Women who experience heavy menstrual bleeding:
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to midlife, Australia, 2000-2021: a longitudinal cohort
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The known: The prevalence of heavy menstrual bleeding among
women of reproductive age in Australia, and its change across the
reproductive lifespan, are uncertain.

The new: Serial surveys of a cohort of Australian women found
that at age 22 years 17.6% reported heavy bleeding during the
preceding twelve months, rising to 39.3% of women aged 48
years who menstruated. Higher body mass index, iron deficiency,
and endometriosis were associated with heavy bleeding. Health-
related quality of life was poorer for women who experienced
heavy menstrual bleeding.

The implications: Given the burden of the condition, it is
important that Australian women are aware of and have access to
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effective care for heavy menstrual bleeding. D

mental wellbeing of women is increasingly recognised."”

The estimated prevalence ranges between 4% and 52%,?
the broad variation in estimates explained by differences in the
methods and instruments used to assess heavy bleeding, the
cultural and social context of the studies, whether women not
currently menstruating were excluded, and the ages of the study
participants.3

The impact of heavy menstrual bleeding on the physical and

Until the early 2000s, heavy menstrual bleeding was defined
as menstrual blood loss exceeding 80mL per cycle;* however,
this criterion did not reflect individual perceptions of “heavy”
bleeding.! Most countries have now moved to a more person-
centred approach, as outlined in the National Institute for Health
and Care Excellence (NICE) guideline55 and adopted by the
Australian Commission on Safety and Quality in Health Care
Clinical Standards,® in which heavy menstrual bleeding is based
on self-report and defined as “excessive menstrual blood loss
which interferes with a woman’s physical, social, emotional and/
or material quality of life. It can occur alone or in combination
with other symptoms.”” This change in definition also reorients
treatment options from minimising blood loss to improving
quality of life.”

In Australia, little is known about the prevalence of heavy
menstrual bleeding across the reproductive lifespan, nor about
the characteristics of women who experience this condition. The
Australian Longitudinal Study on Women’s Health (ALSWH)
could investigate these questions, as participants have been
asked to report their experiences of heavy periods in nine
surveys across more than two decades, allowing us to track
heavy menstrual bleeding in a cohort of women born during
1973-1978 from young adulthood to midlife.
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Abstract

Objectives: To estimate the prevalence of heavy menstrual
bleeding among Australian women from young adulthood to midlife
(22-48 years) and investigate the characteristics of women who
experience this condition; to investigate the relationship of heavy
menstrual bleeding and health-related quality of life.

Study design: Longitudinal cohort survey study (Australian
Longitudinal Study on Women'’s Health, ALSWH).

Setting, participants: Australia; baseline cohort of 14 247 women
born during 1973-1978, recruited in 1996; eight post-baseline
surveys undertaken at 3-year intervals, 2000-2021.

Main outcome measures: Self-reported frequency of heavy
menstrual bleeding during the preceding twelve months (never/
rarely, sometimes, often); frequency of heavy menstrual bleeding
by socio-demographic, behavioural, health, and reproduction-
related characteristics; mean physical and mental health-related
quality of life scores (36-item Short Form health survey, SF-36) by
frequency of heavy menstrual bleeding. Results are weighted to
adjust for oversampling of participants from rural and remote areas.

Results: Data for 11311 respondents to at least one ALSWH
post-baseline survey were included in our prevalence analysis.

The prevalence of sometimes or often experiencing heavy
menstrual bleeding increased from 17.6% at age 22 years (124 of

691 respondents) to 32.1% at 48 years (359 of 1132 respondents);
the proportion who reported often experiencing the condition
increased from 6.1% (45 participants) to 12.1% (136 participants). The
likelihood of often experiencing heavy menstrual bleeding increased
with body mass index (40 kg/m? or greater v18.5-24.9 kg/m?:

risk ratio [RR], 2.27; 95% confidence interval [Cl], 1.93-2.67), and

was greater for respondents who reported low iron levels (RR, 2.26;
95% Cl, 2.03-2.51) or endometriosis (RR, 2.29; 95% Cl, 2.06-2.54).
Similar associations were seen for sometimes experiencing heavy
bleeding. Mean health-related quality of life scores for women who
reported heavy menstrual bleeding were lower in all domains and
for the summary mental health and physical health scores than for
women who reported never or rarely experiencing the condition; the
differences were greater for women who often experienced heavy
menstrual bleeding.

Conclusions: Heavy menstrual bleeding was reported by large
minorities of women of reproductive age, and the proportion
increased with age. Many women experience symptoms that have
a substantial impact on their physical and mental health-related
vuality of life.

The objectives of our study were to estimate the prevalence of
self-reported heavy menstrual bleeding from young adulthood
to midlife in Australia, to investigate the characteristics of
women who experience this condition, and to investigate the
relationship of heavy menstrual bleeding with health-related
quality of life.
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Methods

The ALSWH is a longitudinal population-based study that
recruited three cohorts of women in 1996: women born during
1973-1978, 1946-1951, or 1921-1926. Women invited to participate
had been randomly selected from people identified as “female”
in the Medicare database; women living in rural and remote
areas were sampled at twice the rate of women in urban areas to
facilitate statistical comparisons.”

For the study we report in this article, we analysed survey and
linked administrative health records data for women in the
1973-1978 ALSWH cohort, followed up approximately every
three years; participants completed surveys 2 to 9 during
2000-2021, and were aged 43-48 years at the most recent survey
(survey 9). We analysed data for women who consented to
linkage of their survey responses with data on health service use
(Pharmaceutical Benefits Scheme [PBS] and Medicare Benefits
Schedule [MBS] databases).

The Australian Longitudinal Study on Women’s Health data
recruited participants who were identified as female in the
Medicare database in 1996. In this article, “woman” is defined
as any person with a uterus, including transgender and binary
people who do not identify as women.

Data collection

At each survey, participants were asked: “In the last 12 months
have you had heavy periods?”; the response options were “never”,
“rarely”, “sometimes”, “often”. The women were not provided
with any guidance about the levels of severity or frequency
corresponding to these response options. As our focus was
women who reported frequent heavy menstrual bleeding, for
this study we grouped the responses as never/rarely, sometimes,

and often.

We extracted data on age, remoteness of residence,® highest
educational attainment, labour force participation, smoking
status, and level of physical activity. We also collected data on
body mass index (BMI; derived from self-reported height and
weight), depressive symptoms (Center for Epidemiological
Studies Depression Scale [CESD-10]; score of 10 or more indicates
significant level of depressive symptoms),’ and self-reported
diagnoses of hypertension (other than during pregnancy), low
iron levels, endometriosis, and polycystic ovary syndrome
(PCOS).

The reproduction-related characteristics we included were the
number of times the woman had given birth, and the use of
progestogen implants or levonorgestrel-releasing intrauterine
devices (IUDs) as ascertained in linked PBS and MBS data. The
recorded date of supply was used as a proxy for the date the
implant or IUD was inserted; we assumed that implant use was
for three years (1.5 years in a post hoc sensitivity analysis), IUD
use for five years (3.3 years in a sensitivity analysis, based on
mean duration of use'’). We also included as a dichotomous
variable the self-reported use of other hormonal contraceptives
at each survey (oral contraceptives, combined or progestogen-
containing only; injection [eg, Depo-Provera]; vaginal ring [eg,
Nuvaring]). Whether women had had a hysterectomy or bilateral
oophorectomy or had experienced menopause was also asked
in each survey (further details: Supporting Information, part 1).

In each survey, health-related quality of life was assessed with
the Medical Outcomes Study 36-item short form health survey
(SE-36),!' which comprises eight domains (physical functioning,

role-limiting physical problems, bodily pain, general health,
vitality, social functioning, role-limiting emotional problems,
mental health) and two component summary scores (physical
health, mental health). Scores for each of the domains and the
two summary scores range from 0 to 100, with higher scores
indicating better health-related quality of life.

Statistical analysis

We estimated the prevalence of heavy menstrual bleeding
from responses to surveys 2 to 9. As in earlier ALSWH studies,
we omitted survey 1 data from this analysis because several
symptoms were reported more frequently than in subsequent
surveys, possibly indicating a telescoping effect; that is, when
women were first asked to report symptoms, they may have
underestimated how recently they occurred.

We estimated the prevalence of heavy menstrual bleeding by
year of age, using the three frequency categories, for all survey
respondents. We then estimated the prevalence after excluding
women who had hysterectomies or bilateral oophorectomies
or who had completed menopause (ie, were no longer at risk
of heavy menstrual bleeding). All prevalence estimates were
weighted by residential remoteness category to adjust for the
oversampling of women from rural and remote areas at the time
of ALSWH recruitment.

We assessed associations of socio-demographic, behavioural,
health, and reproduction-related characteristics with heavy
menstrual bleeding for respondents to at least one of surveys 3
(2003) to 9 (2021); we did not include survey 2 in this analysis
because questions onlabour force participation werefirstincluded
in survey 3. We summarise the characteristics of participants
at survey 3 (analysis baseline) by heavy menstrual bleeding
frequency category as numbers and proportions weighted by
residential remoteness category. Given the three categories of the
heavy bleeding outcome, and that the outcome was not rare, we
assessed associations between each characteristic and sometimes
or often experiencing heavy bleeding using log-multinomial
regression,”” weighted by residential remoteness category, using
the cluster option to account for repeated measures; we report
risk ratios (RRs) with 95% confidence intervals (CIs). This was
a time-varying analysis, as the exposure and outcome category
for individuals could differ at each survey. Women no longer at
risk of heavy bleeding (women who reported hysterectomy or
bilateral oophorectomy, or had experienced menopause) were
excluded from this analysis at subsequent survey time points.

Finally, we assessed the differences between heavy menstrual
bleeding frequency categories in the mean SF-36 domain and
summary component scores for surveys 2 to 9, excluding women
who had reported hysterectomy, bilateral oophorectomy, or
menopause, using analysis of variance (ANOVA). As differences
between the three heavy menstrual bleeding frequency
categories in mean scores were all statistically significant at each
survey, and the magnitude of these differences did not markedly
differ between surveys, we report results (means with 95% Cls)
only for survey 9 (when participants were aged 43-48 years).

Descriptive and ANOVA analyses were undertaken in SAS 9.4
TSIM, log-multinomial regression analyses in Stata/SE 14.2 for
Windows.

Ethics approval

The ALSWH survey program has ongoing ethics approval
from the human research ethics committees of the University



of Newcastle (H-076-0795) and the University of Queensland
(2004/HE000224). The ALSWH also has institutional human
research ethics committee approval for external record
linkage (University of Newecastle, H-2011-0371; University of
Queensland, 2012/HE000132). Access to MBS and PBS data
collections was approved by the Australian Institute of Health
and Welfare human research ethics committee (EC00103),
protocol EO2020/3/1115).

Results

Prevalence of heavy menstrual bleeding and hormonal
contraception use (ALSWH surveys 2-9)

Of the 14247 women in the ALSWH 1973-1978 cohort, we
excluded 746 women (5.2%) who did not consent to data
linkage, 2178 (15.3%) who responded only to the initial survey,
and twelve women (0.1%) who did not respond to questions
about heavy menstrual bleeding in surveys 2 to 9. Data for
11311 participants were included in the prevalence analysis
(Supporting Information, figure 1).

The proportion of participants who reported often experiencing
heavy menstrual bleeding increased from 6.1% (45 of 691
participants) at 22 years of age to 12.1% (136 of 1132 participants)
at 48 vyears; the proportion who reported sometimes
experiencing heavy menstrual bleeding increased from 11.5%
(79 participants) to 20.0% (223 participants) (Box 1). By the age of
48 years, 112 women (8.6%) had had hysterectomies or bilateral
oophorectomies, and 107 (9.6%) had experienced menopause;
after excluding these women, 14.8% of 48-year-old women (136
of 913 participants) reported experiencing heavy bleeding often
and 24.5% (223 of 913 participants) sometimes (Supporting
Information, figure 2).

The proportion of women who used levonorgestrel-releasing
IUDs increased from 0.3% in 2000 (24 of 9124 women aged 22-27
years) to 194% in 2021 (1271 of 6547 women aged 43-48 years);
the proportions who reported using progestogen implants was
3-4% at each survey, and the proportion using other hormonal
contraception declined from 55.6% (5069 women) to 9.5% (621
women) (Supporting Information, table 2).

Characteristics associated with heavy menstrual bleeding
(ALSWH surveys 3-9)

After excluding 699 participants who did not respond to surveys
after survey 2, and 1213 women for whom covariate information
was missing, we included 9399 participants in the analysis of
factors associated with heavy menstrual bleeding (Supporting
Information, figure 1). The likelihood of often experiencing
heavy menstrual bleeding increased with BMI (40kg/m? or
greater v 18.5-24.9 kg/mzz RR, 2.27; 95% CI, 1.93-2.67), and was
greater for respondents who reported low iron levels (RR, 2.26;
95% CI, 2.03-2.51) or endometriosis (RR, 2.29; 95% CI, 2.06-2.54).
It was also greater for women who did not have university
degrees, formerly or currently smoked, reported no or low levels
of physical activity, had given birth two or more times, had
depressive symptoms, or reported diagnoses of hypertension
or PCOS than for respondents in the respective comparator
groups. The likelihood of often experiencing heavy menstrual
bleeding was not significantly influenced by IUD use, either
when assuming duration of use to be five years (RR, 0.93; 95%
CI 0.83-1.04) or 3.3 years (RR, 1.05; 95% CI, 0.93-1.18); it was
lower for women who used progestogen implants (three years:
RR, 0.58; 95% CI, 0.46-0.73; 1.5 years: RR, 0.59; 95% CI, 0.44-0.80)
or other hormonal contraceptives (RR, 0.36; 95% CI, 0.33-0.41).
Associations for the likelihood of reporting heavy menstrual
bleeding sometimes were similar (Box 2).

1 Proportions of Australian Longitudinal Study on Women’s Health survey respondents who reported frequency of heavy menstrual
bleeding during the preceding twelve months (never or rarely, sometimes, or often), hysterectomies or bilateral oophorectomies, or
menopause, by age at survey
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2 Socio-demographic, behaviour, health, and reproduction-related characteristics for

9399 respondents to at least one of Australian Longitudinal Study on Women’s Health
surveys 3 (2003) to survey 9 (2021) and frequency of heavy menstrual bleeding during

the preceding twelve months: log-multinomial regression analysis*

Heavy menstrual bleeding: risk ratio

(95% c1)’
Number in category

Characteristic (survey 3)' Sometimes Often
Respondents to survey 3 5784
Age (years), mean (standard deviation) 271(1.5) — —
Age, per year at survey — 1.03 (1.03-1.03) 1.05 (1.04-1.05)
Residential remoteness®

Major cities 3319 (69.1%) 1 1

Inner regional 1485 (18.1%) 1.02(0.95-1.09)  1.07 (0.97-118)

Outer regional/rural/remote 980 (12.8%) 0.91(0.83-0.99)  0.97 (0.85-1.10)
Educational qualification (highest)

Degree or higher 2746 (52.3%) 1 1

Trade/diploma 1459 (24.2%) 118 (110-1.26) 129 (117-1.42)

High school or less 1579 (23.5%) 1.09 (1.01-118) 1.8 (1.14-1.43)
Labour force status

Employed 4852 (85.2%) 1 1

Unemployed 241 (3.6%) 113(0.99-1.28)  1.34 (115-1.57)

Not in labour force*
Smoking status

Never smoked

Formerly smoked

Currently smokes

Physical activity level (METmin/week)

High (1000 or more)

Moderate (500-999)

Low (33.3-499)

None/sedentary (less than 33.3)
Body mass index (kg/m?)

Below 18.5

18.5-24.9

25.0-29.9

30.0-34.9

35.0-39.9

40 or higher
Self-reported hypertension

No

Yes

Self-reported low iron (deficiency or
anaemia)

No
Yes

691 (11.2%)

3409 (59.7%)
1024 (17.5%)
1351 (22.8%)

2116 (36.8%)

1415 (24.8%)

1832 (31.4%)
421(7.0%)

245 (4.5%)
3354 (59.7%)
1318 (21.7%)

549 (9.0%)

201(3.3%)

17 (1.7%)

5658 (97.9%)
126 (2.1%)

4900 (84.7%)
884 (15.3%)

0.85 (0.78-0.93)

1
113 (1.05-1.20)
117 (1.08-1.27)

1
1.09 (1.02-117)
1.04 (0.97-171)
112 (1.03-1122)

1.09 (0.91-1.31)
1

113 (1.06-1.21)

1.32 (1.22-1.43)

1.38 (1.25-1.54)

1,52 (1.36-1.71)

1
1.20 (1.06-1.35)

1
1.24 (113-1.35)

0.86 (0.76-0.96)

1
128 (117-1.41)
1.22 (1.09-1.38)

]
1.04 (0.95-114)
116 (1.06-1.27)
1.45 (1.30-1.62)

114 (0.88-1.48)
1

127 (115-1.40)

1.67 (1.49-1.87)

194 (1.69-2.22)

227 (1.93-2.67)

1
1,62 (1.39-1.88)

1
2.26 (2.03-2.51)

Continues

Mean health-related quality of life
scores for women who reported heavy
menstrual bleeding were lower in all
domains and for the summary mental
health and physical health scores at
survey 9 (age 43-48 years) than for
women who reported never or rarely
experiencing the condition. Further,
mean quality of life scores were lower
for women who often experienced heavy
menstrual bleeding than for women who
sometimes experienced heavy bleeding
(Box 3). The differences in mean scores
by frequency category were similar
across surveys 3 to 9 (data not shown).

Discussion

A considerable proportion of our cohort
of Australian women born during
1973-1978 reported experiencing heavy
menstrual bleeding often or sometimes
during the preceding twelve months;
the overall proportion increased from
17.6% at age 22 years to 32.1% at 48
years. After excluding the 18.2% of
women aged 48 years no longer at risk
of heavy menstrual bleeding because
they had had hysterectomies or bilateral
oophorectomies or had experienced
menopause, 39.3% of participants aged
48 vyears reported heavy menstrual
bleeding. At each survey, experiencing
heavy menstrual bleeding was associated
with lower mean levels of both physical
and mental health-related quality of life.

Our estimates of the prevalence of
heavy menstrual bleeding are broadly
consistent with those of other studies,
including cross-sectional surveys of
1575 Australian women aged 20-39
years (28% perceived their periods to
be heavy or very heavy),” 4610 Scottish
women aged 25-44 years (35%),"* and
865 Brazilian women aged 18-45 years
(35%)."> Our findings also confirm
the increasing prevalence of heavy
menstrual bleeding as women move
into the late pre-menopause-menopause
transition."” Increasing prevalence with
age and differences between studies in
the frequency of use of treatments such
as long-acting reversible contraception
and hysterectomy need to be considered
when comparing estimates of prevalence
in different studies.

Women who reported endometriosis,
PCOS, or depressive symptoms were
more likely to report that they often
experienced heavy menstrual bleeding.
While other studies have found that
women with endometriosis are more



2 Continued
Heavy menstrual bleeding: risk ratio
(95% CIy’
Number in category

Characteristic (survey 3)" Sometimes Often
Depressive symptoms®

No (CESD-10 score 10 or less) 4288 (74.5%) 1 1

Yes (CESD-10 score greater than 10) 1496 (25.5%) 131(124-139)  1.81(1.68-1.95)
Number of births

None 4116 (74.5%) 1 1

One 791 (12.8%) 1.09 (1.00-119)  1.09 (0.96-1.24)

Two 641 (9.4%) 1.21(113-1.30) 1.41(1.27-1.57)

Three or more 236 (3.3%) 130 (1.20-1.40)  1.87 (1.66-2.09)
Self-reported endometriosis

No 5441 (94.3%) 1 1

Yes 343 (5.7%) 123 (112-1.34)  2.29 (2.06-2.54)
Self-reported polycystic ovary syndrome

No 5473 (94.3%) 1 1

Yes 311 (5.7%) 125(114-137)  1.90 (1.69-2.15)
Uses levonorgestrel-releasing
intrauterine device (5 years)

No 5768 (99.8%) 1 1

Yes 16 (0.2%) 0.59(0.53-0.65)  0.93(0.83-1.04)
Uses levonorgestrel-releasing
intrauterine device (3.3 years)"

No 5770 (99.8%) 1 1

Yes 15 (0.2%) 0.60(0.53-0.67)  1.05(0.93-1.18)
Uses progestogen implant (3 years)

No 5625 (97.5%) 1 1

Yes 159 (2.5%) 0.82(0.70-0.97)  0.58 (0.46-0.73)
Uses progestogen implant (1.5 years)®

No 5627 (97.5%) 1 1

Yes 157 (2.5%) 0.77 (0.62-0.95)  0.59 (0.44-0.80)
Uses other hormonal contraception®

No 2793 (48.4%) 1 1

Yes 2991 (51.6%) 0.60 (0.56-0.64)  0.36 (0.33-0.41)

lower education levels® currentl

smoked,'® were less physically active,”!
had higher BMI values,'® or reported
hypertension'? were more likely to
report heavy menstrual bleeding, while
low iron levels are a consequence of
this condition.”? Other studies have also
found associations between increasing
number of births and heavy menstrual
bleeding.'¥* Pregnancy and birth may
cause anatomic changes and disruption
to the endometrial lining that contribute
to changes in menstrual bleeding.

Our findings that mean health-related
quality of life scores in all physical and
mental health-related domains were
lower for women who reported heavy
menstrual bleeding are consistent with
the findings of a systematic review
that included eight studies (total of 1465
women) in which health-related quality
of life was assessed with the SF-36 prior
to any treatment for heavy bleeding.! As
women in our study who reported heavy
periods during the preceding twelve
months may also have been treated
for the condition (eg, levonorgestrel-
releasing IUDs or surgical treatments)
before completing the SF-36, we probably
underestimated associations between
untreated heavy menstrual bleeding and
health-related quality of life.

Limitations

Our study included a large community-
based sample of women, and our analysis
was longitudinal in nature, based on
responses to questions about heavy
periods and time-dependent covariates
repeated at each survey. However, while
we surveyed participants” opinion on the
quantity and frequency of their menstrual
blood loss, we did not ask whether women
considered heavy menstrual bleeding to
be a problem, reducing the alignment of
our definition with the NICE guideline
definition. In the 2005 Scottish survey,
43% of women who reported heavy

releasing intrauterine device or implant.

CI = confidence interval; CESD-10 = Center for Epidemiological Studies Depression Scale - 10-item;” METmin = metabolic
minutes. * Women who reported a hysterectomy or bilateral oophorectomy, or had experienced menopause were excluded
from the analysis at subsequent survey time points. T Proportions and risk ratios weighted for residential remoteness to
adjust for oversampling in rural and remote areas. ¥ That is, not in or seeking paid employment. § Post hoc sensitivity
analyses. 4 Used an oral contraceptive (combined or progestogen only), injection, or vaginal ring, but not a levonorgestrel-

periods described them as marked or
severe problems.* The ALSWH survey
question about heavy menstrual bleeding
has not been validated for assessing this
condition. Despite the recent shift to

likely to experience the condition,'® the only study to assess

the association of PCOS with heavy bleeding (a cross-sectional
study of 940 women in China) did not find one."” The direction
of effect between depressive symptoms and heavy menstrual
bleeding is unclear. A recent study found genetic correlations of
depression and many reproductive disorders, including heavzy
menstrual bleeding, suggesting a shared biological pathway.”’
Similar to other studies, we also found that women who had

patient-reported outcome measures for

assessing heavy menstrual bleeding, no
patient-reported outcome is considered the gold standard for
defining this condition.”* Further, most covariate data in our
study were derived from survey responses, which are subject
to recall bias, resulting in some misclassification of participants,
including with respect to menopause status; women who
experienced amenorrhea for twelve or more months for reasons
other than menopause (eg, lactational amenorrhoea) could have
been misclassified as having experienced menopause.
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during the preceding twelve months*

Outcome, by frequency of
heavy menstrual bleeding

3 Health-related quality of life scores (36-item Short Form health survey, SF-36) for the 5476 women who responded to the 2021
Australian Longitudinal Study on Women's Health survey (age range, 43-48 years), by frequency of heavy menstrual bleeding

Mean score (95% Cl)

Physical functioning
Never/rarely
Sometimes

Often

Role limited physical problems
Never/rarely

Sometimes

Often

Bodily pain

Never/rarely

Sometimes

Often

General health
Never/rarely
Sometimes
Often

Vitality
Never/rarely
Sometimes
Often

Social functioning
Never/rarely
Sometimes

Often

Role limited emotional problems
Never/rarely

Sometimes

Often

Mental health
Never/rarely
Sometimes
Often

Physical component summary
Never/rarely

Sometimes

Often

Mental component summary
Never/rarely
Sometimes

Often (@]

O] 90.0 (89.6-90.4)
&} 87.9 (87.1-88.8)
(o} 85.5 (84.5-86.5)

Q 83.7 (82.9-84.6)
o 80.0 (78.4-81.6)
o 74.6 (72.5-76.6)

Q 73.5 (73.0-74.1)
@ 70.5 (69.5-71.5)
(O] 66.2 (65.0-67.4)

a 7.7 (71.2=72.3)
@ 68.4 (67.4—69.3)
5] 63.3 (62.1-64.5)

O 54.6 (54.0-55.2)
S 50.3 (49.3-51.3)
@ 46.1 (44.8-473)

e} 81.9 (81.2-82.5)
= 77.4 (76.3-78.6)
(S 73.9 (72.5-75.4)

e} 783 (77.3-79.3)
n 72.4 (70.6-74.3)
o 69.3 (67.1-71.5)

0 722 (7.7-72.6)
@ 68.7 (67.9-69.5)
@ 66.1 (65.1-67.2)

o 52.2 (52.0-52.4)
) 51.4 (51.0-51.8)
) 49.9 (49.3-50.4)

@] 46.0 (45.7-46.3)
@ 43.6 (43.1-44.2)
42 (41.4-42.7)
1 1 1 1 1 1
50 60 70 80 90 100
Mean score

Cl = confidence interval, denoted by error bars. * Excludes 1071 women who had reported hysterectomy/bilateral oophorectomy or menopause.

Our analyses took reported diagnoses of endometriosis and
PCOS into account, but not other conditions that could contribute
to heavy menstrual bleeding, such as uterine fibroids and
adenomyosis. Although we undertook sensitivity analyses with
respect to the duration of IUD and implant use, the uncertainty
of our assumptions may have biased our findings for these
variables. Further, we relied on survey responses to ascertain
the use of other hormonal contraceptives, as many contraceptive
prescriptions are mnot recorded in the PBS databank.”
Differences between surveys in the wording of questions
prevented our separately assessing the influence of combined
oral contraceptives, progestogen injections, and Vaginal rings.
Individuals” knowledge about and their perceptions of heavy
menstrual bleeding may have changed over time, together
with their likelihood of reporting it. Finally, the proportions
of women in our study who had university educations or were
born in Australia were larger than for all Australian women,
which may limit the generalisability of our findings.7

Conclusions

Heavy menstrual bleeding was reported in our survey study
by large minorities of women of reproductive age, and the
| proportion increased with age. Many women experience

symptoms that have a substantial impact on their physical and
mental health-related quality of life. Despite the availability of
effective treatments for heavy menstrual bleeding, which also
improve health-related quality of life,”® many women continue
to live with symptoms. All women should be made aware of the
range of treatments available, and provided access to care that is
effective, empathetic, and reflects their values and preferences.
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