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ABSTRACT 

Background: Heavy menstrual bleeding (HMB) is a common gynaecological problem that may substantially impair quality 
of life and lead to health complications. Tranexamic acid (TXA) is a non-hormonal antifibrinolytic agent used during 
menstruation to reduce menstrual blood loss. 
Aim: This narrative review aims to summarize the role of TXA in the treatment of HMB, with particular emphasis on its 
mechanism of action, clinical efficacy, safety profile and limitations of the available evidence. 
Methods: A literature search was conducted in PubMed and Google Scholar, primarily including publications from 2010 to 
April 2026. Older studies were considered when historically important or widely cited. Randomised clinical trials, 
observational studies, systematic reviews, meta-analyses, narrative reviews, and clinical guidelines published in English 
were included. Data were synthesised narratively. 
Results: TXA reduces menstrual blood loss by inhibiting plasminogen activation and fibrin degradation, thereby stabilising 
fibrin clots within the endometrium. Oral TXA is typically used intermittently, only on days of menstrual bleeding. Evidence 
indicates that TXA is more effective than placebo and some pharmacological therapies in reducing menstrual blood loss and 
may improve bleeding-related quality of life. TXA is usually well tolerated, but thromboembolic risk should be assessed 
individually, especially in patients with risk factors. 
Conclusions: TXA is an effective and generally well-tolerated non-hormonal treatment for HMB. It does not replace 
diagnostic evaluation of the underlying causes of bleeding, and treatment should be individualised according to clinical risk 
factors, reproductive plans, and patient preferences. Further studies should assess high-risk populations and patient-reported 
outcomes. 

KEYWORDS 
Heavy Menstrual Bleeding, HMB, Tranexamic Acid, Antifibrinolytic Agents, Abnormal Uterine Bleeding, Menstrual Blood 
Loss 
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1. Introduction 
Heavy menstrual bleeding (HMB) is one of the most common gynaecological problems among women 

of reproductive age. Objectively, it is defined as menstrual blood loss of at least 80 ml per cycle, provided that 

it is not attributable to pregnancy, systemic disorders, or gynaecological disease [1,2]. Currently, however, 

greater emphasis in the diagnosis of HMB is placed on the patient’s subjective assessment, while objective 

measurement of blood loss volume plays a supportive role [1]. According to the currently used definition, 

HMB may include bleeding lasting more than 7 days, the need for very frequent changes of sanitary products, 

including during the night, the use of more than one sanitary pad at a time, and the presence of large menstrual 

blood clots [2]. This approach reflects the contemporary definition of HMB, which emphasises the substantial 

impact of excessive menstrual blood loss on the physical, emotional, social, and material aspects of quality of 

life [1,2]. 

The clinical significance of HMB extends beyond bleeding itself. Excessive menstrual blood loss may 

coexist with dysmenorrhoea, fatigue, and headaches [1,2]. In addition, HMB may lead to other health problems, 

including iron deficiency (ID) and, in more severe cases, iron deficiency anaemia (IDA) [2–4]. Both ID and 

IDA may be associated with fatigue, reduced physical performance and cognitive function, impaired quality 

of life, and decreased productivity [3,4]. The burden of HMB-related ID and IDA often remains under-

recognized, as heavy menstrual bleeding may be normalised by patients themselves, as well as by their families, 

social environment, and healthcare professionals, which can hinder appropriate diagnosis and treatment [3]. In 

this context, HMB should be regarded not only as a burdensome menstrual symptom, but also as a clinically 

relevant condition requiring consideration of the risk of iron deficiency and its health consequences. 
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HMB falls within the broader concept of abnormal uterine bleeding (AUB), which encompasses a wide 

spectrum of gynaecological conditions. Standardisation of AUB terminology has been of considerable 

importance for everyday clinical practice, medical education, and research, as earlier terms such as 

“menorrhagia”, “metrorrhagia”, and “dysfunctional uterine bleeding” were poorly defined and used 

inconsistently [5]. 

The current diagnostic framework for AUB consists of two systems developed by FIGO. The first, FIGO-AUB 

System 1, addresses the terminology and definitions of AUB symptoms and enables the bleeding pattern to be 

described according to parameters such as frequency, regularity, duration, and volume of bleeding. The second, 

FIGO-AUB System 2, classifies the possible causes of AUB according to the PALM-COEIN acronym. This 

classification distinguishes structural causes, including polyps, adenomyosis, uterine leiomyomas, malignancy 

and atypical endometrial hyperplasia, from non-structural causes, including coagulopathy, ovulatory 

dysfunction, endometrial disorders, iatrogenic causes, and conditions not otherwise classified [5,6]. This 

approach emphasises that HMB should not be regarded as a homogeneous clinical problem, but rather as a 

symptom that may arise from a variety of underlying causes. Incorporating the FIGO systems into the 

assessment of patients with HMB is therefore important for structuring the diagnostic process and 

appropriately guiding further management. 

Treatment of HMB includes both pharmacological and procedural treatment options. Therapy should be 
individualised and take into account the underlying cause of symptoms, the patient’s age, associated symptoms, 

reproductive plans, and personal preferences [2]. 

Antifibrinolytic agents, including tranexamic acid (TXA), are used in the treatment of HMB. The mechanism 

of action of TXA involves inhibition of plasminogen activation and reduction of plasmin activity, thereby 

limiting fibrin degradation. As a result, clot stability within the endometrium is enhanced, leading to a 

reduction in menstrual blood loss [7]. 

The aim of this narrative review is to discuss the role of tranexamic acid in the treatment of heavy 

menstrual bleeding, with particular emphasis on its clinical efficacy, safety and limitations of the available 

evidence. 

2. Materials and Methods 
This article was designed as a narrative review on the use of tranexamic acid in the treatment of heavy 

menstrual bleeding, with particular emphasis on its mechanism of action, clinical efficacy, safety, and the 

limitations of the available evidence. 

A literature search was conducted in PubMed and Google Scholar. The analysis primarily included 

publications published between 2010 and April 2026. Older studies were considered only if they were of 

historical importance or were widely cited in more recent literature. The search included the following terms 

and their combinations: “tranexamic acid”, “TXA”, “heavy menstrual bleeding”, “HMB”, “menorrhagia”, 

“abnormal uterine bleeding”, “AUB”, “PALM-COEIN”, “antifibrinolytic agents”, “fibrinolysis”, 

“plasminogen”, “menstrual blood loss”, “quality of life”, “levonorgestrel intrauterine system”, “NSAIDs”, 

“progestogens”, “thrombosis”, “venous thromboembolism”, “anticoagulation”, and “safety”. 

Randomised clinical trials, observational studies, systematic reviews, meta-analyses, narrative reviews, 

and clinical guidelines published in English were eligible for inclusion. Priority was given to studies addressing 

the efficacy of TXA in reducing menstrual blood loss, its impact on quality of life, comparisons with other 

treatment options for HMB, and safety, particularly with regard to thromboembolic risk. Publications unrelated 

to HMB, studies addressing only other indications for TXA, and articles that did not discuss efficacy, safety, 

or practical aspects of treatment were excluded. 

Data synthesis was qualitative and focused on discussing the mechanism of action of TXA, its clinical 

efficacy, safety profile, and the limitations of the available evidence. 
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3. Results 
HMB is a symptom with a complex and heterogeneous aetiology. According to the PALM-COEIN 

classification system, it may result from structural causes, such as endometrial polyps, adenomyosis, uterine 

leiomyomas, malignancy or atypical endometrial hyperplasia, as well as from non-structural causes, including 

coagulopathy, ovulatory dysfunction, endometrial disorders, iatrogenic causes, and conditions not otherwise 

classified [5,6]. Understanding the pathophysiology of HMB requires relating these diverse causes to the 

processes that regulate normal menstruation. 

Menstruation is a cyclical physiological process involving the controlled shedding of the functional layer 

of the endometrium, followed by its subsequent regeneration. This process is regulated by a finely balanced 

interplay between proliferation, decidualization, inflammatory responses, hypoxia, apoptosis, vasoconstriction, 

and final endometrial repair and regeneration [8]. 

Progesterone withdrawal at the end of the luteal phase is the key trigger initiating menstruation and leads 

to a coordinated endometrial response, including tissue oedema, vascular changes, leukocyte influx, activation 

of inflammatory mediators, and induction of matrix metalloproteinases, ultimately resulting in shedding of the 

functional endometrial layer [8,9]. Under physiological conditions, endometrial injury is controlled and 

transient, while efficiently activated haemostatic and tissue repair mechanisms limit blood loss and enable 

rapid, scarless regeneration of the uterine mucosa [9,10]. 

Cessation of menstrual bleeding and proper endometrial regeneration require the coordinated action of 

several mechanisms. Vasoconstriction of the spiral arterioles plays an important role by limiting menstrual 

blood flow, together with an effective haemostatic response to vascular injury, involving platelet adhesion and 

aggregation, activation of the coagulation cascade, and formation of a fibrin clot. The resulting clot is 

subsequently regulated by the fibrinolytic system, in which plasminogen is converted into plasmin, the enzyme 

responsible for the degradation of fibrin deposits [8]. An excessive shift in the haemostatic–fibrinolytic balance 

towards fibrinolysis may promote more rapid degradation of the fibrin clot, thereby contributing to increased 

blood loss during menstruation [11]. 

Control of bleeding is also closely linked to endometrial repair processes, including re-epithelialization 

of the denuded basal layer and formation of a new luminal epithelial surface. Studies on menstrual physiology 

indicate that endometrial tissue formation and remodelling begin already during menstruation, and their proper 

course may be important for limiting menstrual blood loss. Therefore, disruption of these mechanisms may 

contribute to the pathophysiology of HMB [8]. 

Analyses using human endometrial tissue and models of simulated menstruation suggest that 

physiological hypoxia and stabilisation of HIF-1α play an important role in proper endometrial repair during 

menstruation. In women with HMB, lower levels of endometrial HIF-1α have been observed during the 

menstrual phase, accompanied by a longer duration of bleeding [10]. 

The TGF-β/SMAD pathway represents another component involved in the regulation of endometrial 

repair. In women with HMB, reduced levels of TGF-β1 and attenuated SMAD signalling have been observed 

in the late secretory and menstrual phases, which may impair postmenstrual repair of the endometrial stromal 

compartment and promote persistent heavy menstrual bleeding [12]. 

HMB should therefore not be regarded solely as an increased volume of menstrual blood loss, but rather 

as a consequence of an imbalance between endometrial shedding, haemostasis, fibrinolysis, and regeneration. 

From the perspective of non-hormonal treatment, local endometrial mechanisms related to haemostasis and 

fibrinolysis are of particular importance. Excessive fibrinolytic activity within the endometrium provides a 

rational therapeutic target for antifibrinolytic agents, including tranexamic acid. 

In the treatment of heavy menstrual bleeding, tranexamic acid is used primarily as an oral, intermittent 

therapy administered on the days of menstrual bleeding [11,13]. This regimen distinguishes it from many 

hormonal therapies, which require continuous use or cyclic administration for a substantial part of the 

menstrual cycle. In clinical practice, TXA is therefore a treatment aimed at reducing blood loss during a given 

menstrual period, rather than a hormonal or contraceptive therapy [13,14]. 

The mechanism of action of TXA has direct implications for its mode of administration. The drug is a 

synthetic lysine analogue that inhibits the binding of plasminogen and plasmin to fibrin, thereby limiting fibrin 

clot degradation. In HMB, this results in stabilisation of local haemostasis within the shedding endometrium 

[13]. Because TXA acts at the final stage of the bleeding process, its administration is appropriate when 

bleeding is already present or begins in line with the expected onset of menstruation [14,15]. However, it is 

not a causal treatment for structural uterine pathology, coagulopathy, ovulatory dysfunction, or endometrial 
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hyperplasia. Therefore, its use should be preceded by diagnostic assessment appropriate to the clinical 

presentation [5,6]. 

Typical dosing regimens vary between countries and depend on the locally approved medicinal product 

and the information provided in the Summary of Product Characteristics (SmPC). In publications on oral TXA 

for HMB, total daily doses of approximately 3.9–4 g, administered for up to 4–5 days during menstruation, 

have most commonly been described [14–16]. In a study evaluating two doses of an oral TXA formulation, 

1.95 g/day and 3.9 g/day were compared. The 3.9 g/day dose met all primary efficacy endpoints, and adverse 

events did not differ significantly between groups [15]. In another randomised trial, oral TXA at a dose of 3.9 

g/day, administered for up to 5 days in each cycle, reduced menstrual blood loss and improved quality of life 

compared with placebo [17]. From a practical perspective, however, a manuscript should avoid presenting a 

single universal dosing regimen applicable to all countries. It is more appropriate to emphasise that dosing 

should follow the local SmPC or prescribing information, particularly with regard to the maximum daily dose 

and the number of treatment days per cycle. 

The pharmacokinetics of TXA warrant particular caution in patients with impaired renal function. The 

drug is largely eliminated by the kidneys. Therefore, reduced glomerular filtration may lead to increased 

exposure and accumulation. In clinical practice, this supports assessment of renal function, especially in 

patients with a history of kidney disease, older patients, those with multimorbidity, or those taking medications 
that may impair renal function. In patients with significant renal impairment, dose reduction may be required, 

or TXA may be contraindicated, depending on the local product information or Summary of Product 

Characteristics [13,14]. 

Oral tranexamic acid used for the treatment of heavy menstrual bleeding has generally been well 

tolerated in clinical trials and reviews, with reported adverse events most often being mild or moderate in 

severity. The most commonly described adverse events include gastrointestinal symptoms, headache, 

menstrual abdominal discomfort or pain, back pain, and non-specific musculoskeletal complaints. Before 

initiating treatment, it is advisable to discuss possible adverse events and the expected tolerability profile with 

the patient in order to support informed therapeutic decision-making and appropriate management of any 

adverse symptoms [7,14,16]. 

One of the most frequently discussed practical safety issues related to TXA is the potential risk of 

thromboembolic events, particularly in patients with active or previous thromboembolic disease, significant 

risk factors for thrombosis, or concomitant exposure to oestrogens [18–20]. In generally healthy women, short-

term use of oral TXA for HMB is associated with a very low absolute risk of venous thromboembolism, 

although available observational data suggest an increased relative risk [21]. The Cochrane review on 

antifibrinolytic agents for HMB noted that assessment of the thromboembolic safety of TXA is limited, as 

thromboembolic events were not reported as a separate endpoint in most of the analysed studies [7]. 

One of the most important sources of population-based data on oral TXA and the risk of thrombosis is 

a Danish cohort study including women of reproductive age. This study showed an increased relative risk of 

venous thromboembolism among women using oral TXA compared with non-users, whereas no significant 

association was found with the risk of arterial thrombosis. At the same time, the absolute risk of venous 

thromboembolism was very low, as the estimated number of women who would need to be treated for 5 days 

for one additional venous thromboembolic event to occur was 78,549 [21]. These data support a cautious and 

balanced approach to the safety of TXA. The drug should not automatically be regarded as a high-risk therapy 

in generally healthy patients using it short term during menstruation. However, particular caution is required 

when considering TXA in patients with a history of thromboembolic events, diagnosed thrombophilia, or other 

significant risk factors for thrombosis. In clinical trials of TXA for HMB, patients with thromboembolic 

disease, thrombosis, stroke, transient ischaemic attack, myocardial infarction, ischaemic heart disease, 

coagulopathy, or other significant medical conditions were usually excluded, which limits the ability to assess 

treatment safety in high-risk populations [15,17]. Therefore, in women with additional thrombotic risk factors, 

the decision to use TXA should be made on an individual basis, after considering the severity of HMB, 

alternative treatment options, and the potential risk of thrombosis. 

Concomitant use of TXA with combined hormonal contraception or other oestrogen-containing 

therapies requires separate consideration. Direct clinical studies assessing the safety of this combination are 

very limited. Therefore, it remains unclear whether concomitant use of TXA and oestrogen therapy 

significantly increases the risk of thromboembolic events. The potential risk is primarily clinical in nature and 

relates to the possible overlap between the increased thromboembolic risk associated with oestrogens and the 

antifibrinolytic effect of TXA. Available survey data indicate that this combination is sometimes used in 
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clinical practice for the management of refractory HMB. However, available safety data are insufficient to 

allow a definitive assessment of risk. Therefore, the decision to use these therapies concomitantly should be 

made on an individual basis, after discussing the potential benefits and risks with the patient [18,20,22]. 

Patients receiving anticoagulant therapy represent a distinct group. HMB is a common and clinically 

relevant problem in women taking oral anticoagulants, and available data indicate a higher risk of HMB with 

rivaroxaban than with apixaban or dabigatran [19]. In this population, therapeutic decisions are particularly 

challenging, as temporary discontinuation, shortening of treatment, or inconsistent use of anticoagulant therapy 

may increase the risk of recurrent venous thromboembolism, whereas data on concomitant use of TXA and 

anticoagulation remain limited [19]. For this reason, TXA should not be regarded as a means of enabling 

patients to independently reduce or omit doses of anticoagulant therapy. Management of HMB in patients 

receiving anticoagulation should include assessment of bleeding severity, iron deficiency, and anaemia, as well 

as consideration of switching the type of anticoagulant and of available gynaecological treatment options [19]. 

The efficacy of TXA in the treatment of heavy menstrual bleeding has been evaluated in randomised 

clinical trials, systematic reviews, and meta-analyses comparing antifibrinolytic therapy with placebo and other 

pharmacological treatment options. Available evidence indicates that TXA significantly reduces menstrual 

blood loss and improves selected quality-of-life parameters in patients with HMB [1,7,16,17]. 

The most frequently reported endpoint in studies assessing the efficacy of TXA was the reduction in 
objectively measured menstrual blood loss. In these publications, HMB was defined as menstrual blood loss 

of at least 80 ml per cycle, and bleeding volume was assessed objectively, most commonly using the validated 

alkaline haematin method [15,17]. In the previously mentioned randomised trial by Lukes et al., oral TXA at 

a dose of 3.9 g/day, administered for up to 5 days in each cycle, resulted in a significantly greater reduction in 

menstrual blood loss than placebo and met the criteria for clinically meaningful improvement [17]. Similarly, 

in the dose-response study by Freeman et al., two doses of tranexamic acid, 1.95 g/day and 3.9 g/day, 

administered for up to 5 days during menstrual bleeding, were evaluated. Both doses significantly reduced 

menstrual blood loss compared with placebo, but only the 3.9 g/day dose met all three primary endpoints [15]. 

Quantitatively, data from clinical trials summarised in a review on the use of TXA in HMB indicate a reduction 

in menstrual blood loss from baseline of approximately 26–60%, although the studies differed in dosing 

regimen, treatment duration, and methods used to assess bleeding [16]. The clinical relevance of 

antifibrinolytic agents is also supported by the 2022 Cochrane overview of reviews and network meta-analysis, 

in which these agents were ranked among the most effective first-line pharmacological treatments for reducing 

menstrual blood loss [1]. 
The clinical relevance of heavy menstrual bleeding treatment is not limited to reducing the volume of 

bleeding. In accordance with the current definition of HMB, which incorporates the patient’s subjective 
assessment, treatment efficacy should also be evaluated in terms of its impact on the physical, emotional, social, 
and material aspects of quality of life. In the randomised trial by Lukes et al., TXA use was associated not only 
with a significant reduction in menstrual blood loss, but also with improvements in selected bleeding-related 
quality-of-life parameters, including fewer limitations in social, leisure, and physical activities, as well as in 
work and household responsibilities [17]. A post hoc analysis by Lukes et al., focusing on daily menstrual 
blood loss and quality of life, further showed that greater daily blood loss on individual days of menstruation 
was associated with greater limitations in physical, social, and leisure activities [23]. This observation further 
underscores the clinical importance of reducing bleeding, particularly in the context of the impact of excessive 
menstrual blood loss on quality of life. 

The efficacy of TXA in the treatment of HMB has been evaluated both in placebo-controlled trials and 
in comparison with other pharmacological options. In placebo-controlled studies, TXA consistently 
demonstrated greater efficacy in reducing menstrual bleeding [7,15,17]. With regard to non-steroidal anti-
inflammatory drugs (NSAIDs), including mefenamic acid, available evidence indicates that TXA is more 
effective in reducing menstrual blood loss, although the quality of evidence for this comparison has been rated 
as low [7,24]. However, NSAIDs may be useful, particularly in patients with dysmenorrhoea [24]. In clinical 
practice, the choice between TXA and NSAIDs should therefore take into account not only the expected 
reduction in bleeding, but also the presence of concomitant symptoms, especially menstrual pain. 

Compared with oral progestogens, TXA appears to be more effective in reducing the severity of HMB, 
although the quality of evidence for this comparison remains limited [7,25]. A 2019 Cochrane review indicates 
that short-course oral progestogen regimens, administered only during the luteal phase, are less effective than 
other medical treatments, including TXA, in reducing menstrual blood loss. Longer progestogen regimens, 
covering 3–4 weeks of the cycle, may reduce bleeding, although they also appear to be less effective than TXA. 
Data on quality of life, treatment satisfaction, and acceptability of longer progestogen regimens remain limited 
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[25]. Therefore, the choice of this therapy should take into account the adverse-effect profile and patient 
preferences. For this reason, TXA remains a particularly useful option for patients who do not require 
contraception, prefer treatment used only on days of heavy bleeding, or wish to avoid adverse effects associated 
with hormonal therapy [11]. 

In the 2018 Cochrane review, the available data comparing TXA with ethamsylate were limited to a 
single study, which suggested that antifibrinolytic treatment was more effective in reducing objectively 
measured menstrual blood loss in patients with HMB. In contrast, no significant difference between these 
treatment approaches was demonstrated with respect to subjectively assessed improvement in bleeding [7]. 
However, it should be emphasised that these findings were derived from an older study and the quality of 
evidence was rated as low or very low. 

Among conservative treatment options for HMB, the levonorgestrel-releasing intrauterine system 
(LNG-IUS) is characterised by particularly high efficacy. In the 2022 Cochrane overview of reviews and 
network meta-analysis, it was identified as the most effective first-line treatment for reducing menstrual blood 
loss [1]. The efficacy of the LNG-IUS is also supported by data from a 2020 Cochrane review, which showed 
that progestogen-releasing intrauterine systems reduce menstrual blood loss and may improve quality of life 
compared with other medical therapies [26]. Similar conclusions were reported by Chen et al. in a 2022 
systematic review and meta-analysis, indicating greater efficacy of the LNG-IUS than pharmacological 
treatment in controlling bleeding and achieving clinical response in the short and medium term [27]. 

Despite the high efficacy of the LNG-IUS, tranexamic acid remains an important therapeutic option in 
the management of HMB [1]. Its role in treatment is primarily related to its non-hormonal mode of action, the 
possibility of use only on days of heavy bleeding, and the absence of contraceptive effects, which may be 
relevant for patients planning pregnancy or those who prefer to avoid hormonal therapy. 

4. Limitations and Future Directions 
Although tranexamic acid is an established non-hormonal treatment option for heavy menstrual bleeding, 

the available evidence has several important limitations. The most notable is the limited number of recent, 
large randomised clinical trials directly evaluating TXA in classic HMB. The key randomised clinical trials of 
oral TXA for HMB were published more than a decade ago, while subsequent systematic reviews have 
summarised the available evidence from these and other clinical studies [7,15,17]. Further studies are needed 
that are conducted in accordance with contemporary definitions of HMB, incorporate the PALM-COEIN 
classification, and include more diverse patient populations. 

Data comparing TXA with other treatment strategies for HMB in routine clinical practice also remain 
limited. Available reviews indicate that TXA effectively reduces menstrual blood loss and may be more 
effective than placebo, NSAIDs, luteal-phase progestogens, or ethamsylate, whereas the levonorgestrel-
releasing intrauterine system generally shows greater anti-bleeding efficacy [1,7,24-27]. However, there is still 
a lack of large studies comparing not only individual drugs, but also overall treatment strategies, taking into 
account efficacy, tolerability, costs, patient preferences, reproductive plans, and acceptance of hormonal or 
intrauterine therapy. 

An important evidence gap concerns the safety of TXA in patients at high thromboembolic risk. In 
clinical trials of HMB, patients with a history of thrombosis, significant cardiovascular disease, or other serious 
comorbidities were usually excluded [15,17]. A large population-based study indicates an increased relative 
risk of venous thromboembolism with oral TXA, but also a very low absolute risk in generally healthy women 
using the drug for a short duration [21]. However, data remain insufficient to precisely assess safety in patients 
with thrombophilia, a positive history of thromboembolic events, significant obesity, multiple risk factors, or 
concomitant exposure to oestrogens. 

The use of TXA in patients receiving anticoagulant therapy remains particularly poorly understood. 
HMB is a common problem in women taking oral anticoagulants and therapeutic decisions in this group require 
balancing the risk of bleeding against the risk of recurrent venous thromboembolism. At present, there are 
insufficient prospective data to determine in which patients concomitant use of TXA and an anticoagulant 
could be safe, when it might be considered, and how it should be monitored [19]. 

Another limitation is the heterogeneity of endpoints used in HMB studies. Historically, objective 
assessment of menstrual blood loss has predominated, often using the threshold of ≥80 ml per cycle [15,17]. 
Although this endpoint remains important, it does not fully reflect the contemporary understanding of HMB 
as bleeding that affects a patient’s quality of life. Future studies should more broadly incorporate patient-
reported outcomes, such as perceived control over bleeding, limitations in social and occupational activities, 
fatigue, treatment convenience, satisfaction, and willingness to continue therapy. 
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5. Conclusions 
Tranexamic acid is an effective non-hormonal treatment for heavy menstrual bleeding. It significantly 

reduces menstrual blood loss compared with placebo and some other pharmacological therapies. Although the 

levonorgestrel-releasing intrauterine system generally shows greater efficacy, TXA remains an important 

option for patients who prefer non-hormonal, on-demand treatment or therapy that does not provide 

contraception. It should be emphasised that TXA does not replace diagnostic evaluation of the underlying 

causes of HMB. Treatment selection should take into account the PALM-COEIN classification, bleeding 

severity, the presence of iron deficiency or anaemia, comorbidities, reproductive plans, and patient preferences. 

Further studies are needed to assess the efficacy and safety of TXA in high-risk populations and to incorporate 

endpoints that are important to patients, such as quality of life, treatment satisfaction, and acceptability of 

therapy. 
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