding, prothrombin time, partial thromboplastin time (PTT) and a von Willebrand’s panel is appropriate. Appropriate
testing for PCOS, thyroid function, diabetes, and other endocrine tests
may be done on a case-by-case basis. Be aware that anovulatory menses
may occur with eating disorders and the female athlete triad.
Management
If trauma, neoplasm, pregnancy, or an infectious etiology is noted as
the cause of the abnormal vaginal bleeding, then that issue should be
treated. If the patient appears to have DUB, then management will
depend on the severity of the bleeding, the patient’s clinical status,
and laboratory testing.
Mild DUB
For mild DUB presentations without anemia, the patient may be
observed and given iron supplementation. Studies have shown that
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NSAIDs will reduce menstrual blood flow if they are started at the
beginning of the menstrual flow and continued through the entire
period. The teen should keep a menstrual calendar. However, she may
also be placed on a monophasic oral contraceptive pill that has a
moderate amount of estrogen: 30 mcg and a progestin such as
Norgestrel 0.3 mg or Levonorgestrel 0.15 mg. Examples: (Lo-Ovral
™ Nordette ™, Levlen ™ Levora ™ ).
Moderate DUB
If the adolescent has moderate bleeding compounded with anemia,
then the oral contraceptive should be given two times a day until bleeding ceases, then once a day for 21 days; after that, there should be
7 days of placebo. Iron should be administered orally, and the patient
should be maintained on the once-a-day-oral-contraceptive regimen
for 3–6 months with monitoring of the hematocrit and hemoglobin.
Severe DUB
This would be characterized by a hemoglobin level of 8–10 g/dL
signaling moderate anemia and symptoms of severe bleeding.
Generally, it is recommended that the oral contraceptive be given four
times a day for 2–4 days until the bleeding is controlled, then three
times a day for 3 days, then two times a day for 14 days. Patient needs
cycling for 6 months using 21 once-per-day pills and placebos for
7 days. Hematocrit and hemoglobin should be monitored. If the
patient has severe bleeding, and severe anemia (hemoglobin < 7 g/dL)
(or hemodynamic instability), then consider inpatient admission,
transfusion, and hormonal treatment; a gynecological consultation is
recommended. Some patients do not tolerate estrogen or have contraindications for estrogen treatment. In these cases, cyclic progesterone may be useful. A gynecological consultation is recommended.
The prognosis for DUB is excellent as most adolescents will develop
appropriate cycles within 3 years after menarche.
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