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CONTRACEPTION

Progestin-only contraception—a di-
verse group of oral (progestin-only 
pills, or so-called minipills), inject-

able (depot medroxyprogesterone acetate), 
intrauterine (the levonorgestrel intrauter-
ine system), and implantable (etonogestrel 
implant) methods—may  offer advantages 
over estrogen-containing contraception:
 •  the fl exibility of distinctive methods 

of delivery
 •  the ability to initiate the method in 

postpartum breastfeeding women
 •  enhanced safety in women who 

should not be exposed to exogenous 
estrogens. 
Unpredictable bleeding is a major dis-

advantage of progestin-only contraception, 
however, and can cause women to discon-
tinue these methods—and discontinuation 
without an eff ective backup method creates 
a high risk of unplanned pregnancy. Th e 
signifi cant variability in bleeding patterns 
among progestin-only contraceptive meth-
ods hinders our ability to counsel patients 
about them.

Furthermore, the lack of uniform defi -
nitions of bleeding patterns with hormonal 

contraception, including progestin-only 
methods, makes it diffi  cult to counsel wom-
en accurately and compare bleeding pat-
terns among methods. 

Accurate prediction of the bleeding pat-
terns associated with progestin-only con-
traception could lower the discontinuation 
rate. For example, studies have shown that 
pretreatment counseling about expected 
side eff ects increases approximately four-
fold the acceptability and continuation of 
depot med roxyprogesterone acetate.1,2 

In this Update, we review the data on 
bleeding patterns associated with progestin-
only contraceptives, including the likelihood 
of 1) amenorrhea and 2) discontinuation due 
to changes in the bleeding pattern. 

We also discuss what has been learned 
about the treatment of changes in bleeding 
patterns induced by progestin-only contra-
ception. 

Our goal? To summarize the fi ndings in 
a comprehensive way that makes it easier 
for you to discuss expected bleeding pat-
terns with your patients—so that women can 
choose the method of contraception that is 
the best fi t for them.

Unpredictable bleeding with progestin-only contraceptives 

can lead to dissatisfaction and discontinuation. The authors 

scrutinize the reported experience with bleeding changes to 

help you better counsel your patients.
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One of the diffi  culties of interpreting clin-
ical data on bleeding patterns—with 

any type of contraception—is the lack of a 
universally accepted standard for collecting 
and reporting these data. Th e fi rst sugges-
tions for standardization were made in 1976, 
when Rodriguez and colleagues proposed 
using 90-day reference periods for analysis, 
as a way to minimize variability among indi-
vidual menstrual cycles.3

Subsequently, the World Health Organi-
zation’s (WHO’s) Special Programme of Re-
search, Development and Research Training 
in Human Reproduction developed recom-
mendations for data collection, terminology, 
presentation, and data analysis when report-
ing vaginal bleeding during clinical trials of 
hormonal contraception. Th ese recommenda-
tions became known as the WHO Belsey crite-
ria (TABLE 1). Th ey remain the standard.4

Under the WHO Belsey system:
 •  vaginal blood loss for which a woman 

uses sanitary protection is classifi ed as 
bleeding

 •  vaginal blood loss that does not result in 
the use of sanitary protection is consid-
ered spotting.

Th is system also specifi es indices for eval-
uating the bleeding pattern for each woman 
and reference period, including the number of 
bleeding-spotting days, number of bleeding-
spotting episodes, lengths of bleeding-spotting 
episodes, and bleeding-spotting-free intervals. 
A bleeding-spotting episode is defi ned as one 
or more consecutive days during which blood 
loss (bleeding or spotting) has been recorded, 
each episode being bounded by bleeding-
spotting-free days. Th e WHO Belsey criteria 
also identifi ed subgroups that have “clinically 
important bleeding patterns” (TABLE 1). 
But not all researchers use the WHO Belsey 
criteria. Many trials use, and report, their 
own system of analysis. Some researchers 
have chosen reference periods of other dura-
tions and study periods that range from 1 to 5 
years. Some studies report bleeding patterns 
by number of days, and others report the 
percentage of women experiencing a given 
bleeding pattern during a reference period. 
Th e lack of uniformity results in data that are 
diffi  cult to compare from one study to the 
next—and to explain to our patients. 

It’s unclear whether any of our research 
defi nitions of clinically signifi cant bleeding 
have ever been validated as clinically impor-
tant to our patients. Multiple studies do show 
that changes in menstrual bleeding patterns 
are a signifi cant cause of dissatisfaction with 
any given contraceptive method, but we 
don’t know if the number of days of bleeding-
spotting or the predictability of this bleeding-
spotting is the critical piece of information 
we should be relating to our patients.

In other words, do our beliefs about 
clinically important bleeding patterns refl ect 
women’s beliefs? 

Implantable contraception
Th e etonogestrel (ENG) implant (Implanon) 
is the only implantable contraceptive avail-
able in the United States. Th is single-rod 

Describing bleeding patterns 
is a challenging task

Pattern  Defi nition 

Amenorrhea  No bleeding

Prolonged bleeding   1 or more bleeding-spotting episodes lasting longer 

than 14 days 

Frequent bleeding  More than 5 bleeding-spotting episodes 

Infrequent bleeding  1 or 2 bleeding-spotting episodes 

Irregular bleeding  3 to 5 episodes with more than 3 bleeding-free inter-

vals of 14 days or longer 

Normal bleeding None of the above are present

This system establishes criteria for defi ning clinically important bleeding patterns during a 90-day 

reference period. Adapted from: Belsey EM et al.4

 The WHO Belsey system of bleeding patterns TABLE 1

Studies show that 
changes in menstrual 
bleeding patterns can 
cause dissatisfaction 
with any contraceptive 
method
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contraceptive can be used for as long as 3 
years. 

Contraceptive implants, including the 
levonorgestrel implants once sold in the 
United States and still available in some 
parts of the world, are highly eff ective. Th e 
Implanon prescribing information reports a 
fi rst-year failure rate of 0.38 pregnancies for 
every 100 woman-years of use; Hatcher and 
co-workers reported a failure rate of 0.5 Th e 
diff erence is based on how the FDA defi nes 
pregnancy in contraceptive trials. In fact, 
the only pregnancies reported with the ENG 
implant happened after it was removed. Im-
portantly, the studies evaluated by the FDA 
included only women not using any medica-
tions known to induce liver metabolism (the 
cytochrome P450 pathway) and who were 
between 80% and 130% of ideal body weight. 
Th e effi  cacy of the ENG implant for women 
who are taking medications that induce liver 
metabolism or who are greater than 130% of 
their ideal body weight is unknown.

Th e effi  cacy of the ENG implant is likely 
derived from suppression of ovulation and 
increased cervical mucus viscosity. Associ-
ated changes in the endometrium that occur 

with this low dosage of progestin are likely 
the primary cause of irregular and unpre-
dictable bleeding. 

Several studies have sought to describe 
the bleeding patterns experienced with the 
ENG implant.6–8 During the fi rst 3 months, 
approximately 50% of all women using the 
ENG implant reported bleeding-spotting
(TABLE 2) for 30 days, on average (TABLE 3). 
Th e number of days decreases to approxi-
mately 20 bleeding-spotting days for each 
90-day reference period at 6 to 24 months, 
with wide variability. For example: From 3 to 
6 months, women reported 22 days of bleed-
ing-spotting (standard deviation, 20 days); 
from months 21 to 24, 20 days of bleeding-
spotting (standard deviation, 14 days).7 

After using the ENG implant for 2 years, 
therefore, most women can expect the num-
ber of bleeding-spotting days for every 90-day 
reference period to range between 6 and 34 
days. Th ese days of bleeding-spotting are often 
noncontinuous, however. On average, women 
reported three separate bleeding-spotting epi-
sodes for every 90-day reference period.7

Although individual bleeding patterns 
are unpredictable, women who had no 
bleeding, or infrequent bleeding, at the be-
ginning of use of the ENG implant had only 
a “small chance” of bleeding frequently.6 Th e 
most common bleeding pattern observed 
throughout the study was infrequent bleed-
ing, defi ned as fewer than three episodes of 
bleeding in a 90-day reference period (ex-
cluding amenorrhea).7

Amenorrhea may not persist. Th e amenor-
rhea rate at 6 months of use and beyond 
ranges from 10% to 20% (TABLE 4, page 20). 
Importantly, women who are amenorrheic 
in one 90-day reference period are not nec-
essarily the ones who are amenorrheic in 
another reference period. So, unlike what is 
more commonly seen with other progestin-
only methods, such as injectables, amenor-
rhea is not sustained for most women.

Th is unpredictable pattern aff ects con-
tinuation of the ENG implant (TABLE 5, page 
23). Irregular bleeding is the most common 
reason women cite for discontinuation, ac-
counting for 30% to 60% of all women who 

The main cause of 
the irregular and un-
predictable bleeding 
seen with the ENG 
implant is probably 
progestin-related 
changes in the 
endometrium 

Months

Study 3 6 9 12 18 24

DMPA

Sangi-Haghpeykar 

(1996)33

46% 43% 40%

Cromer (1998)34 24% 10%

ENG implant

Croxatto (2000)9 40–

50%

LNG-IUS

Datey (1995)32 18% 6% 3% 1% 4%

Hidalgo (2002)20 25% 8% 11%

Progestin-only pill

Sheth (1982)35 21–

55%*

6–

42%*

* Percentage reporting prolonged, frequent, or irregular bleeding.

Key: DMPA, depot medroxyprogesterone acetate; ENG implant, etonogestrel implant; LNG-

IUS, levonorgestrel intrauterine system.

 What percentage of  women taking progestin-
only contraception report bleeding-spotting?
 TABLE 2
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discontinue early.7,9

Overall, approximately 4% of ENG users 
discontinue the method at 1 year. Ten percent 
to 20% discontinue each year thereafter be-
cause of intolerance to bleeding changes.6–9

Th ere are, however, diff erences in dis-
continuation rates across cultures. In an 
integrated analysis of 13 diff erent trials that 
evaluated patterns of vaginal bleeding with 
the ENG implant where the rate of menstrual 
changes was similar, women from Europe 
and Canada were much more likely (23%) 
to discontinue the implant because of those 
changes than women from Southeast Asia 
and Chile were (2%).6 Th is fi nding may refl ect 
diff erences in cultural beliefs or disparate ac-
cess to other contraceptive options.10

PERSPECTIVE AND GUIDANCE 
FOR YOUR PRACTICE

The pattern of bleeding seen with the ENG 

implant is like the activity of the heart in atrial 

fi brillation: irregularly irregular. Still, most (80%) 

women continue to use it beyond 1 year. In fact, 

the discontinuation rate for the ENG implant is 

less than that of depot medroxyprogesterone 

acetate (DMPA) and progestin-only pills.

 Most ENG implant users report no diffi -

culty tolerating the associated unpredictable 

bleeding; it’s possible that they had unpre-

dictable bleeding at baseline, or were drawn 

to the improvement in their dysmenorrhea.6

 Importantly, unpredictable bleeding does 

not affect effi cacy; the ENG implant remains 

one of the most effective long-acting revers-

ible contraceptives. For women who can toler-

ate unpredictable bleeding, the ENG implant is 

a highly effective contraceptive option. 

Injectable contraception
Approved by the FDA in 1992, DMPA (Depo-
Provera) has good effi  cacy and long-acting 
protection. Disadvantages include unpre-
dictable bleeding, weight gain, acne, depres-
sion, hair loss, and the controversial issue of 
decreased bone loss with prolonged use.
What are the expected changes in bleed-
ing patterns with DMPA? Women often have 
unpredictable patterns, with infrequent but 
prolonged bleeding-spotting episodes.11 Th e 
overall incidence of irregular bleeding can be 
as high as 70% in the fi rst year of use.12 Irreg-
ular bleeding decreases with continued use, 
to as low as 10% after the fi rst year (TABLE 2). 

Although the number of bleeding-spot-
ting days decreases over time, women have 

Months

Study 0–3 4–6 7–9 10–12 13–15 16–18 19–21 22–24 36

DMPA

Belsey (1988)11 16* 9 4 3

Hubacher (2009)31 21 18 14 10

ENG implant

Affandi (1998)6 26 19 16 16 17 18 18 18

Zheng (1999)8 34 22 19–22

Funk (2005)7 31 22 19 19 18 19 17 20

LNG-IUS

Datey (1995)32

Total days of bleeding 9 7 6 5 5 5

Total days of spotting 10 5 5 4 4 4

Progestin-only pill

Belsey (1988)11 15–18

*All values in the table represent an average number of days in a 90-day reference period.

Key: DMPA, depot medroxyprogesterone acetate; ENG implant, etonogestrel implant; LNG-IUS, levonorgestrel intrauterine 

system.

 How many days of bleeding-spotting do women have when they 
use progestin-only contraception?
 TABLE 3

80% of users of
the ENG implant 
continue to use it 
after 1 year, despite
unpredictable
bleeding
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reported as many as 10 days of irregular 
bleeding-spotting between 9 and 12 months 
of use (TABLE 3, page 19). Th e rates of irregu-
lar bleeding and amenorrhea are similar for 
the subcutaneous formulation of DMPA.13

DMPA is often used because of the high 
likelihood of amenorrhea. However, amenor-
rhea is not accomplished in most women in a 
short time. At 3 months of use, 10% to 45% of 
women report amenorrhea; after 1 year, the 
rate increases to 40% to 70% (TABLE 4). At 5 
years, 80% of women report amenorrhea.12

A source of frustration. DMPA’s high discon-
tinuation rate, compared with what is seen 
with other contraceptives, can be frustrating 
for patients and clinicians. Irregular bleed-
ing is the most common reason for discon-
tinuation. Approximately 35% of women who 
start DMPA discontinue it during the fi rst 3 
months of use because of irregular bleeding 

(TABLE 5, page 23). Th e cumulative discontin-
uation rate rises over time: At 1 year, 40% to 
60% of women who started DMPA will have 
discontinued it because of changes in bleed-
ing patterns (TABLE 5). Furthermore, 70% of 
women reporting DMPA discontinuation 
due to bleeding changes stopped the method 
after the fi rst injection.14

Paul and colleagues conducted a tele-
phone survey to determine the patterns of 
use and reasons for discontinuation among 
DMPA users.15 Of 252 DMPA users surveyed, 
20% cited menstrual disturbances as the rea-
son for discontinuation. Th ese changes were 
equally distributed: amenorrhea, irregular 
bleeding, and heavy bleeding, all 6.8%. 

Of approximately 7,000 women who 
participated in the 2002 National Survey for 
Family Growth, 600 had used DMPA in the 
past. Th irty-four percent pointed to a dislike 
of changes in menstrual periods as the rea-
son for discontinuation.16

Not surprisingly, helping your patient 
develop realistic expectations about bleed-
ing patterns with DMPA can decrease the 
discontinuation rate. Women who received 
repeated, structured information about 
DMPA were less likely to discontinue it be-
cause of menstrual disturbances (amenor-
rhea and irregular and heavy bleeding) than 
were women in a routine counseling group 
(OR, 0.20; 95% CI: 0.11, 0.37).17

Other investigators have reported simi-
lar fi ndings, with a fourfold to sixfold lower 
likelihood of discontinuation because of 
bleeding changes among women who re-
ceived detailed counseling about DMPA.1,2

PERSPECTIVE AND GUIDANCE 
FOR YOUR PRACTICE

DMPA is effective and convenient, but unpre-

dictable bleeding in the fi rst year of use is not 

uncommon. The irregularity is similar to that 

seen with the ENG implant in the fi rst 6 months 

of use. Thereafter, DMPA users are more likely 

to achieve and maintain amenorrhea, com-

pared to ENG implant users.

Intrauterine contraception
Th e main mechanism of contraceptive ac-

CONTINUED ON PAGE 23

Months

Study 3 6 9 12 24

DMPA

Belsey (1988)11 8% 22% 39% 45%

Sangi-Haghpeykar (1996)33 46% 53% 59%

Cromer (1998)34 34% 60%

Polaneczky (1998)14 23% 40% 65% 40%

Canto (2001)1 35% 70%

Jain (2004)13 (DMPA-SC) 26% 38% 55%

Hubacher (2009)31 12% 25% 37% 46%

ENG implant

Affandi (1998)6 2% 19% 25% 23% 21%

Zheng (1999)8 2% 19% 10% 15%

Croxatto (2000)9 12-20%

Funk (2005)7 2% 14-20%

LNG-IUS

Andersson (1994)21 17%

Hidalgo (2002)20 44% 50% 50%

Progestin-only pill

Belsey (1988)11 0% 0% 0% 0%

Sheth (1992)35 3-8% 0-2%

Kovacs (1996)24 5-10%

Key: DMPA, depot medroxyprogesterone acetate; ENG implant, etonogestrel implant; LNG-

IUS, levonorgestrel intrauterine system.

 What percentage of  women taking progestin-
only contraception report amenorrhea? 
 TABLE 4
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tion in the levonorgestrel intrauterine system 
(LNG-IUS) (Mirena) is signifi cant thicken-
ing of cervical mucus, resulting in a physi-
cal barrier to sperm penetration; ovulation 
inhibition may also contribute. In a study of 
women who had been using the LNG-IUS for 
4 years, 88% (15/17 cycles) were still ovulato-
ry according to progesterone levels, but only 
47% (8/17 cycles) showed normal follicular 
growth and rupture by ultrasonography.18

Th e effi  cacy of the LNG-IUS is 99.8%.6

Advantages of the LNG-IUS include 
its high eff ectiveness; long-term action; in-
creased rate of menstrual cycles that are 
shorter, lighter, and marked by less cramp-
ing as use continues; and a high likelihood of 
amenorrhea as duration of use lengthens. 

As with other progestin-only contracep-
tives, the major disadvantage of the LNG-IUS 
is associated irregular bleeding that, as is the 
case with DMPA, appears to decrease with 
duration of use for most women. 
What are the expected changes in bleeding 
patterns with LNG-IUS? Local eff ects of the 
LNG-IUS on the endometrial lining include 
stromal pseudodecidualization, glandular at-
rophy, and increased infi ltration of leukocytes 
in the endometrium. Th ese eff ects, combined 
with partial inhibition of ovulatory function, 
commonly result in irregular bleeding.

Th e number of days of bleeding-spotting 
is pronounced in the fi rst 3 to 6 months after 
insertion. Approximately 18% of women re-
ported bleeding-spotting in the fi rst 3 months; 
6% to 25%, at 6 months; and only 1% of wom-
en, approximately, at 12 months (TABLE 2, 
page 18). 

In a survey of Finnish women who used 
the LNG-IUS, 45.2% reported irregular bleed-
ing, and 18.1% reported spotting, at some 
point during use.19 Importantly, the preva-
lence of bleeding-spotting does decrease 
with duration of use. Nevertheless, as many 
as 10% of women still report irregular bleed-
ing-spotting at 2 years (TABLE 2, page 18).

As with other progestin-only contra-
ceptives, amenorrhea rates for the LNG-IUS 
vary (TABLE 4, page 20). In a Brazilian study 
of 256 women, 44% reported amenorrhea at 
6 months; 50%, at 12 and 24 months.20 In a 

larger study of 1,821 Finnish women, howev-
er, only 17% of women reported amenorrhea 
at 12 months.21 A survey study of approxi-
mately 16,000 Finnish women who used the 
LNG-IUS found that 75% reported that they 
“totally or occasionally missed menses” at 
any time during as long as 5 years of use.19

Th e discontinuation rate for the LNG-
IUS is lower than for the ENG implant or 
DMPA. Still, changes in bleeding patterns 
are the most common reason for discontinu-
ation. At 1 year of use, approximately 10% of 
women discontinue the LNG-IUS because of 
changes in the bleeding pattern (TABLE 5). 

In the most comprehensive study of early 
removal of the LNG-IUS, the total discontinu-
ation rate—for all reasons—increased to 13% 
at 2 years, 19% at 3 years, 25% at 4 years, and 
35% at 5 years.19 Women who reported exces-
sive bleeding were almost three times more 
likely to discontinue the LNG-IUS early than 
women who did not report such a problem 
(RR, 2.77; 95% CI: 2.5, 3.07). Women who ex-

Months

Study 3 6 9 12 24 36

DMPA

Potter (1997)36 43%

Sangi-Haghpeykar (1996)33 34.1% 58%* 78%*

Davidson (1997)37 31% 49%* 58%

ENG implant

Croxatto (2000)9 19%

Zheng (1999)8 4% 6.1%* 8.4%*

Affandi (1998)6 23%

Funk (2005)7 13%

LNG-IUS

Datey (1995)32 13.8%

Luukkainen (1987)38 7.5%

Andersson (1994)21 5.8%* 8.3%* 9.6%*

Progestin-only pill

Belsey (1988)39 10%

Sheth (1982)35 25% 34.5%*

Graham (1992)25 18% 25% 35%*

*Percentages are cumulative across the months studied.

Key: DMPA, depot medroxyprogesterone acetate; ENG implant, etonogestrel implant; LNG-

IUS, levonorgestrel intrauterine system.

 What percentage discontinue progestin-only 
contraception because of a change in bleeding pattern?
 TABLE 5
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perience spotting are almost twice as likely to 
discontinue early (RR, 1.89; 95% CI: 1.75, 2.05). 
Others have reported the cumulative discon-
tinuation rate to be as low as 14.4% at 5 years 
(when measuring discontinuation because of 
changes in menstrual bleeding) and as high as 
35% at 5 years (when considering the total dis-
continuation rate for all reasons).21

Amenorrhea lowers the discontinuation 
rate. In one analysis, women who reported 
that they “totally or occasionally missed pe-
riods” were half as likely to discontinue the 
LNG-IUS as those who didn’t make such a 
report (RR, 0.46; 95% CI: 0.43, 0.50).19

PERSPECTIVE AND GUIDANCE 
FOR YOUR PRACTICE

Irregular bleeding is common with the LNG-

IUS in the fi rst 3 to 6 months of use, but over-

all discontinuation is relatively low—probably 

because of the high likelihood that bleeding 

patterns improve over time. Still, irregular 

bleeding remains the most common reason for 

discontinuation. Realistic expectations about 

bleeding patterns and the lower likelihood for 

amenorrhea, in comparison with DMPA, are 

important variables to discuss with women 

who are considering the LNG-IUS.

Progestin-only pills
Progestin-only pills (POPs) have a failure rate 
that ranges from 1.1 to 9.6 for every 100 users 
in the fi rst year.22 A POP is used most often by 
women in whom estrogen is contraindicated, 

including those who are breastfeeding.23

Disadvantages. POPs require precise ad-
herence and make irregular vaginal bleed-
ing likely. Although 40% to 50% of women 
who take a POP have normal menstrual 
cycles, 40% have short, irregular cycles, 
and another 10% experience even more 
markedly irregular cycles—from spotting to 
amenorrhea.22

Studies that precede the WHO Belsey 
system showed that 1) as many as 70% of 
women who use a POP reported “break-
through bleeding-spotting” in one or more 
cycles and 2) 6% to 16% have “breakthrough 
bleeding or inter-menstrual spotting” in all 
cycles (TABLES 2 AND 3, pages 18 and 19).24,25 

On average, 25% of women discontinue 
POPs because of changes in their menstrual 
cycle (TABLE 5, page 23). 

PERSPECTIVE AND GUIDANCE 
FOR YOUR PRACTICE

The mechanism that results in irregular vagi-

nal bleeding in women taking a POP is unclear; 

evidence suggests that incomplete suppres-

sion of ovulation and direct endometrial effects 

are possible. To the frustration of patients and 

clinicians, it isn’t possible to predict who will 

have irregular bleeding—i.e., there is no asso-

ciation between body weight, or age, and the 

risk of irregular bleeding. As with other proges-

tin-only methods, irregular bleeding is the most 

common reason for discontinuing POPs.26 

A Cochrane Review of POPs is under way.27

Is unpredictable bleeding with 
progestin-only contraceptives 
treatable?

Bleeding and discontinuation rates as-
sociated with progestin-only contra-

ceptives that are observed in clinical trials, 
especially rates used for FDA review and ap-
proval of a product, don’t always translate to 

real-life medicine. Typically, in such trials, 
no treatment for irregular or unacceptable 
bleeding patterns is permitted: If an eff ective 
treatment is available, overall acceptability 
and continuation of the contraceptive could, 

Forty percent of 
women who use a 
progestin-only pill 
have short, irregular 
cycles; another 10% 
experience even 
more markedly
irregular cycles—
from spotting to 
amenorrhea
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potentially, be boosted. Th is matter is most 
relevant with injectable, intrauterine, and 
implantable progestin-only methods.
Findings of one meta-analysis. A recent Co-
chrane review evaluated the literature until 
December 2006 on the treatment of vaginal 
bleeding irregularities induced by progestin-
only contraceptives.28 Twenty-three random-
ized controlled trials, encompassing 2,674 
subjects, were included. Seventy percent of 
the trials that were included were determined 
to refl ect a low or moderate risk of bias.

Treatment with estrogen alone reduced 
the number of days of an ongoing bleeding 
episode among DMPA and levonorgestrel 
implant (Norplant) users. Treatment often 
led to individuals’ discontinuation in a study, 
however, because of gastrointestinal upset. 
Combined oral contraceptives can treat amen-
orrhea with success among DMPA users. 

Antiprogestins such as mifepristone 
cause a reduction in bleeding among women 
using the levonorgestrel implant, but are not 
of benefi t for ENG implant users.

Last, use of NSAIDs to treat irregular 
bleeding has shown variable effi  cacy. Ad-
ditional small studies cited in the Cochrane 
Review suggest that the following treatments 
were more eff ective than placebo for termi-
nating an episode of bleeding among women 
using progestin-only contraception: the anti-
progestin mifepristone for DMPA and POP 
users; mifepristone plus an estrogen for 
ENG implant users; and doxycycline for ENG 
implant users.28

Overall, some women benefi t from at-
tempts at treatment. Th e authors of the Co-
chrane Review caution that their fi ndings do 
not support the routine clinical use of any of 
the regimens included in the trials, particu-
larly for obtaining a long-term eff ect.28

Newer trials, different fi ndings? A more 
recent double-blind, randomized trial, in 
which the subjects were 100 Th ai women, 
showed that irregular bleeding with DMPA 
ceased completely in 88% of those treated 
with tranexamic acid, 250 mg QID for 5 days, 
compared with 8% of women in whom bleed-
ing ceased after treatment with placebo.29

Another recent randomized trial found 

that mifepristone, combined with ethinyl es-
tradiol or doxycycline, was signifi cantly more 
eff ective than placebo in ending an episode 
of bleeding in ENG implant users. No im-
provement was seen, however, in subsequent 
bleeding patterns, and improvement with 
treatment, compared with placebo, amount-
ed to a decrease of only about 2 days.30

Noticeably missing from the literature 
are large trials that evaluate the use of com-
bined hormonal contraceptives for bleeding 
irregularities in women using long-acting 
progestin-only contraceptives. True, some 
women use these methods because of a con-
traindication to estrogen-containing meth-
ods, but, in reality, most women who use 
these methods do so because of their high 
effi  cacy and ease of use. 

PERSPECTIVE AND GUIDANCE 
FOR YOUR PRACTICE

For women who use the ENG implant or LNG-

IUS and have no contraindication to estrogen-

containing contraceptives, we often provide 

a short (1 or 2 months) course of a combined 

hormonal contraceptive when they fi nd bleed-

ing irregularities bothersome. 

 Because the serum progestin level pro-

vided with these methods is extremely low, add-

ing a low-dose combined oral contraceptive, 

contraceptive patch, or contraceptive vaginal 

ring is not that different than using any of the 

combined hormonal contraceptives. A woman 

will not become pregnant if she forgets to take 

the pill or the ring falls out because she still has 

the progestin-only method in place. And if the 

short course of a combined hormonal contra-

ceptive helps her continue the more effective 

method, then the overall goal of avoiding unin-

tended pregnancy is better accomplished.

 Large trials to evaluate the use of com-

bined hormonal methods in such circum-

stances would, of course, be of great benefi t.

Good counseling ® informed choice 
® adherence and continuation
 With all forms of progestin-only contracep-
tion, unpredictable bleeding occurs often 
and is the most common reason for method 
discontinuation.

Most women who 
use progestin-only 
methods do so 
because of effi cacy 
and ease of use—
not because of any 
contraindication to 
estrogen

CONTINUED ON PAGE 26
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Counseling that explicitly discusses the 
high likelihood of unpredictable menstrual 
bleeding allows women to prioritize this issue 
in their choice of a contraceptive.

Informed choice leads to a better con-
tinuation rate for progestin-only methods. 
Seeking understanding. We lack full under-
standing of exactly what it is about changes 
in bleeding patterns that matter to women. 
Have defi nitions of bleeding and spotting that 
researchers utilize missed quality of life con-
cerns that are more relevant to women? Are 

women concerned about how many days are 
spent avoiding sexual activity? Do religious 
restrictions fi gure prominently for some? How 
dissatisfi ed are they with days of cramping or 
bloating without bleeding? What do women 
want to know when they consider the bleed-
ing patterns for their contraceptive options? 

Th e answers to these questions likely 
vary from patient to patient—and that ob-
servation leads us back to grasping the art 
of contraceptive counseling: Our counseling 
needs to be concise, relatable, and honest. 

References

1. Canto De Cetina TE, Canto P, Ordoñez Luna M. 
Eff ect of counseling to improve compliance in Mexican 
women receiving depot-medroxyprogesterone acetate. 
Contraception. 2001;63:143–146. 
2. Lei ZW, Wu SC, Garceau RJ, et al. Eff ect of 
pretreatment counseling on discontinuation rates in 
Chinese women given depo-medroxyprogesterone 
acetate for contraception. Contraception. 1996;53:357–
361. 
3. Rodriguez G, Faundes-Latham A, Atkinson LE. An 
approach to the analysis of menstrual patterns in the 
critical evaluation of contraceptives. Stud Fam Plann. 
1976;7(2):42–51. 
4. Belsey EM, Machin D, d’Arcangues C. Th e analysis 
of vaginal bleeding patterns induced by fertility 
regulating methods. World Health Organization Special 
Programme of Research, Development and Research 
Training in Human Reproduction. Contraception. 
1986;34:253–260. 
5. Hatcher RA, Trussell J, Nelson AL, Cates W Jr, 
Stewart F, Kowal D. Contraceptive Technology. 19th ed. 
New York: Th omson Reuters; 2008. 
6. Aff andi B. An integrated analysis of vaginal 
bleeding patterns in clinical trials of Implanon. 
Contraception. 1998;58(6 Suppl):99S–107S. 
7. Funk S, Miller MM, Mishell DR Jr, et al; Implanon 
US Study Group. Safety and effi  cacy of Implanon, 
a single-rod implantable contraceptive containing 
etonogestrel. Contraception. 2005;71:319–326. 
8. Zheng SR, Zheng HM, Qian SZ, Sang GW, Kaper 
RF. A randomized multicenter study comparing 
the effi  cacy and bleeding pattern of a single-rod 
(Implanon) and a six-capsule (Norplant) hormonal 
contraceptive implant. Contraception. 1999;60:1–8. 
9. Croxatto HB. Clinical profi le of Implanon: a 
single-rod etonogestrel contraceptive implant. Eur J 
Contracept Reprod Health Care. 2000;5 Suppl 2:21–28. 
10. Power J, French R, Cowan F. Subdermal 
implantable contraceptives versus other forms of 
reversible contraceptives or other implants as eff ective 
methods of preventing pregnancy. Cochrane Database 
Syst Rev. 2007;(3):CD001326. 
11. Belsey EM. Vaginal bleeding patterns among 
women using one natural and eight hormonal methods 
of contraception. Contraception. 1988;38:181–206. 
12. Haider S, Darney PD. Injectable contraception. 
Clin Obstet Gynecol. 2007;50:898–906. 
13. Jain J, Jakimiuk AJ, Bode FR, Ross D, Kaunitz 
AM. Contraceptive effi  cacy and safety of DMPA-SC. 
Contraception. 2004;70:269–275. 

14. Polaneczky M, Liblanc M. Long-term depot 
medroxyprogesterone acetate (Depo-Provera) 
use in inner-city adolescents. J Adolesc Health. 
1998;23(2):81–88. 
15. Paul C, Skegg DC, Williams S. Depot 
medroxyprogesterone acetate. Patterns of use 
and reasons for discontinuation. Contraception. 
1997;56:209–214. 
16. Moreau C, Cleland K, Trussell J. Contraceptive 
discontinuation attributed to method dissatisfaction in 
the United States. Contraception. 2007;76:267–272. 
17. Halpern V, Grimes DA, Lopez L, Gallo MF. 
Strategies to improve adherence and acceptability 
of hormonal methods for contraception. Cochrane 
Database Syst Rev. 2006;(1):CD004317. 
18. Barbosa I, Olsson SE, Odlind V, Goncalves T, 
Coutinho E. Ovarian function after seven years’ use of a 
levonorgestrel IUD. Adv Contracept. 1995;11(2):85–95. 
19. Backman T, Huhtala S, Blom T, Luoto R, Rauramo I, 
Koskenvuo M. Length of use and symptoms associated 
with premature removal of the levonorgestrel 
intrauterine system: a nation-wide study of 17,360 
users. BJOG. 2000;107:335–339. 
20. Hidalgo M, Bahamondes L, Perrotti M, Diaz J, 
Dantas-Monteiro C, Petta C. Bleeding patterns and 
clinical performance of the levonorgestrel-releasing 
intrauterine system (Mirena) up to two years. 
Contraception. 2002;65:129–132. 
21. Andersson K, Odlind V, Rybo G. Levonorgestrel-
releasing and copper-releasing (Nova T) IUDs during 
fi ve years of use: a randomized comparative trial. 
Contraception. 1994;49:56–72. 
22. Speroff  L, Fritz MA. Clinical Gynecologic 
Endocrinology and Infertility. 7th ed. Philadelphia, Pa: 
Lippincott Williams & Wilkins; 2004. 
23. Collins J, Crosignani PG; ESHRE Capri Workshop 
Group. Hormonal contraception without estrogens. 
Hum Reprod Update. 2003;9:373–386. 
24. Kovacs G. Progestogen-only pills and bleeding 
disturbances. Hum Reprod. 1996;11 Suppl 2:20–23. 
25. Graham S, Fraser IS. Th e progestogen-only mini-
pill. Contraception. 1982;26:373–388. 
26. McCann MF, Potter LS. Progestin-only oral 
contraception: a comprehensive review. Contraception. 
1994;50(6 Suppl 1):S1–S195. 
27. Grimes DA, Lopez LM, O’Brien P, Raymond EG. 
Progestin-only pills for contraception (Protocol). 
Cochrane Database Syst Rev. 2009;(1):CD007541. 
28. Abdel-Aleem H, d’Arcangues C, Vogelsong KM, 
Gülmezoglu AM. Treatment of vaginal bleeding 
irregularities induced by progestin only contraceptives. 
Cochrane Database Syst Rev. 2007;(4):CD003449. 

29. Senthong AJ, Taneepanichskul S. Th e eff ect 
of tranexamic acid for treatment irregular uterine 
bleeding secondary to DMPA use. J Med Assoc Th ai. 
2009;92:461–465. 
30. Weisberg E, Hickey M, Palmer D, et al. A 
randomized controlled trial of treatment options for 
troublesome uterine bleeding in Implanon users. Hum 
Reprod. 2009;24:1852–1861. 
31. Hubacher D, Lopez L, Steiner M, Dorfl inger 
L. Menstrual pattern changes from levonorgestrel 
subdermal implants and DMPA: systematic review and 
evidence-based comparisons. Contraception. 2009. 
doi:10.1016/j.contraception.2009.02.008 .
32. Datey S, Gaur LN, Saxena BN. Vaginal bleeding 
patterns of women using diff erent contraceptive 
methods (implants, injectables, IUDs, oral pills)—
an Indian experience. An ICMR Task Force Study. 
Indian Council of Medical Research. Contraception. 
1995;51:155–165. 
33. Sangi-Haghpeykar H, Poindexter AN 3rd, Bateman 
L, Ditmore JR. Experiences of injectable contraceptive 
users in an urban setting. Obstet Gynecol. 1996;88:227–
233. 
34. Cromer BA, Berg-Kelly KS, Van Groningen JP, 
Seimer BS, Ruusuvaara L. Depot medroxyprogesterone 
acetate (Depo-Provera) and levonorgestrel (Norplant) 
use in adolescents among clinicians in Northern 
Europe and the United States. J Adolesc Health. 
1998;23:74–80. 
35. Sheth A, Jain U, Sharma S, et al. A randomized, 
double-blind study of two combined and two 
progestogen-only oral contraceptives. Contraception. 
1982;25:243–252. 
36. Potter LS, Dalberth BT, Cañamar R, Betz M. Depot 
medroxyprogesterone acetate pioneers. A retrospective 
study at a North Carolina Health Department. 
Contraception. 1997;56:305–312. 
37. Davidson AR, Kalmuss D, Cushman LF, Romero 
D, Heartwell S, Rulin M. Injectable contraceptive 
discontinuation and subsequent unintended 
pregnancy among low-income women. Am J Public 
Health. 1997;87:1532–1534. 
38. Luukkainen T, Allonen H, Haukkamaa M, et 
al. Eff ective contraception with the levonorgestrel-
releasing intrauterine device: 12-month report 
of a European multicenter study. Contraception. 
1987;36:169–179. 
39. Belsey EM. Th e association between vaginal 
bleeding patterns and reasons for discontinuation of 
contraceptive use. Contraception. 1988;38:207–225. 

26_OBGM0809   2626_OBGM0809   26 7/22/09   10:44:01 AM7/22/09   10:44:01 AM


