
Heavy menstrual bleeding (HMB) is one of the most 
common menstrual problems seen in general practice. 
In adolescents, it carries particular complexity: the 

hypothalamic–pituitary–ovarian (HPO) axis is still maturing, 
bleeding disorders often remain undiagnosed and the young 
person’s evolving developmental needs should shape every 
clinical interaction.

HMB is defined as excessive menstrual blood loss that 
interferes with a person’s physical, emotional, social or material 
quality of life.1,2 This article outlines a clear, practical approach 
to recognition, initial investigation and management, including 
when to refer.

Recognising heavy menstrual bleeding: what is 
normal and what is not?
Irregular menstrual cycles are expected in the first two years 
after menarche, reflecting immaturity of the HPO axis. Beyond 
this period, ongoing irregularity warrants assessment.1 Normal 
menstrual parameters in adolescents are shown in Box 1.1

HMB should be considered when an adolescent reports bleed-
ing that soaks through a pad or tampon within two hours, 
passage of clots larger than 2.5 cm, bleeding that lasts for more 
than eight days or the need to change sanitary products overnight. 
Other important clues include a flooding or gushing sensation 
(which a patient might describe as ‘soaking through clothing’) 
and any disruption to daily life, such as missing school, sport or 
social activities because of bleeding.1,2
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KEY POINTS
•	Heavy menstrual bleeding in adolescents is defined by its 

impact on physical, emotional, social or material quality  
of life, rather than by a specific volume of blood loss. 

•	Anovulatory dysfunction due to immaturity of the 
hypothalamic–pituitary–ovarian axis is the most common 
cause, but bleeding disorders are also important and may 
first present at menarche. 

•	All adolescents presenting with heavy menstrual bleeding 
should be screened for bleeding disorders using the  
four-criterion tool, and referred to a haematologist if any 
criterion is met. 

•	 Iron deficiency should be assessed and treated in every 
patient. A normal haemoglobin level does not exclude iron 
deficiency. 

•	Pelvic ultrasound should not be ordered routinely as a  
first-line investigation in adolescents because structural 
causes are rare and ultrasound findings rarely change 
management.
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Aetiology 
The PALM–COEIN classification system, 
developed by the International Federation 
of Gynaecology and Obstetrics, provides 
a useful framework for considering the 
causes of abnormal uterine bleeding. It 
groups causes as structural (PALM: polyp, 
adenomyosis, leiomyoma, malignancy 
and hyperplasia), nonstructural (COEIN: 
coagulopathy, ovulatory dysfunction, 
endometrial, iatrogenic and not yet classi-
fied) (Table 1).3 

In adolescents, the most important 
causes of HMB are usually anovulatory 
dysfunction and bleeding disorders.1 Ano-
vulatory dysfunction is the most common 
cause and reflects immaturity of the HPO 
axis, which can lead to unopposed oestro-
gen exposure and irregular, heavy endo-
metrial shedding. It is often self-limiting 
as menstrual cycles mature.1,4 Bleeding 
disorders are also important to consider, 
particularly because they are often under-
diagnosed. They are present in about 10 to 
20% of adolescents with HMB and about 
one-third of those who require hospitali-
sation; von Willebrand disease, platelet 
function defects, thrombocytopenia and 
clotting factor deficiencies are the most 
common bleeding disorders seen in 
adolescents with HMB.1,5,6 About half of 
all adolescents with an underlying bleeding 
disorder present at menarche, and the results 
of standard clotting tests may be normal.1 

Endocrine causes, such as hypothyroid-
ism and hyperprolactinaemia, although 
uncommon, should be considered when 
clinically suspected, with thyroid function 
tests and prolactin testing guided by the 

presentation. Polyendocrine metabolic 
ovarian syndrome (PMOS), previously 
known as polycystic ovary syndrome, can 
also cause anovulatory HMB, but the 
diagnosis should be made carefully in 
adolescents. 

Pelvic ultrasound has a limited role in 
adolescents presenting with HMB. Struc-
tural causes are uncommon in this age 
group, and routine pelvic ultrasound is not 
recommended solely to exclude polyps, 
leiomyomas, adenomyosis, malignancy or 
hyperplasia, or to diagnose PMOS.7,8

Assessment in general practice
Assessment in the primary care setting 
should aim to identify the severity of bleed-
ing, assess for anaemia and iron deficiency, 
recognise features suggestive of an under-
lying bleeding disorder and determine 
whether urgent referral to a haematologist 
is needed. In most adolescents, a careful 
history will provide the most useful diag-
nostic information. The assessment should 
be sensitive, developmentally appropriate 
and conducted in a way that supports con-
fidentiality, particularly when asking about 
sexual activity, contraception, pregnancy 
risk and sexually transmitted infection risk.

History taking
A sensitive, structured history is the most 
important diagnostic tool. The menstrual 
history should include the age at menarche, 
cycle length, duration of bleeding, reported 
heaviness of bleeding, whether there is the 
passage of clots and the effect of bleeding 
on daily life. Asking about the number of 
pads, tampons or pairs of period underwear 

used each day, whether products become 
soaked through, whether the young person 
needs to use two forms of menstrual 
hygiene product at once and whether they 
need to change products overnight or have 
bled onto bedsheets can help clarify the 
severity of bleeding.1,2 

Symptoms of anaemia should be noted, 
including fatigue, breathlessness, head-
aches and  impaired concentration. A 
bleeding history is also important and 
should include questions about prolonged 
epistaxis and excessive bleeding after den-
tal work, surgery or minor injuries. Family 
history should cover known bleeding 
disorders, HMB or postpartum haemorr
hage in female relatives and unexplained 
anaemia.1,2

A confidential sexual health history 
should be included, where appropriate. 
This should include sexual activity, con-
traception, pregnancy risk and sexually 
transmitted infection risk. The young 
person should be offered time alone with 
the GP, with an explanation that this is a 
routine part of adolescent care.1,2

Adolescents often underestimate their 
own blood loss, particularly if they have 
no reference point for normal menstrua-
tion or have a family history of HMB. 
Questions about specific behaviours may 
be more informative than questions about 
volume. For example, ask whether they 
avoid swimming, miss sport or social 
activities, or plan their day around access 
to toilets. Adolescents may not recognise 
or use the term ‘flooding’, so it is helpful 
to ask about concrete experiences, such 
as bleeding through onto bedding 

1. NORMAL MENSTRUAL CYCLE 
PARAMETERS IN ADOLESCENTS1*

•	 Cycle frequency: every 21 to 45 days

•	 Cycle duration: 7 days or fewer

•	 Cycle regularity: irregular cycles normal
up to 2 years post-menarche

•	 Blood loss volume: no specific volume
threshold; heavy menstrual bleeding is
defined by quality-of-life impact

* Please note that normal menstrual parameters vary 
slightly between advisory bodies.

TABLE 1. PALM–COEIN CLASSIFICATION FOR CAUSES OF ABNORMAL UTERINE BLEEDING3

Classification Cause

Structural causes of abnormal 
uterine bleeding (PALM)

•	 Polyp
•	 Adenomyosis
•	 Leiomyoma (submucosal or other)
•	 Malignancy and hyperplasia

Nonstructural causes of abnormal 
uterine bleeding (COEIN)

•	 Coagulopathy
•	 Ovulatory disorders
•	 Endometrial dysfunction
•	 Iatrogenic
•	 Not yet classified
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overnight, having to change clothes, carry
ing spare clothing or having unexpected 
‘leaks’ or ‘accidents’ at school or during 
activities.

Examination
Examination of an adolescent with HMB 
should be guided by the presentation 
and should first include an assessment of 
haemodynamic stability. In acute presenta-
tions, measure orthostatic blood pressure 
and pulse. Look for signs of anaemia, such 
as conjunctival pallor or  sublingual pallor, 
and for signs of a bleeding disorder, includ-
ing bruising, petechiae or mucosal bleed-
ing. Clinical features that may suggest an 
underlying endocrine disorder should 
also be assessed, including hirsutism and 
acne, as well as thyroid enlargement or 
galactorrhoea.

A speculum or bimanual examination 
should not be performed routinely in ado-
lescents with HMB, unless there is a specific 
clinical concern, such as sexual trauma, 
presence of a foreign body or sexually trans-
mitted infection.1

Bleeding assessment tools
Bleeding assessment tools can help quantify 
bleeding severity and identify patients who 
may need to be referred to a haematologist. 
The International Society on Thrombosis 
and Haemostasis Bleeding Assessment Tool 
(ISTH-BAT) scores bleeding across multiple 
anatomical sites, with a score of three or 

more considered abnormal in adolescents.9 
The Paediatric Bleeding Questionnaire 
is adapted for children and adolescents and 
captures age-relevant bleeding domains.10,11 
Patients can also be directed to the online 
self-administered bleeding assessment tool 
(available at www.letstalkperiod.ca), which 
can help them recognise whether their 
bleeding pattern warrants further assess-
ment. These tools can be used when the 
bleeding history is unclear, a bleeding dis-
order is suspected or a referral letter needs 
more detail. They are not required for every 
presentation of HMB and should support, 
not replace, clinical judgement.

The Pictorial Blood Loss Assessment 
Chart is not required as part of the routine 
assessment of HMB. It was validated against 
the alkaline haematin method of measuring 
menstrual blood loss volume, rather than 
the current quality-of-life-centred definition 
of HMB. It also has limited relevance for 
adolescents and other patients who use con-
temporary menstrual products, such as 
menstrual cups or period underwear, which 
are not calibrated for chart scoring. Quali-
tative research has shown that women value 
direct clinical discussion, shared decision- 
making and acknowledgement of the impact 
of bleeding on quality of life, rather than a 
narrow focus on quantitative estimates of 
menstrual blood loss.12  The Pictorial Blood 
Loss Assessment Chart remains useful in 
clinical trials, but it should not be a focus 
of routine GP or patient care.

Investigations
In a stable adolescent presenting with 
HMB, initial investigations should include 
a full blood count and measurement of 
serum ferritin to assess for anaemia and 
iron deficiency, noting that ferritin may be 
falsely elevated in inflammation. Thyroid 
function tests, a prolactin level measure-
ment and a coagulation screen should be 
requested if there is suspicion of endocrine 
dysfunction or bleeding disorder, and a 
pregnancy test should be performed in any 
sexually active adolescent.2

Screening for a bleeding disorder should 
be performed when the history suggests 

an increased bleeding tendency, such as an 
abnormal ISTH-BAT score or a family 
history of abnormal bleeding. Testing for 
von Willebrand disease should include von 
Willebrand factor antigen, von Willebrand 
factor activity, von Willebrand cofactors 
and factor VIII. Normal prothrombin time 
and activated partial thromboplastin 
time do not exclude the disease.13 If the 
findings of the von Willebrand disease 
screen are abnormal, repeat testing should 
be performed before the diagnosis is con-
firmed. At this stage, ABO blood group 
testing should also be performed, as von 
Willebrand factor levels are lower in people 
with group O blood.14

Platelet function testing should also be 
considered when the history suggests a 
bleeding disorder or when the results of 
other screening tests are abnormal. A plate-
let function analyser can be used as a broad 
screening test for platelet dysfunction. 
Platelet aggregometry can also be used to 
assess platelet function but is more complex, 
requires co-ordination with the laboratory 
and is usually arranged in consultation 
with a haematologist.15,16

The four-criterion bleeding disorder 
screen recommended by the American Col-
lege of Obstetricians and Gynecologists can 
be used as a practical prompt in general 
practice for adolescents presenting with 
HMB (Box 2).1 The tool is designed to 
identify adolescents who need laboratory 
screening for an underlying bleeding disor-
der. Referral to or discussion with a haema-
tologist should be considered if any one 
criterion is met, particularly if von Wille-
brand disease or another bleeding disorder 
is strongly suspected. Referral should not be 
delayed solely because initial von Willebrand 
disease or platelet function testing is normal, 
as the results can be falsely reassuring during 
acute bleeding or severe anaemia.1

Pelvic ultrasound should not be ordered 
routinely as a first-line investigation for 
HMB in adolescents. Structural causes are 
rare in this age group, and anovulatory 
dysfunction accounts for most presenta-
tions. Experience from tertiary paediatric 
gynaecology services suggests that findings 

2. FOUR-CRITERION SCREENING  
TOOL FOR BLEEDING DISORDERS IN 
ADOLESCENTS WITH HEAVY 
MENSTRUAL BLEEDING*1

•	 Period duration: ≥7 days AND soaking 
through a pad or tampon in ≤2 hours

•	 A history of treatment for anaemia

•	 Family history of a known bleeding 
disorder

•	 Excessive bleeding after a dental 
extraction, surgery, delivery or miscarriage

* If any single criterion is met, consider referring the 
patient for haematological evaluation, including 
targeted testing for von Willebrand disease and platelet 
function. Standard prothrombin time and activated 
partial thromboplastin time results may be normal in 
confirmed von Willebrand disease.
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of pelvic ultrasound ordered for adoles-
cents with HMB rarely alter management. 
Requests for pelvic ultrasound remain com-
mon, likely because structural causes are 
common in adult women; however, the 
epidemiology is fundamentally different in 
adolescents. Pelvic ultrasound should not 
be ordered routinely as a first-line investi-
gation for HMB in adolescents. It is usually 
reserved for atypical pelvic pain or exami-
nation findings suggesting nonmenstrual 
pathology, or considered by a paediatric and 
adolescent gynaecologist when bleeding 
remains difficult to control despite appro-
priate management.1,2

Polyendocrine metabolic ovarian 
syndrome in adolescents
The condition previously known as poly-
cystic ovary syndrome was renamed PMOS 
in May 2026 to reduce the misleading 
emphasis on ovarian cysts and better reflect 
its broader endocrine and metabolic fea-
tures.17 PMOS can cause anovulatory HMB 
and should be considered when an adoles-
cent has features of polyendocrine meta-
bolic problems and androgen excess, as 
well as menstrual irregularity. However, 
the 2023 International Evidence-Based 
Guideline for the Assessment and Manage-
ment of Polycystic Ovary Syndrome places 
important limits on how the condition 
should, and should not, be diagnosed in 
adolescents.8

In adolescents, diagnosis requires both 
of the following:
•	 ovulatory dysfunction – defined by 

menstrual cycle irregularity according 
to years after menarche (Table 2)

•	 hyperandrogenism – which may be 
clinical (such as hirsutism or severe 
acne), biochemical or both, after other 
causes have been excluded.8 
Unlike in adults, polycystic ovarian mor-

phology on ultrasound and anti-Müllerian 
hormone levels should not be used as diag-
nostic criteria in adolescents because both 
can yield normal findings during pubertal 
development.8 Care should be taken when 
labelling and diagnosing adolescents with 
PMOS, as some may interpret the diagnosis 

as meaning they are infertile and therefore 
not use contraception, increasing the risk 
of unplanned pregnancy.

The timing after menarche is central to 
interpretation (Table 2).8 In the first year 
after menarche, cycle irregularity is normal 
and diagnostic criteria should not be 
applied. Between one and three years after 
menarche, cycles shorter than 21 days or 
longer than 45 days are considered abnor-
mal. More than three years after menarche, 
cycles shorter than 21 days or longer than 
35 days are considered abnormal. Pelvic 
ultrasound should not be used as a diag-
nostic criterion within eight years after 
menarche because polycystic ovarian mor-
phology is a normal finding at this stage of 
pubertal development.8 

For GPs, the practical implication is that 
pelvic ultrasound should not be ordered to 
confirm PMOS in any adolescent within 
eight years of menarche. A finding of poly
cystic ovarian morphology at this age is 
expected and does not establish the diag-
nosis. PMOS should not be diagnosed on 
the basis of irregular cycles alone; hyper-
androgenism must also be present. Irregular 
cycles in adolescents may reflect immaturity 
of the HPO axis but can also be associated 
with stress at home or school, excessive 
exercise, low body weight or overweight.18 
The diagnosis of PMOS should not be made 
within the first year after menarche, when 
cycle irregularity is normal.

When clinical features suggest PMOS 
but the diagnostic criteria are not fully met, 
the young person may be considered at risk 

of PMOS. Symptoms can be treated and the 
diagnosis reassessed over time, with formal 
re-evaluation three years after menarche. 
Other causes of hyperandrogenism and 
irregular cycles should be excluded before 
confirming a PMOS diagnosis, including 
congenital adrenal hyperplasia, hyperpro-
lactinaemia and thyroid disease. Testing 
may include 17-hydroxyprogesterone, pro-
lactin and thyroid function tests, guided by 
the clinical presentation.

The combined oral contraceptive pill 
is appropriate for symptom management 
in adolescents who are at risk of PMOS 
while the diagnosis is being clarified.

Management of heavy menstrual 
bleeding
Management of HMB depends on severity, 
haemodynamic status, the suspected 
underlying cause and the young person’s 
preferences. The overall goals are to reduce 
menstrual blood loss, prevent recurrence, 
correct iron deficiency and maintain qual-
ity of life. Where appropriate, options used 
continuously, without withdrawal bleed-
ing, are preferred.

The 52 mg levonorgestrel-releasing 
intrauterine system (IUS) is currently the 
most effective medical therapy for HMB 
in women without significant pathology, 
reducing menstrual blood loss by up to 
90%.2,19 It requires careful counselling 
about insertion, initial irregular spotting 
and the possibility of amenorrhoea over 
time. In adolescents, particularly younger 
adolescents, acceptance may vary; some 

TABLE 2. APPLICATION OF PMOS CRITERIA IN ADOLESCENTS*8

Time after menarche Application of PMOS criteria

<1 year after menarche Cycle irregularity is normal; do not apply PMOS criteria

>1 to <3 years after menarche Cycles <21 days or >45 days are abnormal

>3 years after menarche Cycles <21 days or >35 days are abnormal

Within 8 years after menarche Pelvic ultrasound should not be used as a diagnostic 
criterion for PMOS because polycystic ovarian morphology 
is a normal finding at this stage of pubertal development

Abbreviation: PMOS = polyendocrine metabolic ovarian syndrome.
* Based on the 2023 International Evidence-Based Guideline for the Assessment and Management of Polycystic Ovary 
Syndrome.
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young people and families may be hesitant 
about an intrauterine device, even when 
it is clinically appropriate. Shared decision- 
making and clear explanation of the 
noncontraceptive role of the device are 
therefore important.20 It may need to be 
inserted under brief general anaesthesia. 
Pelvic ultrasound is not required before 
insertion, and younger age is not a con-
traindication to insertion. 

Efficacy data on the 52 mg levonorgestrel-
releasing IUS in adolescents are limited, 
but available evidence is promising, includ-
ing in those with bleeding disorders – 
although such patients may require 
additional hormonal medications to help 
with ongoing spotting.21,22 Adolescents with 
complex comorbid pain conditions may 
have lower continuation rates and a higher 
likelihood of requesting removal; specialist 
review is appropriate when pain is a major 
concern.23

The 19.5 mg levonorgestrel-releasing IUS 
is smaller than the 52 mg levonorgestrel- 
releasing IUS, but it has not been specifi-
cally studied or licensed for HMB, and 
there is no evidence that its smaller size 
provides a clinical advantage for menstrual 
suppression in adolescents.24

A continuous combined oral contracep-
tive pill is an effective option for HMB and 
is suitable for most adolescents.1,2 Break-
through bleeding can often be managed by 
temporarily increasing the dose until bleed-
ing settles, under clinical guidance.1 This 
should be weighed against the increased 
risk of venous thromboembolism, particu-
larly in adolescents with risk factors such 
as obesity. Drospirenone-containing pills, 
such as those containing 20 to 30 microg 
ethinylestradiol and 3 mg drospirenone, are 
emerging as a well-tolerated option. The 
antiandrogenic and antimineralocorticoid 
properties of drospirenone may help reduce 
bloating, fluid retention and acne, and clin-
ical experience suggests they may be par-
ticularly useful in adolescents with features 
of PMOS or androgen excess.8,25 

Norethisterone is an oral progestogen 
that may be used when an adolescent can-
not tolerate oestrogen-containing therapy 

or when oestrogen is contraindicated. A 
dose of 5 to 10 mg/day may be used con-
tinuously. It is important to explain that 
norethisterone at this dose and regimen is 
not contraceptive.1 Depot medroxyproges-
terone acetate 150 mg administered intra-
muscularly every 12 weeks may also be 
considered to reduce HMB.2

Tranexamic acid is an effective nonhor-
monal option. It is taken during menstru-
ation on days of heavy bleeding, and is 
useful for adolescents who decline hormo-
nal therapy or as an adjunct to hormonal 
treatment.26 In the author’s experience, 
combining tranexamic acid with the 52 mg 
levonorgestrel-releasing IUS during the first 
few cycles after insertion can help manage 
initial heavy bleeding, if present, although 
more research is needed. NSAIDs, such as 
mefenamic acid 500 mg three times daily 
or naproxen 500 mg twice daily, can reduce 
menstrual blood loss when taken regularly 
during menstruation. They may be used 
with tranexamic acid, provided there are 
no contraindications. They should be 
avoided or used only with specialist advice 
in adolescents with a suspected or con-
firmed bleeding disorder because of their 
potential effect on platelet function.1,2

Iron deficiency: treat in every patient
Iron deficiency is almost universal in ado-
lescents with significant HMB and is often 
undertreated. Serum ferritin levels should 
be checked in every patient because a 
normal haemoglobin level does not exclude 
iron deficiency. In the author’s opinion, 
maintaining target iron stores (e.g. ferritin 
level 80–100 microg/L) may improve longer-
term wellbeing and reduce recurrent iron 
deficiency; however, further research is 
needed. Alternate-day dosing of oral ele-
mental iron (60–100 mg) is preferred in 
patients with iron deficiency, as it can help 
overcome hepcidin-induced reduced 
absorption and is associated with fewer 
gastrointestinal side effects. This strategy 
may not be adequate in patients with 
iron-deficiency anaemia but can be consid-
ered in those who experience side effects 
with daily dosing.27 Intravenous iron should 

be used when oral therapy is not tolerated 
or when rapid repletion is needed.28

Management specific to  
von Willebrand disease
Adolescents with confirmed von Wille-
brand disease should be co-managed with 
a haematologist. Desmopressin may be 
used for type 1 von Willebrand disease in 
patients who respond to formal challenge 
testing, but it should not be used for type 2B 
or type 3 disease. Von Willebrand factor 
or factor VIII concentrate may be needed 
for moderate-to-severe disease or disease 
that does not respond to desmopressin.29 
Tranexamic acid is an effective adjunct at 
all levels of severity. Hormonal therapy, 
including the combined oral contraceptive 
pill, the levonorgestrel-releasing intrauter-
ine system or a progestin, can reduce men-
strual blood loss and may be used first line 
in mild von Willebrand disease or as 
adjunctive therapy.29

An important clinical caveat is that von 
Willebrand factor is an acute phase reac-
tant. Testing von Willebrand factor levels 
during hospitalisation for acute bleeding 
or severe anaemia may produce falsely 
normal results.30 Von Willebrand disease-
specific testing should be arranged in the 
outpatient setting, four to six weeks after 
an acute episode has resolved.

Practical management tips
Management should be developmentally 
appropriate and centred on the young per-
son’s needs. Offering to see the patient alone 
for part of the consultation is best practice 
and often supports more accurate disclosure 
about sexual activity, mental health and 
concerns about treatment. Plain language 
should be used, and understanding should 
be checked before the patient leaves the 
consultation.

It is also important to validate the 
impact of HMB on the young person’s life. 
For many adolescents, it is not ‘just a heavy 
period’; the symptoms can substantially 
affect quality of life, school attendance, 
academic performance, and sport and 
social participation. Treatment options 
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should be discussed in terms of how they 
fit with the young person’s life, not only in 
terms of clinical efficacy. Cultural or family 
values that may affect acceptance of hor-
monal therapy should be acknowledged, 
and nonhormonal or alternative options 
explored where appropriate. These discus-
sions often need to be revisited at follow 
up, as health literacy, confidence and read-
iness to engage may develop over time.

When to refer
Consider referral of an adolescent with 
HMB to haematology if any criterion on 
the four-criterion bleeding disorder 
screen is met (Box 2), or if von Willebrand 
disease, platelet dysfunction or another 
bleeding disorder is confirmed or strongly 
suspected.1 Referral is also indicated if 
there is significant or recurrent iron-
deficiency anaemia, particularly when the 
haemoglobin level is less than 80 g/L.

Consider referral of a young person with 
HMB to an adolescent gynaecologist if 
they are haemodynamically unstable or 

require hospitalisation for HMB. Referral 
is also appropriate if structural pathology 
is suspected (e.g. haematocolpos, endome-
triosis, ovarian cyst requiring intervention), 
if insertion of a 52 mg levonorgestrel-
releasing IUS is being considered and 
procedural expertise is required, or if HMB 
does not respond despite appropriate 
management.2

Conclusion
HMB in adolescents is common, frequently 
under-recognised and sometimes the first 
sign of an underlying bleeding disorder. In 
general practice, the most important steps 
are to screen for a bleeding disorder using 
the four-criterion tool, treat iron deficiency 
in every patient and avoid routine pelvic 
ultrasound.

When considering PMOS as a cause 
of anovulatory HMB, apply the 2023 
International Evidence-Based Guideline 
criteria carefully. Pelvic ultrasound 
should not be used as a diagnostic crite-
rion within eight years of menarche, and 

both hyperandrogenism and ovulatory 
dysfunction are required for diagnosis. 
The label ‘at risk of PMOS’ is appropriate 
when features are present but the full 
criteria are not yet met.

Medical management, including the 
52 mg levonorgestrel-releasing IUS, com- 
bined hormonal therapy, tranexamic 
acid, NSAIDs and iron supplementation, 
is safe and effective in adolescents. Treat-
ment decisions are best made through 
shared decision-making tailored to the 
young person’s developmental stage, val-
ues and life context.�   MT
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