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Abstract Abnormal uterine bleeding (AUB) is a common
reason for a woman to present at her gynaecologist. In this
issue of Gynecological Surgery, a new terminology for AUB
is proposed. The terminology used at present is not accurate
for the characterisation of a normal menstruation. The need
for a consensus on the nomenclature and the clinical
application of the terms describing AUB is urgently needed.
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Background

A uniform description of patients’ symptoms will give
comparable data and is a key factor to improved effective-
ness and efficacy in health care. Via the linkage of shared
terms and concepts, patient data can be uniformly tabulated.
This will increase the possibility to compare treatment
results across borders and can help in the development of
new medical knowledge.

The definition for clinical terminology is as follows [1]:

Standardized terms, and their synonyms, which record
patients findings, circumstances, events, and interven-
tions with sufficient detail to support clinical care,
decision support, outcome research, and quality
improvement; and can be efficiently mapped to
broader classifications for administrative, regulatory,
oversight, and fiscal requirements.

Terminology is a convenient nickname which can mean
a lot or have almost no meaning. Terminology should
include the entire problem, such as: classification, nomen-
clatures, language labels and concepts.

The purpose of formalised nomenclature is to enable
clinicians to use a set of defined terms. These terms should
correspond to formal concepts organised by a classification
schema.

Abnormal uterine bleeding (AUB) can be classified as
either a systemic, iatrogenic or local disorder. It may occur
as a result of pregnancy, local or systemic defect of the
haemostasis or structural pathology (i.e. myomas, adeno-
myosis, neoplasm). If no known cause is found, the term
dysfunctional uterine bleeding (DUB) may be applied.
DUB can be found in women with or without ovulation
(anovulatory DUB). This abnormality may even be present
together with asymptomatic myomas or endometrial pol-
yps. DUBs are not uniformly defined and the term is used
with several different meanings by clinicians, i.e. as
symptoms, signs or diagnosis.

The English terms amenorrhea, oligomenorrhea, poly-
menorrhea, metrorrhagia, menorrhagia, menometrorrhagia
and hypermenorrhea, are extensively used to describe
different abnormalities of menstrual bleeding. The medical
subject headings for AUB are classified by the National
Library of Health. The term menorrhagia belongs to two
categories. In one category, it is ranked as a uterine disease,
while in another, it refers to a symptom or a sign. The
International Classification of Disease (ICD) has 16 (ICD-
10) codes for AUB. It involves three main categories: (i)
excessive, frequent and/or irregular menstruation; (ii)
absent, scanty and rare menstruation; (iii) other abnormal
uterine and vaginal bleeding. The present incomplete
characterisation of the term AUB causes inconsistent
assortment in the categories. The term has no uniform
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simple nomenclature classification and it is not substanti-
ated by pathophysiological description.

Summary of the process

The aim was to develop a clinical standardised terminology
that could be accepted globally. First, a group of 35
experienced clinicians and scientists from around the world,
experts in the field, were brought together. The panellists
were selected to represent the international community of
obstetrician-gynaecologists and related clinicians and sci-
entists, with participants from developing as well as
developed countries.

Secondly, consensus was developed among the panel of
experts, by use of the modified Delphi technique, which is a
formal method used for group consensus. This process was
organised by a specialised team with extensive experience
of the technique. The process started with an open
questionnaire to be filled out by each expert. The aggregate
ratings were then shared with the entire group at a face-to-
face meeting. After discussion, the panellists re-rated each
item. In subsequent rounds, the participants were asked to
rate the relative importance of specific items. After
subsequent rounds, consensus was finally developed.

The differences in the interpretation of commonly used
terms were obvious already from the start. An international
nomenclature for what is normal was needed and the group
reached consensus on the four key terms, including the
frequency of menses, regularity of menses, duration of flow
and volume of monthly blood loss. A normal range for each
term was established based on previous studies.

One of the main agreements of the consensus conference
was that the menstrual terminology of the English language
was ill-defined. These terms should be discarded and,
instead, simple descriptive terms that could be understood
by ordinary women and translated into most languages
should be used. Four areas needed further description: cycle
regularity, menstrual period frequency, duration of flow and
volume of flow. These four areas require more explicit
inquiry in a structured clinical history and simple key words
should be used to describe the most important features (e.g.
“heavy, irregular menstrual bleeding”).

Main advantages

Definition of normality

This is the first uniform consensus on what to define as
normal and abnormal. Several population studies have
established the definition of normal bleeding (5th to 95th

percentiles). The new terminology defines normal ranges
for the four main features of uterine bleeding (regularity,
frequency, duration and volume). It seems obvious that all
four aspects of bleeding should be normal to represent
normality. The ICD-10 codes used at present include
several abnormal aspects of bleeding but not the four main
features for normal bleeding. The differences are outlined in
Table 1 (old terms and new terms). Normal values for cycle
frequency, cycle length and cycle variation are based on
structured questionnaires and interviewing, while normal
ranges for the volume of bleeding are based on assessment
of the menstrual bleeding volumes.

A structured interview using standardised documentation
of bleeding problems should be preformed to define
whether the four main features are normal or abnormal
and should be followed by a quantification of the problem.
Does it affect the daily quality of life and, if so, how?
Although some studies have shown that patients with heavy
bleeding, defined as bleeding volume of more than 80 ml,
could not be identified without a bleeding assessment test,
some studies have implicated that key questions in
combination with measurements of serum ferritin could
identify these patients quite accurately [2].

Common language today

The commonly used terminology includes translation to
medical language that is understandable for medical
professionals but not understandable for patients and in
this translation, information might be lost. Furthermore, the
terminology to describe different abnormalities is not
uniformly defined by the doctors. Thus, the effort to
translate common terms of bleeding problems to medical
terminology not only results in the loss of information but it
also seems to decrease the precision of the terminology that
can distinguish between different bleeding problems. Even
in the panel participating in this process, there was no
consensus on the meaning of the prior terminology. The
new nomenclature has the advantage of using words
understandable to both patients and doctors. This could
also help bring the communication of bleeding problems
into a common frame of understandable terminology for
both patients and doctors.

The factors instigating a woman to attend a specialist
clinic for symptoms of abnormal uterine will always be the
women’s own perception and understanding of her prob-
lem. When women complain of AUB, they may refer to
changes in their prior bleeding pattern [3] and this bleeding
pattern is only known by the patient. Bleeding complaints
may either be heavy bleeding, cycle-related changes or
pain. Most often, complaints are combinations of these
parameters [4]. How women present their complaint to
doctors seems to depend on the severity of symptoms and
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their impact on daily life [5] but also on the expectations of
the doctor [6]. Therefore, communication between patients
and doctors on bleeding problems may not result in a
common understanding [4]. Often, the doctor and patients
are not in concordance with what are the main problems.
Doctors seems to interpret most bleeding problems as
heavy bleeding [7], while the main problem for the patient
may be other aspects of abnormal bleeding, such as pain,
discomfort and premenstrual problems [4].

Future perspectives

This article clearly identified the need for a better
terminology to describe AUB. The results could be biassed,
as the consensus panel represents a small number of
physicians and the results may not be reproducible in
general practice. The consensus group was mostly consti-
tuted by people with an interest in research. The main
problem with the diverging nomenclature is that it makes
research and development in the field difficult, and these
problems are undoubtedly most evident for clinicians
carrying out research. Moreover, the benefit of common
terminology is obvious when you are treating cancer
patients and the survival of the patient is the outcome. In
AUB, the change of the terminology may improve
minimally invasive treatment options, which is the major
goal. Thus, better terminology may result in the survival of
the uterus and improved life but it will not change the
survival of the patient. Clinicians who are doing research in
the field of AUB are now focussing on minimally invasive
treatment but does the major medical society, associations,
payers and governments agree in this aim?

Thus, the next step could be to evaluate whether there is
consensus in a larger group of clinicians on the proposed
terminology. Are the common clinicians aware of the
problem? Only a few clinicians may be aware of the fact that
doctors and women often use different terminology, as well as
language, when they describe terms of abnormal bleeding.

Moreover, even if a better terminology exists, will the
clinicians be willing to go through all of the confusions
which will follow the introduction of new terminology?
Will the clinicians change their habits and live with all of
the disadvantages that the introduction of a new nomencla-
ture will give?

A government or medical association initiated alteration
in terminology will only be successful when clinicians
accept the need for an alteration. The alterations should
give meaning to the clinicians in their everyday lives and
help in their decision making, quality improvement and not
be changed due to administrative and regulative purposes.

From a clinician’s point of view, an important improve-
ment in terminology should include the whole modern
concepts of AUB. Thus, this process should be continued

and completed not merely using a system for symptoms and
signs but also for diagnosis. A modern evaluation of AUB
with blood test, ultrasound or hysteroscopy should be
followed by a “decision–treatment” logic pathophysiologic
diagnosis. Implementation of a pathophysiologic descrip-
tion of the different subgroups of AUB should include a
uniform description of diseases of female genital organs
and common uterine causes: myomas, number, size and
location, presence of adenomyosis, endometrial abnormali-
ties, polyps and hyperplasia. Furthermore, systemic disease,
coagulation disorders, ovulation and endocrine disturbances
should also be included in a uniform simple classification
and coding system (Table 1). A simple coding system which
implements the four main issues of AUB should be
developed. A change in the ICD-10 system, which
corresponds logically with the new terms, may be needed.

Thus, this process has merely started and should be
followed by a process of development of a simple
pathophysiologic etiologic classification of abnormalities,
along with room for new etiologic items. The whole
terminology should include classification, nomenclatures,
language labels and uniform concepts.

When a logic change of the overall terminology is
completed, the alterations in terminology should be
implemented. At this point, the advantage of a complete
concept of a uniform simple up-to-date classification and
coding system both for symptoms and diagnosis may be
more evident. Thus, the benefit in decision making and
quality improvement should be so obvious for clinicians
that implementation could be simple.

References

1. Chute CG (2000) Clinical classification and terminology: some
history and current observations. J Am Med Inform Assoc 7
(3):298-303

2. Warner PE, Critchley HO, Lumsden MA, Campbell-Brown M,
Douglas A, Murray GD (2004) Menorrhagia I: measured blood loss,
clinical features, and outcome in women with heavy periods: a
survey with follow-up data. Am J Obstet Gynecol 190(5):1216-1223

3. O’Flynn N, Britten N (2000) Menorrhagia in general practice—
disease or illness? Soc Sci Med 50(5):651-661

4. Warner P, Critchley HO, Lumsden MA, Campbell-Brown M,
Douglas A, Murray G (2001) Referral for menstrual problems:
cross sectional survey of symptoms, reasons for referral, and
management. BMJ 323(7303):24-28

5. Santer M, Wyke S, Warner P (2007) What aspects of periods are
most bothersome for women reporting heavy menstrual bleeding?
Community survey and qualitative study. BMC Womens Health 7:8

6. Echlin D, Garden AS, Salmon P (2002) Listening to patients with
unexplained menstrual symptoms: what do they tell the gynaecol-
ogist? BJOG 109(12):1335-1340

7. Santer M, Warner P, Wyke S (2005) A Scottish postal survey
suggested that the prevailing clinical preoccupation with heavy
periods does not reflect the epidemiology of reported symptoms
and problems. J Clin Epidemiol 58(11):1206-1210

84 Gynecol Surg (2008) 5:81–84


	Perspectives on “Abnormal uterine bleeding—an international agreement on terminologies and definitions”
	Abstract
	Background
	Summary of the process
	Main advantages
	Definition of normality
	Common language today
	Future perspectives

	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


