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Goals and Objectives 

• Understand presentation of normal and abnormal vaginal bleeding in a 
pediatric patient 

• Describe initial evaluation for adolescents with vaginal bleeding 

• Review differential diagnosis for patients with vaginal bleeding

• Discuss hormonal and nonhormonal management options 
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Defining Normal 

• During first few years after menarche due to inconsistent ovulation 
cycles vary 

• Cycle length for adolescents:
– 21 to 45 days

– 2 to 7 days of menstrual bleeding 
– Over 7 days occurs in 2-11% of patients 

• Adult cycle:
– 28 to 35 days with 4-6 days of menstrual bleeding 



Abnormal Uterine Bleeding: Definition

• Absence of menses 

• Menses at irregular intervals
– Less than every 21 days or more than every 45 days 

• Menses that are excessive in duration (over 7 days)

• Heavy menstrual bleeding 

• Intermenstrual or breakthrough bleeding 
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Classification 

• Mild: longer than normal menses, or short cycles
–Hemoglobin is normal or decreased but at least 10-12 g/dL

• Moderate: moderately prolonged, more frequent menses, moderate to 
heavy flow 
–Hemoglobin over 10 g/dL

• Severe: disruptive menstrual cycles with heavy bleeding that decreases 
hemoglobin to less than 10 g/dL and may have hemodynamic 
instability  
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Ovulatory Cycles
• The time that it takes to establish a normal ovulatory cycle increases 

with increasing age at time of menarche 
– 50% are ovulatory by one year with menarche <12 years 

– 50 % ovulatory by 3 years when menarche occurs between 12 and 13 years 

– 50% ovulatory by 5 years when menarche occurs at > 13 years

• Non-ovulatory cycles:
–More irregular 

–Heavier 

–Can cause breakthrough bleeding

• Delay in ovulatory cycles secondary to dysfunction or slow 
maturation of the HPOA 
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Initial Evaluation

• Hemodynamic stability 

• Pregnancy status 
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History 

• Menstrual History 
– Age of menarche

–Menstrual pattern

– Events that coincided with change in menstrual pattern  

• Sexual history 
–Use, type, and adherence to contraception 

–Number and characterization of partners 

–History of STI or symptoms of STI 

–History of sexual abuse 

– Recent delivery or abortion 
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ROS 

• Bleeding symptoms- bruising, epistaxis, bleeding gums, postoperative 
bleeding 

• Orthostatic symptoms 

• Weight change 

• Abdominal pain, fever, vaginal discharge 

• Changes in bladder or bowel function 

• Changes in hair, skin, or nails 
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Family History 

• Bleeding disorders 

• Menstrual disorders 

• Endocrine disorders 

• Leukemia and other cancers 
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Physical Exam 

• Vitals

• Growth parameters

• Eyes

• Skin and Hair 

• Neck

• Abdomen 

• Tanner staging 

• External genitalia 

• Pelvic Examination 
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Laboratory evaluation

• Pregnancy test 

• CBC

• TSH 

• Screen for STIs if sexually active 

• Consider prolactin 
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Imaging

• Pelvic US 
–Can do Transabdominal or Transvaginal 
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Irregular Bleeding
Causes Clinical Features Evaluation 

Anovulatory Uterine bleeding due to 

immature HPO axis 

- First year or two after menarche 

- Absence of premenstrual symptoms 

- Absence of clinical features associated with 

other causes

Diagnosis of Exclusion

PCOS - Hyperandrogenism

- Obesity 

***

Hypo or Hyperthyroidism - Recent weight gain or loss 

- Heat or cold intolerance 

- Family history 

TSH 

Hyperprolactinemia Galactorrhea, HA, visual changes Prolactin

Hypothalamic dysfunction - Poor nutrition 

- Intense exercise 

- Psychosocial stress

FSH 

LH 

Intermittent nonuterine bleeding 

mimicking irregular menses

- Variable Exam



Regular Menses with excessive flow

Cause Clinical Findings Evaluation

Bleeding disorder - Heavy bleeding with first period 

- Symptoms of bleeding disorder 

- Family history 

- CBC with platelets 

- Eval of peripheral blood 

smear 

- aPTT and PT

- Von Willebrand panel 

Medications that affect 

hemostasis

Anticoagulants

Structural lesions - Often asymptomatic 

- May have pelvic pain and pressure

Pelvic US 



Regular menses with intermenstrual 
bleeding

Cause Clinical Features Evaluation

Hormonal contraception or IUD Recent initiation or poor 

adherence

STI - Sexual activity 

- Vaginal discharge

- Vulvar lesions 

- Post-coital bleeding 

Test for STIs



Extrauterine causes

Cause Clinical Features Evaluation

Ectropion Exam findings Exam

Perineal trauma History of trauma or 

abuse

Exam

Cervical polyps Chronic inflammation 

of cervical canal

Exam



Management



Goals

• Establish and maintain hemodynamic stability

• Correction of acute or chronic anemia 

• Return to a pattern of normal menstrual cycle s

• Prevention of recurrence 
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Acute Management 

• Mild: 
–Observation and reassurance

–Contraception 

– Iron supplementation if hemoglobin is under 12\

– Encourage menstrual calendar  
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Acute Management

• Moderate
–Hormonal therapy

– TXA

– Iron supplementation
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Acute Management

• Severe
–Hospitalization if actively bleeding, hemodynamically unstable, symptomatic 

anemia

– IV estrogen
– 25 mg every 4-6 hours until bleeding stops  

– Transfusion as needed 

– TXA, aminocaproic acid, desmopressin 

– Von Willebrand evaluation 

– Surgical management with D&C 
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How do hormones work? 

• Bleeding occurs when endometrium 
proliferates beyond the ability of 
endogenous estrogen to maintain the 
integrity of the endometrium 

• Addition of exogenous estrogen permits 
additional endometrial proliferation which 
heals sites of endometrial bleeding and 
improves hemostasis 

• Administration of progestin stabilizes the 
endometrial lining 
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• Progestin only:
–Norethindrone acetate 5 mg nightly for the first 5 to 10 days of each calendar 

month 

–Micronized progesterone 200 mg nightly for first 12 days of each calendar 
month 

–Medroxyprogesterone acetate 10 mg night for first 10 days of each calendar 
month 
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Hormonal Options that are NOT Birth 
Control
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Intrauterine device (IUD)

• Levonorgestrel IUS (Mirena®, Kyleena 

®, Liletta®, Skyla® )
– Approved for 8 years, 8 years, 7 years and 3 years of 

use, respectively for contraception

– May need to exchange at 5 years, 5 years, 4 years, and 3 years 

– Skyla likely not as good of a choice 

– Common side effects

– Irregular bleeding, amenorrhea

– May improve dysmenorrhea, menorrhagia, 
protection against endometrial cancer

– Placement likely needs to be under 
anesthesia

• Copper IUD (Paragard®)

• Not appropriate in the setting of 

abnormal vaginal bleeding

• Causes an increase in vaginal bleeding 
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Implant

• Etonorgestrel implant (Nexplanon®)
– Approved for 3 years of use

– Does not require cervico-vaginal procedure

– Common side effects

– Irregular bleeding, amenorrhea

– Obesity affect?
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Injectables
• Depot medroxyprogesterone acetate (Depo-

Provera®)
– Intramuscular (150mg) or subcutaneous injection 

(104mg) every 3 months. 

–Common side effects

– Irregular bleeding, amenorrhea, weight gain, possible 
delayed return to normal menses

– Bone mineral density effects? 

–Obesity affect?
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Combined hormonal contraception

– Estrogen and progesterone components 

– Combined oral contraceptive pills

– Daily use

• Patch (OrthoEvra®)

– Weekly use

• Ring (Nuvaring®)

– 1 ring for 3 weeks

• Common side effects

– Possible breakthrough bleeding

– Benefits

– Improved hirsutism and acne, improved dysmenorrhea, 
protection against ovarian, endometrial and colon cancers
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Estrogen-containing Contraceptives

– Increased risk of thrombogenesis in women with 
risk factors

– CHC risk: 1.0–3.0 per 10,000 women per year

– Pregnancy risk: 5.9 per 10,000 women per year

• Risk is elevated in first 3 months of use



Contraindications for CHC Use
• Multiple risk factors for arterial cardiovascular disease

– Older age (≥ 35 years)

– Smoking (>15 cigarettes/day)

– Hypertension (systolic ≥160 or diastolic ≥ 100)

– Diabetes

• Known thrombogenic mutations, history of or current DVT or PE

• Current or history of ischemic heart disease, complicated valvular heart disease, vascular disease

• History of stroke

• Migraine headache with aura 

• Major surgery with prolonged immobilization

• Current breast cancer

• Active viral hepatitis, severe cirrhosis, benign or malignant liver tumors

• Breastfeeding, <6 weeks postpartum



Progestin-only pill

– Daily use

– Dose low, must be used about the same time 
every day

– No placebo pill → No withdrawal bleed

• Common side effects

–Breakthrough bleeding
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Initiation of COCs

•  Quick start method: begin taking pill on the day that the prescription 
is given 

• Sunday start: starts the pill on the first Sunday after her period 

• With either method patient should use back up method for first 
seven days of use

• Follow up in 3 months to monitor bleeding
–Do not give in to cycle of changing method too frequently 



Missed Pills in setting of Sexual Activity 

• Single pill: take the missed pill as soon as possible and then 
continued taking as prescribed. May end up taking two pills on the 
same day. 
–Do not need back up method 

• Two or more pills:
– If during the first week use emergency contraception to decrease risk of 

pregnancy 

– If during the last week of hormone pills (week 3) finish that last week then 
skip placebos and immediately move on to a new pill pack. 

– Back up contraception should be used for 7 days 



Which pill to use?

• Monophasic vs Multiphasic
–Mono: contain same dose of estrogen and progesterone, 21-24 active pills

–Multi: pills vary the dose of either or both hormones during the active pill phase
– Lower hormone doses , should decrease hormone-related side effects and breakthrough 

bleeding 

– Biphasic may have more breakthrough bleeding than triphasic 

• Cyclic or Continuous
–Cyclic: 21 days active pill then 7 days placebo that results in withdrawal bleed or 

24/4

–Continuous: Take pills for any period of time continuously, skip placebo 
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Thank you!
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