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HEMATOLOGIC MANAGEMENT OF THE PATIENT WITH HEAVY MENSTRUAL BLEEDING

Heavy menstrual bleeding clinics for adolescents
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Heavy menstrual bleeding (HMB) is a common symptom in adolescence, often leading to significant disruptions in daily 
life, such as school absences, shame caused by the stigma surrounding menstruation, and symptoms from iron deficiency. 
Further, HMB may be the first and/or only sign of an underlying bleeding disorder. Navigating the symptoms, effects, and 
treatments of HMB during adolescence requires a collaborative approach between the patient, caregivers, and health-
care providers. This work can be effectively and efficiently conducted in interdisciplinary clinics, where patients see 
hematology, gynecology, and adolescent providers. In these settings, healthcare providers exchange knowledge and 
expertise, after which they can reach a consensus for diagnostic evaluation and therapeutic intervention. Development 
and implementation of an interdisciplinary hematology and gynecology clinic can be challenging; however, the crucial 
rationale is that established clinics improve patient outcomes. Using an example interdisciplinary adolescent clinic, we 
outline the critical components needed to execute a successful clinic for adolescents with HMB and share key takeaways.

LEARNING OBJECTIVES
	 •	 Identify at least three key components for interdisciplinary hematology/gynecology care for adolescents with 

heavy menstrual bleeding
	 •	 Explain how interdisciplinary care is important for adolescent patients with heavy menstrual bleeding
	 •	 Compare types of interdisciplinary hematology/gynecology adolescent clinics and illustrate how each can be 

effective in delivering expert-level care

Introduction
Menstruation challenges the hemostatic system and, in 
some cases, requires expertise from both hematology and 
gynecology. This is particularly true for individuals with 
inherited bleeding disorders (IBDs) or those who take med
ications with a high risk of bleeding. Unfortunately, HMB 
may go unrecognized and untreated because of the stigma 
of menstruation and a lack of education for patients and 
healthcare providers.1,2 Significant consequences of HMB 
include iron deficiency with or without anemia, hospitali
zations, unnecessary procedures, decreased work/school 
participation, and decreased quality of life.3 Preteens and 
teens experience these consequences in an already chal
lenging time, and HMB is self-reported in 34% to 58% of 
adolescents.4-6 Recognizing the specific needs of ado
lescents with HMB, interdisciplinary clinics have become 
increasingly common, with now over 40 combined hema
tology and gynecology or adolescent medicine clinics 
across the United States.7 In addition, the number of individ
uals with the potential to menstruate being seen at Hemo-
philia Treatment Centers (HTCs) is steadily increasing:  

the number of females treated at HTCs grew by 345% from 
1990 to 20108 and increased further from 2010 to 2020.9 
Navigating the needs of adolescents with reproductive 
tract bleeding requires specialized knowledge and care. 
Therefore, advocates from national organizations and edu
cation groups promote the development of combined 
clinics and encourage the pursuit of HMB-specific research 
to improve care.10,11 Here, we focus on the interdisciplin
ary adolescent heavy menses clinic, with highlights and 
examples from one clinic, including critical components 
and important lessons learned during development and 
implementation.

CLINICAL CASE

A 14-year-old with type 1 von Willebrand Disease (VWD) 
presents to a hematology clinic with their parent. The 
patient presented at 2 years of age with bruising, epi
staxis, and a family history of VWD and was subsequently 
diagnosed with type 1 VWD. Menarche started at age 13, 
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and monthly bleeding episodes last 8 to 9 days, with 5 to 6 
heavy days that require changing an overnight pad every hour 
during the day. They frequently miss school out of the fear of 
leaking blood onto their clothes and currently report fatigue, 
lightheadedness, headaches, and pica. Their parent is con-
cerned about the heavy periods but also worried about poten
tial side effects of hormonal therapies.

Spots, Dots, and Clots origin story and location
The Oregon Health and Science University (OHSU) Spots, Dots, 
and Clots Interdisciplinary Hematology/Gynecology clinic (SDC) 
was established in July 2015 as a partnership between the OHSU 
Center for Women’s Health (CWH) and the OHSU HTC, which is 
now known as the Hemostasis and Thrombosis Center. Before 
2015, an HTC hematologist saw patients with HMB and a bleed
ing disorder and as needed would consult with obstetricians 
and gynecologists who shared the same physical space. Over 
time, referrals for adolescents increased, which made apparent 
the need for pediatric/adolescent expertise; however, younger 
patients rarely had established care with a gynecologist or ado
lescent healthcare provider.

Approximately 2 years before establishing SDC, OHSU 
reached out to the Foundation for Women & Girls+ with Blood 
Disorders (FWGBD). The foundation ultimately created a Learn-
ing Action Network (LAN)7 and became instrumental in facili
tating cross-institutional education and collaboration. To this 
day, the FWGBD LAN remains committed to establishing and 
implementing interdisciplinary clinics and maintaining a website 
on clinic locations (Figure 1). The Spots, Dots, and Clots name 
came from a contest held among pediatric hematology/oncol
ogy fellows to determine an appropriate name for the clinic. In 
2015, there were only a few similar clinics across the country. The 

SDC team relied on their guidance and used their experience to 
build clinic templates and create referral procedures and billing  
processes.

SDC operates within CWH, which is on the main OHSU cam
pus but across campus from the HTC. SDC patients connect to 
other HTC services as needed asynchronously. The CWH clinic 
space and support team are equipped for routine gynecologic 
health maintenance and procedures. While the primary patient 
population served at CWH is in the adult age group, the space is 
welcoming and adolescent friendly.

Key takeaways
Identify the physical space for the clinic. Points to consider 
include access to procedure space, lab testing, additional HTC 
needs, and adolescent or gynecology services. No one space 
will be perfect, but the SDC team prioritized access to gyne
cology procedure equipment over proximity to the HTC. Teams 
at other centers have prioritized HTC services. It is helpful to 
connect with other centers and interdisciplinary teams and learn 
approaches to establish/implement a clinic. Table 1 provides 
examples of clinic models.

Patient population, scheduling, and billing
Table 2 highlights new and return patient populations who may 
meet criteria to be scheduled in a combined clinic. SDC receives 
new patient referrals from internal providers (primary care or sub
specialists) and external providers, with referrals routed through 
either pediatric hematology or gynecology. Scheduling for SDC 
is managed by the HTC team and includes staggered back-to-
back 30-minute appointments with hematology and gynecology. 
At the time of scheduling, patients and caregivers are informed 
about the 2 visits and how the healthcare providers work 
together to provide optimal care. Billing for SDC occurs within 

Figure 1. Map of clinics serving adolescents with heavy menses. Interdisciplinary clinics for adolescents with heavy menstrual bleed-
ing (red with white drop) associated with the Foundation for Women & Girls+ with Blood Disorders are located throughout the United 
States. LAN, Learning Action Network.
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each separate department, requiring separate insurance autho
rizations and copayments. An ongoing challenge is insurance 
denial of the 2 visits. Therefore, templated letters highlighting 
the importance of interdisciplinary care were created to appeal 
these decisions. Patients with HMB who already receive care at 
the HTC may require only a consultative visit or may choose to 
receive their ongoing bleeding disorder care at SDC.

Key takeaways
Identify your patient population (Table 2). In doing so, referrals 
can be triaged appropriately, and clinic services will be used 
most effectively. Advertising services both within the institu
tion and externally will improve access and may uncover patient 
populations with HMB who are undertreated at your institution 
(eg, patients with congenital heart disease on aspirin therapy 
experiencing HMB). Streamlining scheduling to one department 
can help mitigate duplicate work.

Clinic services including procedures and virtual clinics
SDC in-person clinic is staffed by rotating medical assistants 
(MAs) for patient rooming, including vital signs, medication 
updates, and room setup. Patients are given an SDC-spe
cific intake form and a mood assessment questionnaire.12,13 
As SDC prioritized gynecology services, each room has an 
exam bed that allows lithotomy positioning and is stocked 
with vaginal speculums and culture/cytology swabs. A pro
cedure room is located nearby, and if needed, deep sedation 
(ie, for exam under anesthesia and intrauterine device place
ment) is provided by the pediatric anesthesia department. A 
nearby infusion room allows the SDC team to schedule med
ications requiring intravenous access such as IV iron. Period 
packs (small bags containing emergency period products) are 
provided to patients as needed. Importantly, laboratory test
ing is located on-site, including a coagulation laboratory. The 
healthcare team including MAs, nurses, anesthesia providers, 

Table 1. Other clinic examples

Example Clinic A Example Clinic B Example Clinic C Example Clinic D

Provider team Pediatric hematologist + 
adolescent medicine NP

HTC NP + adolescent 
medicine physician

HTC pediatric hematologist + 
adolescent gynecologist

HTC pediatric hematologist + 
adolescent medicine physician

Location HTC clinic Adolescent medicine 
clinic

HTC clinic and gynecology 
clinic

HTC clinic

Clinic frequency Two half-days/month Four half-days/month Asynchronous visits One half-day/quarter in  
combination with HTC  
comprehensive clinic

Patient populations Anyone diagnosed  
with IBD and HMB

Anyone with HMB  
needing evaluation for 
underlying bleeding  
disorder

Each provider sees patient 
with HMB, either with or  
without diagnosed IBD

Anyone with HMB needing 
evaluation for an underlying 
IBD; anyone diagnosed with 
IBD and HMB

Bonus features Access to nutritionist 
on-site

On-site/day-of visit;  
intrauterine device  
insertion

HTC social worker evaluates 
each patient for underlying 
anxiety/depression

Access to all HTC services; 
space for IV infusions

Challenges Growing patient  
population; no clinic 
rooms to expand to

Getting coagulation lab 
work, since coagulation 
lab is off-site

Visits are asynchronous; 
specialists consult with one 
another via multiple platforms

No access to gynecologic 
procedures

Opportunity Add telehealth option; 
consider outreach clinic

Arrange labs to be done 
at HTC; coordinate  
referrals to other HTC 
services as needed

Organize pre- and post-clinic 
time to discuss patients,  
create treatment plans,  
and assign follow-up tasks

Arrange for procedures  
with a gynecologist who  
primarily sees adolescents

HMB, heavy menstrual bleeding; HTC, Hemophilia Treatment Center; IBD, inherited bleeding disorder; NP, nurse practitioner.

Table 2. Patient populations requiring evaluation and care at an interdisciplinary adolescent HMB clinic

New patient chief complaints Return patient chief complaints

IBD anticipating menses HMB started on a new therapy in the last 3 months

IBD for management of HMB HMB on a medication, now desiring contraception

Post-menstrual adolescent with HMB requiring evaluation  
for an underlying IBD

HMB with persistent iron deficiency

Adolescent with a personal or family history of thrombosis  
with or without HMB

HMB on a medication or starting a new medication for a comorbid 
condition (eg, depression)

Adolescent with a family history of IBD with HMB

Adolescent with HMB and iron deficiency

HMB, heavy menstrual bleeding; IBD, inherited bleeding disorder.
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and trainees are educated on adolescent HMB and the clinic 
as needed.

A virtual clinic operates similarly to the in-person clinic, with 
a separate appointment for each provider. Patients can access 
the MyChart online health portal; visits require the patient to 
have their own MyChart account or have their parent listed as 
a proxy on their account. At OHSU, proxy status changes at 
age 15, requiring a patient signature of consent for their par
ent to access their account. Patients can be seen virtually while 
residing in either Washington or Oregon, since both providers 
are licensed in both states. The proxy age and rules regarding 
where the patient is located may vary depending on local laws. 
If needed, staff from hematology or gynecology order labora
tory or imaging studies to be performed at local facilities, and 
then the ordering provider reviews the test. Unfortunately, due 
to known inconsistencies in coagulation testing,14 patients may 
need to travel to OHSU for hemostasis testing.

During either the in-person or virtual clinic, psychological and 
social support issues are discussed. Commonly, patients report 
missing school because of heavy bleeding or needing to use the 
bathroom more frequently during the school day than is allowed 
at their school. Given these unique needs of adolescents with 
heavy menses, assistance is given to develop school plans, such 
as a 504 plan or a simple physician note. Additionally, patients 
commonly have comorbidities, including anxiety and depres
sion; therefore, access to in-clinic or asynchronous social work 
or psychological support is crucial to optimize patient care.

Key takeaways
Identify available services and team members. Clinic develop
ment requires taking advantage of services available at your site, 
which includes physical location, amenities, and team members. 
Creating the appropriate environment (ie, services, team, loca
tion) is important to establish trust for adolescents. Incorporat-
ing virtual visits gives families flexibility to spend less time away 
from school and/or work, but it also poses difficulties in obtain-
ing laboratory or imaging studies for some patients who may not 
have internet access.

Clinic and patient volume
In 2015, the OHSU SDC clinic started with two half-day clinics 
per month. The SDC clinic switched to virtual clinics in the spring 
of 2020. In 2021, and again in 2023, two in-person clinic ses
sions per month were added to make two half-day virtual clinics 
and four half-day in-person clinics per month. Between 6 to 8 
patients are seen per half-day clinic. Clinic volume grew over 
time with a slight downward trend in 2020, but now patient vol
ume exceeds 2019 numbers (Figure 2). Given the number of pro
viders participating in SDC, the team reached maximum clinic 
volume in 2024. Therefore, the current focus is on referral triage.

Key takeaways
Identify the need for clinic frequency and future growth. Inter-
disciplinary clinics can become a “if you build it, they will come” 
situation. Therefore, upfront considerations include a growth 
forecast and the future accommodation of additional clin
ics. Deciding if you want to see any patient with HMB or only 
patients with diagnosed bleeding disorders and HMB will sig
nificantly affect clinic volume. It is important to be clear about  
follow-up and to consider discharging patients from the clinic 

once their treatment plan is stabilized and follow-up care is 
secured either with a gynecologist, HTC, or primary care pro
vider.

Interdisciplinary coordination
Coordination during clinic requires upfront planning. At SDC, first 
the gynecologist sees the patient, although the order is often 
switched depending on patient needs. After obtaining the health 
history, including menstrual and baseline bleeding history, the 
clinician provides initial counseling about management options 
and preferences. The providers then discuss the patient in real 
time. The second provider will complete their visit, which typi
cally includes a targeted physical exam and more detailed bleed
ing and family history. Pelvic exams are rarely needed. Each 
provider documents their own patient encounter. While there is 
overlap between clinic notes, the focus is different. The gynecol
ogist concentrates on menstrual history, adolescent reproduc
tive health screening, and menstrual management counseling 
and options. The hematologist highlights the family and bleeding 
history, physical exam findings, and laboratory testing. Prescrip-
tion management is divided between the providers: hormonal 
medications (gynecologist), antifibrinolytics (either provider), or 
products specific to the IBD (hematologist). Decisions on follow-
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Figure 2. OHSU Spots, Dots, and Clots clinic volume. Since 
emerging in 2015, the SDC clinic has seen overall steady growth 
in both clinic encounters and individual patient numbers. Figure 
2A depicts the encounter types and numbers since the first clinic 
in 2015. Figure 2B provides individual patient numbers of total 
new patients (orange), total return patients (yellow), and total 
patients (black).
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up are discussed jointly after any imaging, procedures, and lab
oratory studies are completed and results shared. Once a plan is 
determined, it is communicated to the patient.

Key takeaways
Identify champions for the clinic. SDC emerged because a 
hematologist and gynecologist were passionate to see it hap
pen. Communication is key. The two specialists need to deter
mine patient needs and management plans, which heavily rely 
on communication. In the SDC clinic, this has worked best in a 
synchronous fashion. Over time, preferred practice patterns and 
management styles can be learned, and that knowledge can be 
applied when seeing patients outside the interdisciplinary clinic. 
In other models, the two providers may discuss all patients in 
person after the interdisciplinary clinic is completed. Given the 
involvement of multiple care providers (physicians, nurses, MAs, 
schedulers, etc.), it is equally important to establish processes 
for communication and delegation of duties in order to avoid 
missed messages and duplicative work. For example, patients 
should know who to call and when, and for what issues, while 
staff should know to whom they should report concerns.

Main principles and advantages of the  
interdisciplinary clinic
The primary mission of SDC is to diagnose and treat bleeding 
disorders presenting with heavy menstrual bleeding. The goals 
of the SDC clinic are to improve quality of life for young peo
ple and shorten the time from presentation to diagnosis and 
intervention.

Outlining the primary mission is critical to the success of any 
adolescent HMB program/clinic.

Objectives of an adolescent HMB clinic:

•	 Expand screening for bleeding disorders by assessing those 
with heavy menstrual bleeding in order to provide a timely 
diagnosis

•	 Enhance heavy menstrual bleeding and bleeding disorder 
education to trainees including medical students, pediatric 
and obstetrics/gynecology residents and fellows, and local 
and regional pediatric, adolescent, and gynecology providers

•	 Use a shared decision-making model for management of 
heavy menstrual bleeding and iron homeostasis

•	 Remove barriers to ensure appropriate access to evidence-
based management strategies of heavy menstrual bleeding 
and iron deficiency

An adolescent HMB clinic requires a safe space for patients 
to discuss their care and make informed decisions. The clinic 
should strive to use language to reduce period stigma (ie, 
referring to medications as hormonal therapies). Importantly, 
providers should explain to patients the connections between 
their bleeding symptoms, the evaluation, and treatments. Sev-
eral visits may be necessary to help a patient feel comfortable 
deciding on an intervention. The patient’s goals should guide 
discussions and decisions. Clinic encounters must address bar
riers to school attendance, after-school activities participation, 
and social engagement.

Key takeaways
Identify goals and objectives to anchor the work performed and 
to guide growth. Keeping track of patient data in either a formal 

or informal way can help highlight the importance and effective
ness of establishing or expanding an HMB clinic. Because many 
adolescents experience HMB, any provider who encounters an 
adolescent with the potential for HMB should be provided with 
education to improve access to specialized interdisciplinary 
care. Encouraging learners to participate in an adolescent HMB 
clinic can help prepare the next generation of medical providers.

Other care delivery models for adolescents with HMB
Every healthcare system differs in the types of specialists, 
amenities, and physical spaces it offers to provide care. 
SDC is one example, but there are many ways to construct 
a team and clinic to manage adolescents with HMB (Table 1 
gives examples of clinic descriptions). When an HMB clinic 
is primarily located within a hematology space, reproductive 
and gynecological care considerations should be integrated 
in the clinic, such as pregnancy testing, sexually transmitted 
infection screening, human papilloma vaccinations, Depo- 
Provera injections, and in-office ultrasound. If the adolescent 
heavy menses clinic is situated within a predominantly adult- 
focused gynecology space, then training should be provided 
in pediatric vital signs, phlebotomy, and infusion. When staff-
ing a clinic with only one subspecialist, creating direct access 
plans for common needs from the other discipline becomes 
necessary.

Champions in hematology and gynecology or adolescent 
medicine (or both) can make the difference between a suc
cessful clinic and simply an idea. Once gathered, data should 
be presented to the appropriate administrative team regard
ing the importance and need for this care, thereby creating 
an additional advocate. As seen in the example clinic, it may 
take years to move from idea to implementation. Hopefully, 
with multiple champions and information from other centers, 
the time to establish a fully functioning clinic could significantly 
decrease and adolescents with HMB can obtain the care they 
desperately need.

Key takeaways
Identify current needs in your population, find stakeholders/ 
champions, and pave a way to deliver this important care. Explain 
the effects of HMB on adolescents to departments that have  
overlapping or similar missions, such as obstetrics/gynecology, 
adolescent medicine, family medicine, or pediatrics.

CLINICAL CASE (continued)

The 14-year-old was referred to SDC but continued to have 
HMB and anemia until seen 3 months later. During the SDC 
visit, the gynecologist provided education on a normal 
period, heavy period management, and the risks/benefits of 
medications. In a patient-centered fashion, preferred treat
ments were identified. The hematologist discussed how VWD 
impacts menstrual bleeding and the importance of decreas
ing menstrual bleeding to decrease iron losses. Laboratory 
studies showed significant iron deficiency anemia (hemo
globin 9.6 gm/dL, ferritin 3 mcg/L). The patient and parents 
opted to start treatment with tranexamic acid and an iron 
infusion. At their next follow-up, the patient’s iron deficiency 
symptoms had improved, and tranexamic acid decreased 
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menstrual bleeding by 40%. However, they still avoided activ
ities because of leaking blood onto their clothes. After fur
ther discussion, the patient elected to have progestin therapy 
followed by intrauterine device placement to be performed 
under deep sedation.

Conclusion
The interdisciplinary adolescent hematology/gynecology clinic 
is designed to improve patient outcomes, and it requires stake
holders, champions, patients, and national advocacy groups 
working together.
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