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MANAGEMENT OF SIDE EFFECTS OF PROGESTIN-ONLY HORMONAL CONTRACEPTIVES: 

AMENORRHEA OR ABNORMAL BLEEDING 
 

DEFINITION 

 

 

 

 

 

See below for: 

Patients using progestin-only birth control methods often experience irregular bleeding patterns (e.g., 

amenorrhea, irregular spotting, frequent spotting or heavy vaginal bleeding) but other causes (such as 

infection and other medications) must be evaluated before attributing changes to the method. Different 

progestin methods have different impacts on vaginal bleeding. Different treatment strategies are 

available depending upon the patient’s complaints and the method she is using. Newer combinations 

of treatments are under study. 

 

Amenorrhea, Unscheduled Spotting or Light Bleeding, Heavy or Prolonged Bleeding 

 
 

 Amenorrhea 

 

SUBJECTIVE Must exclude: Any scheduled or unscheduled bleeding or spotting in last 3 months. 

 

Must include: 

1. Current list of medications. 

2. Any recent changes in weight. 

 

May include:  

1. Recent history of cervical or uterine surgery. 

2. Symptoms of pregnancy, perimenopause. 

3. Symptoms of thyroid dysfunction, liver failure, renal failure. 

4. Symptoms of eating disorders. 

 

OBJECTIVE Must include: Weight, BMI 

 

May include: Galactorrhea, slow reflexes, new hair growth, yellowing teeth or callouses on finger  

knuckles, uterine or adnexal abnormality (consider ultrasound to confirm). 

 

LABORATORY Urine pregnancy test only if signs or symptoms of pregnancy and/or complaints of pelvic pain. 

 

ASSESSMENT Patient with amenorrhea while using progestin-only methods. 

 

PLAN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. If pregnancy test positive: 

a. Refer to ER if signs/ symptoms of ectopic pregnancy 

b. Discuss pregnancy options. 

2. If any other signs or symptoms of thyroid dysfunction, obtain TSH  

3. Evaluate all other causes of amenorrhea suggested by history and exam (galactorrhea, hirsutism, 

extremes of BMI): (See Delayed Menses or Secondary Amenorrhea in Premenopausal Women 

protocol). 

4. Reassure patient about delayed menses or amenorrhea due to progestin-only methods. Emphasize 

health benefits. Advise user of LNG-IUSs, ENG implant or progestin-only pills that amenorrhea is 

healthy and is not cause for any concerns about osteoporosis. 

5. Counsel DMPA user that amenorrhea can persist for months after discontinuing DMPA. In the 

absence of signs or symptoms of pregnancy, thyroid dysfunction or prolactinoma, no special 

testing is needed for the first 12 months of post-DMPA amenorrhea. 

6. Advise patient that amenorrhea rapidly reverses after removal of ENG implant or LNG-IUSs or 

cessation of progestin-only pills. If amenorrhea persists for more than 2 months after cessation of 

these progestin-only methods, further evaluation is warranted. 

7. Encourage continued use of method. 

8. Do not add estrogen or estrogen-containing methods to induce cyclic bleeding. 
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 Unscheduled Spotting or Light Bleeding 

 

SUBJECTIVE Must include complaint of: 

1. Unscheduled spontaneous vaginal spotting or light bleeding. 

 

Must exclude: 

1. Postcoital vaginal spotting or bleeding. 

 

OBJECTIVE Must exclude: 

1. Tachycardia. 

2. Evidence of significant blood loss (e.g., pallor of nail beds, conjunctivae). 

3. Any cervical lesions or evidence of trauma. 

 

LABORATORY 1. Hematocrit or hemoglobin, if patient symptomatic. 

2. Urine pregnancy test only if signs or symptoms of pregnancy and/or complaints of pelvic pain. 

 

ASSESSMENT 1. Patient with spotting or light bleeding while using progestin-only methods. 

 

PLAN 

 

 

 

1. If pregnancy test positive: 

a. Refer to ER if signs/symptoms of ectopic pregnancy 

b. Discuss pregnancy options. 

2. Perform pelvic exam for cervical or uterus pathology (polyps or fibroids) and STI tests, if 

indicated by history. 

3. If within first few cycles and patient not anemic, offer reassurance and ask patient to keep a 

menstrual calendar record. May consider offering treatment outlined in Plan below. 

4. If patient anemic, provide iron supplementation according to Anemia and Polycythemia protocol. 

5. Provide one of the following:  

a. NSAIDS are best started at beginning of bleeding episode but may be given at any time of 

bleeding. Consider one of the following.  

1) Ibuprofen 800 mg orally every 8 hours for 5-7 days. 

2) Naproxen 500 mg orally twice daily for 5-7 days. 

3) Mefenamic acid 500 mg orally twice daily for 5-7 days. 

b. Tranexamic acid 650 mg two tablets every 8 hours for up to the first 5 days of menses. Do not 

combine with estrogen therapy or NSAIDs.  

c. Cox-2 inhibitors are also more effective than placebo at arresting bleeding. 

d. Women using DMPA or implant may also use one of the following: 

1) Seven day course of oral estrogens, such as conjugated estrogen (1.25 mg) or estradiol (2 

mg). Contraindicated in women who have US MEC category 4 conditions for COCs. 

2) Combined hormonal contraceptive pill, patch or ring for short course (10-20 days) or for 

longer use (up to 3 months). Contraindicated in women who have US MEC category 4 

conditions for COCs. 

3) Medroxyprogesterone acetate 10 mg or norethisterone/norethindrone 5 mg orally twice 

daily for first 21 days a month for up to 3 months. 

e. For women using injection, early re-injection (at 10 weeks) may reduce unscheduled bleeding 

and spotting in subsequent cycle. 

6. Have patient keep menstrual calendar and return in 2-3 months for re-evaluation. 

7. If none of these therapies is accepted, and/or patient desires to discontinue method: 

a. Remove implant, if using.  

b. Offer new method of birth control. If patient candidate for estrogen-containing birth control 

methods, start one of those methods to control bleeding. See Combination Hormonal 

Contraceptive Methods – Identification of Candidate for Initiation or Restart protocol. If 

patient desires amenorrhea, consider extended cycle/continuous combined hormonal 

contraceptives (ring or COCs). 

c. If bleeding persists after discontinuation of method, consult MD. 

8. Instruct patient to return if bleeding continues or worsens despite therapy. 
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9. Advise patient to go to ER if symptoms of severe anemia develop or if bleeding becomes excessive. 

 

 Heavy or Prolonged Bleeding 

 

SUBJECTIVE Must include:   

1. Complaint of heavy (more than 5 pads/day) or prolonged bleeding. 

2. Symptoms of anemia (e.g. lightheadedness, headache, dyspnea on exertion, fatigue, palpitations 

and paresthesias). 

 

OBJECTIVE Must exclude: 

1. Tachycardia or hypotension. 

2. Evidence of significant blood loss  

(e.g., pallor of nail beds, conjunctivae, excessive active vaginal bleeding). 

3. Other pathology explaining bleeding (e.g. aborting fibroid, carcinoma, spontaneous abortion). 

 

LABORATORY Hematocrit or hemoglobin 

 

ASSESSMENT Patient with complaint of heavy or prolonged bleeding with progestin-only methods. 

 

PLAN 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Rule out pregnancy with sensitive urine pregnancy test. If pregnancy test positive, refer to ER if 

actively bleeding or if signs/symptoms of ectopic pregnancy. Arrange appropriate transportation. 

2. If patient is symptomatic from blood loss, has clinical signs of anemia (orthostatic changes in vital 

signs), has HCT < 25 or HGB <8 and is bleeding heavily, refer to ER. Arrange appropriate 

transportation.  

3. If patient anemic, provide iron supplementation according to Anemia and Polycythemia Protocol 

4. If patient candidate for outpatient management of acute excessive bleeding (vital signs stable, no 

excessive symptoms and is currently bleeding), see plan outlined for treatment in Acute and 

Chronic Heavy and/or Prolonged Menstrual Bleeding protocol.  

5. If patient clinically stable and candidate for outpatient therapy, but has no current bleeding, plan 

to use one of the following with subsequent bleeding episode(s): 

a. NSAIDS are best started at beginning of bleeding episode but may be given at any time of 

bleeding. Consider one of the following: 

1) Ibuprofen 800 mg orally every 8 hours for 5-7 days. 

2) Naproxen sodium 500 mg one tablet orally 2 times a day for 5-7 days 

3) Mefenamic acid 500mg twice daily for 5-7 days.  

b. Tranexamic acid 650 mg two tablets every 8 hours for up to the first 5 days of menses. Do not 

combine with estrogen therapy or NSAIDs. 

c. Cox-2 inhibitors are also more effective than placebo at arresting bleeding. 

d. Women using DMPA or implant may also use one of the following: 

1) Seven to ten day course of oral estrogens, such as conjugated estrogen (1.25 mg), 

estradiol (2 mg), 20-50 mcg EE or 25 mg estrone sulfate. (Contraindicated in women 

who have US MEC category 4 conditions for COCs). 

2) Combined hormonal contraceptive pill, patch or ring for 10-20 days. (Contraindicated in 

women who have US MEC category 4 conditions for COCs). 

3) Episodes of bleeding with contraceptive implants may be treated with mifepristone 25 mg 

orally twice daily with or without ethinyl estradiol 20 mcg for 5 days without increasing 

risk of pregnancy significantly (Consult MD). 

4) Have patient keep menstrual calendar with pad count and return for re-evaluation in 2 

months or PRN no response. 

6. If other therapies not accepted, and/or patient desires to discontinue method: 

a. Remove implant, if using. 

b. Offer new method of birth control. 

1)  If patient candidate for estrogen containing birth control methods, start one of those 

methods to control bleeding. See Combination Hormonal Contraceptive Methods – 

Identification of Candidate for Initiation or Restart protocol. If patient desires 
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PLAN 

(Continued) 

 

amenorrhea, consider extended cycle/continuous combined hormonal contraceptives (ring 

or COCs). 

c. If bleeding persists after discontinuation of method, consult MD. 

7. Instruct patient to return if bleeding does not improve with treatment. 

8. Instruct patient to go to ER if symptoms worsen significantly. 

 

 Amenorrhea, Spotting or Light Bleeding, Heavy or Prolonged Bleeding 

 

PATIENT 

EDUCATION 

 

 

 

 

 

1. Advise patient that amenorrhea and delayed menses are quite common with these progestin-only 

methods; spotting can frequently occur. Heavy bleeding is less common and may be more difficult 

to control. 

2. Explain to patient that the supplemental hormonal therapies for irregular bleeding may cause 

nausea and/or vomiting. Advise her to discontinue those hormonal supplements and to seek urgent 

medical care if she develops any of the warning symptoms or signs (ACHES) outlined in 

Combination Hormonal Birth Control Methods: Identification of Candidate and Initial Start and 

Restart protocol. 

3. Provide counseling about pregnancy testing with home pregnancy testing kits for asymptomatic 

women with delayed or absent menses who are concerned about pregnancy. 

4. Review follow-up plans and reinforce importance of keeping appointments. 

 

REFER TO ER 1. Patients with heavy vaginal bleeding and tachycardia (pulse >100), hypotension or orthostatic 

vital sign changes (BP drop of at least 15mm Hg or pulse increase by at least 20 beats per minute).  

2. Women who complain of significant symptoms of anemia. 

3. Women who are actively bleeding and HGB <8 or HCT <24. 

4. Patients with vaginal bleeding and positive pregnancy tests. Ectopic pregnancy or threatened 

abortion must be ruled out. 

 

CONSULT/  

REFER MD 

1. Patients who have persistent spotting or bleeding despite treatment. 

2. Patients who do not require ER evaluation and are not candidates for therapies outlined. 

3. Patients with new onset amenorrhea potentially attributable to systemic conditions or medications. 
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