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Abstract

Introduction: Women with abnormal uterine bleeding (AUB) report significant reductions in quality of life
(QOL), which can be attributed in many cases to the fear of embarrassing episodes of bleeding. We performed
this study to determine whether or not during clinical encounters physicians addressed the impact of AUB on
patient-reported QOL.
Materials and Methods: Between October 2008 and May 2009, we conducted a cross-sectional study of
members of the American College of Obstetricians and Gynecologists. Surveys were distributed using a mixed
method (web- and mail-based) and included questions about physician characteristics and types of questions
used when obtaining a clinical history from a patient with AUB. We calculated the proportion of physicians
who endorsed asking each type of clinical question with 95% confidence intervals (CIs).
Results: Four hundred seventeen questionnaires were returned (52%). Ninety-nine percent (95% CI 98.4%–
99.9%) reported always asking a bleeding heaviness question, 87.2% (95% CI 83.2%–90.5%) reported always
asking a QOL question, and 17.5% (95% CI 13.6%–21.9%) reported always asking a mood associated with
bleeding question. Seventy-eight percent specifically asked patients about bleeding through their clothes, and
55% asked about changing social plans because of bleeding. Only 18% endorsed that asking about QOL was
most essential for the evaluation of women with AUB. No physician characteristics such as years since
completing residency, geography, or gender were associated with how commonly providers reported asking
questions regarding impact of bleeding on QOL.
Conclusions: Physicians may not be optimizing patient–provider interactions during menstrual history taking
with patients with AUB by failing to assess impact of AUB on QOL in a way that is meaningful to patients.
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Introduction

Abnormal uterine bleeding (AUB) is a common, de-
bilitating symptom affecting nearly one-third of

reproductive-aged women.1–3 AUB is defined as any alter-
ation in volume or pattern of menstrual blood flow, catego-
rized into heavy menstrual bleeding, intermenstrual bleeding,
and irregular menstrual bleeding.4 Often, patients experience
a combination of these symptoms.5 The causes of AUB can
be single or multiple and include structural causes (polyp,
adenomyosis, leiomyoma, malignancy/hyperplasia) and
nonstructural causes (coagulopathy, ovulatory dysfunction,
endometrial, iatrogenic, and not otherwise classified).6,7

While mortality from AUB is extremely uncommon, the
significance of this condition lies in its effect on the physical,
social, and emotional quality of life (QOL) of the woman
suffering, in additional to its economic impact, including cost
of healthcare and productivity loss.8,9 Women with menstrual-
related problems are more likely to report anxiety, depression,
insomnia, excessive sleepiness, and pain than women without
menstrual-related problems.10 Studies in both the United
Kingdom and United States have shown that women implicate
the inability to contain menstrual blood flow, anxiety regarding
potential embarrassment, and the unpredictability of changing
plans (social, family, work) to avoid an embarrassing bleeding
episode as major drivers for reduction in QOL.11
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Asking the right questions for women with heavy men-
strual bleeding is particularly important, given that the extent
of a woman’s bleeding cannot be evaluated within a single
standard clinical visit. However, women have expressed that
questions asked during their clinical encounters lacked suffi-
cient detail regarding how bleeding was affecting their QOL.10

This could be a missed opportunity to optimize patient care for
women with AUB. We conducted this study to determine what
types of questions physicians reported asking women with
AUB. Our primary objective was to determine whether or not
physicians report routinely addressing the impact of AUB on
patient-reported QOL. In addition, we planned to explore if
physician characteristics influenced the prevalence of routine
assessment of QOL for patients with AUB.

Materials and Methods

We conducted a cross-sectional survey of members of the
American College of Obstetricians and Gynecologists
(ACOG) from October 2008 to May 2009. We distributed the
surveys to 803 ACOG members using a sequential mixed
method approach; all potential participants with email ad-
dresses were sent an invitation to participate with a web link
to the survey. All potential participants without an email
address or who did not respond to the web-based version
received an invitation to participate and a paper-based ver-
sion via mail. For the web-based version of the survey, we
used DatStat Illume (DatStat, Inc., Seattle, WA) and designed
the web-based survey using standards suggested by Crawford
et al.12 DatStat Illume, a sophisticated computer software
package with excellent data security, allows for complex skip
patterns. The content of the survey was the same for the web-
and paper-based surveys and included a total of 37 multiple-
choice questions. With this questionnaire, we aimed to
evaluate physicians’ knowledge about abnormal bleeding,
their practice patterns for treating this symptom, and the
content and characteristics that physicians would require
of an instrument for incorporation into routine screening
and evaluation of women with AUB. Questions regarding
bleeding symptoms and impact on QOL were based on
themes generated in our previous focus group study with
women with heavy menstrual bleeding and current literature
on women’s perception of symptoms, bleeding, and impact
on QOL.8,10,11 Several drafts of the questionnaire were de-
veloped and subsequently revised, and the final questionnaire
was reviewed by experts in heavy menstrual bleeding (M.G.)
and survey methodology (M.A.C.).

Initially, we conducted a pilot survey with 25 physicians at
Women & Infants Hospital (Providence, RI). Participants re-
ceived an e-mail invitation, including a hyperlink to the online
questionnaire. Three e-mail reminders, one reminder per week,
were sent out following the e-mail invitation. A new and re-
vised link to the survey was sent out within the third e-mail
reminder. After receiving feedback and comments from pilot
participants regarding questionnaire content, format, skip
patterns, and comprehension of individual items, we revised
the survey and distributed it to ACOG fellows.

We collected information regarding the respondents’ de-
mographics, including type of subspecialty, years since
completing residency, type of practice, geographical dis-
tricts, gender, and proportion of time providing direct patient
care. We asked physicians how often (always, sometimes, or

never) they asked women with AUB questions about heavi-
ness of bleeding (amount, frequency, bleeding through
clothes, passage of blood clots, duration of bleeding), pattern
of bleeding (No. of days between periods, whether or not
periods are ‘‘predictable’’), bleeding-related QOL (changing
daily routine, impact on QOL, missed work, changed social
plans), mood related to bleeding (anxiety, depression), and
other miscellaneous questions (patient expectations for re-
sults of treatment, dysmenorrhea, weakness, questions about
other problems with bleeding). Physicians were asked to
identify and rank the top three items from the aforementioned
list that, in their opinion, were ‘‘most essential’’ for the
evaluation of patients with AUB. Physicians were also asked
to similarly identify and rank the three items from the
aforementioned list that they believed were ‘‘least essential’’
for evaluating patients in this clinical scenario.

Web-based responses were automatically entered into the
DatStat Illume web database and surveys returned by mail
were manually entered by a research assistant into the same
software program that was used by study participants. En-
tered data were verified by the principal investigator and
discrepancies were confirmed by a third reviewer. Analyses
were conducted using SAS 9.1 (SAS Institute, Inc., Cary,
NC). Categorical variables were compared using chi square
and Fisher’s exact tests, where appropriate, and two-sided p
values were calculated, with p < 0.05 considered statistically
significant. ACOG surveys typically achieve a 30%–50%
response rate. Distributing the survey to 802 ACOG mem-
bers, we assumed that we would achieve at least 350 eligible
responses. With 350 study participants, we would have the
ability to detect at least a 15% difference in physician char-
acteristics with alpha 0.05 and power of 80%.

Results

Of the 802 ACOG members who received the survey, 52%
responded (n = 417). Two hundred ninety-seven completed the
web-based version (71.2%) and 120 physicians responded to
the mail-based survey (28.8%). Subspecialist physicians who
responded that they did not provide medical care for women
with AUB and retired physicians were excluded from the
study, as we were primarily interested in surveying physicians
who currently treat women with AUB. After these exclusions,
364 surveys from ACOG fellows remained in our sample.

Representation was obtained from all geographic regions of
the United States, and the sample had equal representation
from both male and female physicians (Table 1). The majority
of respondents identified themselves as generalist obstetricians
and gynecologists (94%, n = 337). Forty-two percent (n = 143)
responded that they had completed residency >20 years prior
and 82% (n = 283) of the sample was in private practice. Fifty-
three percent (n = 184) reported that they treated >11 patients
per month with AUB. Sixty-nine percent (n = 235) of respon-
dents reported that they utilized questionnaires to assess pa-
tients as part of their clinical practice.

We looked at the categories of questions physicians asked
patients who they were evaluating for AUB (Table 2).
Ninety-nine percent (n = 343) of physicians reported always
asking about bleeding heaviness, 87.2% (n = 300) reported
always asking about QOL, and 17.5% (n = 60) reported al-
ways asking about mood associated with bleeding (Table 3).
With respect to specific questions, 78% (n = 268) reported
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always asking patients about bleeding through their clothes,
and 55% (n = 190) reported always asking about changing
social plans because of bleeding (Table 4).

When asked to rate the importance of various elements of
the medical history, only 18% (n = 62) endorsed that asking

specifically if bleeding affects QOL was most essential for
the evaluation of women with AUB compared with 56.7%
(n = 195) of physicians who endorsed that asking about the
duration of bleeding was most essential to assessing the
problem. We found no differences between specific physi-
cians of varying characteristics, including years since com-
pleting residency, geography, and gender, in terms of the
proportion who endorsed routinely asking questions regard-
ing impact of bleeding on QOL.

Discussion

This study explored the physician component of the pa-
tient–provider interaction in clinical encounters for the

Table 3. Frequency of Asking Questions

in the Different Domains of Clinical History

Taking for Abnormal Uterine Bleeding (n = 344)

n (%) 95% CI

At least one of the Heaviness
items always asked

343 (99.7) (98.4–99.9)

At least one of the Pattern
items always asked

339 (98.5) (96.6–99.5)

At least one of the QoL
items always asked

300 (87.2) (83.2–90.5)

At least one of the Mood
items always asked

60 (17.5) (13.6–21.9)

At least one of the Bleeding
disorders always asked

141 (41.1) (35.8–46.5)

Always asked about Patient
Expectations

201 (58.8) (53.3–64.0)

Table 2. Domains of Questions and Concepts

Measured for Assessment of Clinical

History Taking

Heaviness of the bleeding
Amount of bleeding
Frequency of menstrual product changes
Bleeding through clothes
Passage of blood clots
Duration of the bleeding

Pattern of the bleeding
No. of days between periods
Whether or not periods are ‘‘predictable’’

Quality of life
Changed daily routine because of bleeding
Bleeding affects her quality of life
Missed work because of bleeding
Changed social plans because of bleeding

Mood related to bleeding
Anxiety related to bleeding
Depressed moods related to bleeding

Patient expectations
Patient expectation for results of treatment

Other questions/symptoms/bleeding disorders
Dysmennorhea
Weakness
Whether the patient has had other problems with bleeding

such as during pregnancy, with delivery, or when
brushing teeth

Table 1. Respondent Demographics (n = 359)

n (%)

Type of subspecialtya

General Ob-Gyn 337 (94)
Reproductive endocrinology subspecialty 15 (4)
Urogynecology 9 (3)
Minimally invasive gynecology/laparoscopy 35 (10)
Clinical research 16 (4)

Membership status
CARN 293 (82)
Non-CARN 66 (18)

Years since completing residency
<5 years 25 (7)
5–10 years 82 (24)
11–20 years 94 (27)
>20 years 143 (42)

Type of practice
Private practice 283 (82)
Community hospital faculty 16 (5)
University hospital faculty 37 (11)
Other type of practice 8 (2)

Geographical districts
Midwest 76 (23)
Northeast 69 (21)
South 116 (36)
West 65 (20)

Gender
Male 167 (49)
Female 173 (51)

Proportion of time providing direct patient care
0%–50% 24 (7)
51%–75% 40 (12)
76%–100% 276 (81)

Average No. of patients evaluated/month
w/heavy menstrual bleeding
1–10 165 (47)
11 or more 184 (53)

Average No. of ablations/month
None 65 (19)
1–5 254 (73)
6 or more 30 (9)

Average No. of hysterectomies performed/month
None 51 (15)
1–5 272 (78)
6 or more 27 (8)

Has friends or family members with heavy menstrual
bleeding
Yes 182 (53)
No 104 (31)
Did not know 56 (16)

Use questionnaires in practice (n = 343)
Yes 235 (69)
No 108 (31)

aCould add up to >100% because multiple choices could be
selected.
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evaluation of AUB. AUB is a prevalent symptom that results
in significant reductions in QOL. Large cohort studies from
national datasets have shown consistently that women with
AUB report significantly poorer QOL compared with their
unaffected counterparts of similar ages.8,13,14 Despite this,
women with AUB continue to report that the impact of
bleeding on QOL has not been meaningfully assessed during
clinical encounters.11 In our study, we found that only 18% of
obstetrician–gynecologists who participated in our study in-
dicated that they always asked about mood associated with
bleeding and similarly only 18% of these physicians reported
that asking about QOL was most essential for the evaluation
of women with AUB. Failing to recognize and assess the
impact of AUB on QOL may adversely affect a patient’s
perception of the clinical encounter as well as her overall
perception of her problem.

The findings of this study regarding patient–provider in-
teractions with patients with AUB are similar to studies
conducted on other chronic but generally not life-threatening
problems such as rheumatoid arthritis and urinary inconti-
nence. Results derived from the Rheumatoid Arthritis: In-
sights, Strategies, and Expectations (RAISE) patient needs
survey demonstrated that most physician–patient communi-
cation was focused on symptoms and treatment rather than
the impact of rheumatoid arthritis on the patient and his or her
QOL. Although rheumatoid arthritis has a significant impact
on QOL and emotional health, few patients discuss QOL
impact with their physician.15 This failure to communicate is
a problem because physicians cannot objectively assess how a
symptom affects day-to-day life from the patient perspective.
In addition, a study on urinary incontinence demonstrated that
physicians underestimated the impact of symptoms on QOL
when their perception was compared to the actual QOL rating
given by the patients.16

Although the ACOG, the Society for Obstetricians and
Gynecologists in Canada (SOGC), and The National Institute
for Health and Care Excellence (NICE) of the National
Health Service in the United Kingdom have published
practice guidelines on the management of heavy menstrual
bleeding, clinical guidance on how to assess QOL within the
clinical encounter is lacking.17–19 Women participating in
qualitative research have suggested that healthcare providers
have been ‘‘dismissive’’ of their symptoms, and the questions
that providers asked were too superficial to meaningfully
characterize their AUB symptoms and experiences.11 Clin-
icians are also dissatisfied with patient encounters for heavy
menstrual bleeding; a previous study by Echlin et al. sug-
gested clinicians have difficulties assessing women who re-
port AUB because it is a ‘‘subjective experience.’’20 Given
that women with AUB have reported the impact of bleeding
on QOL is what is most important to them, this patient–
provider disconnect may be the reason women with AUB
have reported dissatisfaction with interactions with health-
care providers.21

Research on AUB is beginning to shift the focus from
measuring objective outcomes, such as mean menstrual
blood loss, to evaluating the ‘‘patient experience’’ by using
patient-reported outcome measures. Similarly, ‘‘patient
centered care’’ delivery for all patients, particularly for wo-
men with AUB, has been increasingly emphasized. In 2008,
The NICE released guidelines for management of heavy
menstrual bleeding aimed at standardizing care and im-
proving patient outcomes. These guidelines redefined heavy
menstrual bleeding, transitioning from objective blood loss
and to the impact of bleeding on QOL. By appropriately
assessing and addressing impact of symptoms on QOL,
physicians may be able to provide enriched patient-centered
care for women with heavy menstrual bleeding.19 With this

Table 4. Frequency of Addressing Specific Concepts in the Different Domains of Clinical

History Taking for Abnormal Uterine Bleeding (n = 344)

Always n (%) Sometimes n (%) Never n (%)

Heaviness of the bleeding
Amount of bleeding 338 (98.3) 6 (1.7)
Frequency of menstrual product changes 308 (89.5) 36 (10.5)
Bleeding through clothes 268 (78.1) 74 (21.6) 1 (0.3)
Passage of blood clots 272 (79.3) 67 (19.5) 4 (1.2)
Duration of the bleeding 340 (98.8) 4 (1.2)

Pattern of the bleeding
No. of days between periods 335 (97.4) 9 (2.6)
Whether of not periods are ‘‘predictable’’ 234 (68.2) 92 (26.8) 17 (5.0)

Quality of life
Changed daily routine because of bleeding 236 (68.8) 104 (30.3) 3 (0.9)
Bleeding affects her quality of life 267 (77.8) 75 (21.9) 1 (0.3)
Missed work because of bleeding 251 (73.6) 89 (26.1) 1 (0.3)
Changed social plans because of bleeding 190 (55.4) 140 (40.8) 13 (3.8)

Mood related to bleeding
Anxiety related to bleeding 45 (13.1) 230 (67.1) 68 (19.8)
Depressed moods related to bleeding 44 (12.9) 230 (67.2) 68 (19.9)

Other questions/symptoms
Patient expectation for results of treatment 201 (58.8) 131 (38.3) 10 (2.9)
Dysmenorhea 320 (93.0) 24 (7.0)
Weakness 168 (48.8) 165 (48.0) 11 (3.2)
Whether the patient has had other problems with bleeding

such as during pregnancy, with delivery, or when brushing teeth
141 (41.1) 187 (54.5) 15 (4.4)
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additional understanding of the issues that are most important
to the patient, the conversation can help providers offer in-
dividualized management options to the patient who will best
fit their needs. This may ultimately help to optimize care by
earlier recognition of symptoms, balanced discussion of
treatment options, and overall improvement of the clinical
encounter.

How to best assess QOL issues with AUB is unknown and
the review by the NICE cited a lack of available evidence
relating to history taking for women who present with this
symptom.19 Multiple patient-based outcome measures
(PBOMs) and questionnaires have been recently developed
to assess women with AUB within the context of clinical
research.22,23 Further research is needed to determine whe-
ther or not these PBOMs developed for use in the research
context could be used in a clinical setting to improve patient–
provider communication during history-taking for AUB.

This study had several strengths. First, research on the
patient–provider interaction during clinical encounters for
AUB has been primarily focused on the patient experience.
This current study is one of the few available studies that
explored the provider role during these clinical encounters.
Information from this study can be used to develop educa-
tional material for clinicians about clinical history-taking
for AUB and hopefully improve patient–provider commu-
nication. An additional strength of this study is that it de-
termined the practice patterns of a national sample of
gynecologists with adequate representation from all geo-
graphic areas.

A recognized limitation of this study is that only obste-
tricians and gynecologists are represented in the survey.
Many other providers, including midwives, nurse practi-
tioners, internists, and family medicine practitioners are in-
volved in the initial evaluation and management of AUB as
well as coordinating specialty care when indicated. Repeat-
ing this study with other healthcare providers who evaluate
and treat women with AUB could provide valuable data that
could further inform educational materials for healthcare
providers. In addition, although we achieved a relatively high
response rate for a physician survey (52%), there is certainly
a potential for response bias.

Conclusions

Physician surveys can provide useful information about
the opinions and practice patterns of clinicians delivering
care to patients. Our study suggests that obstetricians and
gynecologists do not think that impact of bleeding on QOL is
one of the most important elements that need to be assessed
for patients presenting for care for abnormal menstrual
bleeding. This represents a discrepancy between the expec-
tations of patients with AUB and the opinions of their med-
ical care givers. These findings reveal that physician
education is required to better align the expectations of pa-
tients and the clinical history-taking of physicians in the
context of AUB, with the ultimate goal of improving patient
satisfaction with the clinical encounter.
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