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UPDATES TO MENOPAUSE TREATMENT GUIDELINES 
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OBJECTIVES 

• To review some key findings of the Women’s Health Initiative(WHI)  
and how they guide our use of HRT

• To provide an overview of the 2021 SOGC MENOPAUSE GUIDELINES 
including data on some new therapies

• Discuss strategies for management of menopause patients  : 
Addressing the needs of menopause patients and individualizing 
their care

Updates to Menopause Treatment Guidelines
DERZKO

















In FINAL ANALYSIS :
In 50-59 yo ---↓ CHD –@ revascularization  &   ↓Cor A calcification
Overall ↓breast Ca in longer followup







Professor Tom Clarkson 
NAMS AGM – Oct 2006





CHD Events All Cause Mortality



Hodis H et al Ann Intern Med 2001; 135:939-953
      

**In WHI 34.1% had BM! >30 kg/m2

Differences between Randomized Trials 
and Observational Studies









What was learned from the WHI 





(SOGC)



SUMMARY(IMS)



Primary Prevention of CHD in PMW



ALL PROGESTOGENS ARE NOT THE SAME 
Different Molecular Structures



NICE GUIDELINE – Menopause Diagnosis & Management
ET / EPT  :



NICE GUIDELINE – Menopause Diagnosis & Management
ROUTE OF THERAPY  :



•B.  AN OVERVIEW of the 2021 SOGC
MENOPAUSE GUIDELINES

Benefits  vs  Risks



The recognized indications for menopausal hormone treatment are :  

 a)First-line therapy for relief of vasomotor symptoms in appropriate candidates

 b) For women with hypogonadism, primary ovarian insufficiency, or premature surgical menopause 
without contraindication, hormone therapy is recommended for health benefits until the average age 
of menopause

 c) Low-dose vaginal estrogen therapy is recommended first line for isolated genitourinary 
syndrome of menopause to treat symptoms of vulvovaginal atrophy

 d) To prevent bone loss and to reduce fractures in postmenopausal women at elevated 
risk of osteoporosis or fractures

SOGC/CMS MENOPAUSE GUIDELINES 2021

“The Bottom Line”



https://www.sigmamenopause.com/consumers/publications



SOGC/CMS MENOPAUSE GUIDELINES 2021 – KEY POINTS 
from each chapter

• 1. SYSTEMATIC APPROACH TO VMS Rx       (422 a)

• 2. GENITOURINARY HEALTH – GSM              (422 b)

• 3. MOOD, SLEEP COGNITION                         (422 c)

• 4. SEXUALITY                                                    (422 d)

• 5. CARDIOVASCULAR DISEASE                      (422 e)

• 6.  BREAST CANCER                                         (422 f)



1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 1- VMS is the key  reason/ THE major indication for HRT  /  no duration limitation
• Individualization

• POF/POI patient needs HRT (unless contraindicated) at least to normal menopause age  ≈ 52 yo in Canada

• VMS is more than a bother – significant effects –QOL effects
• HRT the most effective Rx
• Hormonal (HRT) and non EPT (Tibolone, Duavive)

non hormonal options .......

• EPT – continuous combined or cyclic oral or transdermal; norgestrel IUCD –a P option

• LISTS  & tables of available effective meds  (NB Also available in Pocket Guide)

• Cultural / traditional therapies 

• NEW -- Neurokinin Receptor Antagonist - Fazolinetent



DRUGS FOR 
VASOMOTOR 
SYMPTOMS



KNDy Neuron

VMS



VMS, THERAPEUTICS, CAM & NUTRITION IN MENOPAUSE

• 1. VMS-a significant problem for many

• 2. MHT = most effective Rx-- safe when started @ <60 yo & within 10 yrs LMP

• 3. Hormonal options : EPT or ET if no uterus); -STEAR (tibolone), TSEC(duavive)

• 4.  Compounded “BHT” – NO rigorous  evidence to support, not recommended

• 5. “Non-hormonal” – antidepressants, gabapentinoids, clonidine, oxybutynins– for VMS– (NB S/E’s)

• 6. CBT (cognitive behavior therapy)-effective;                                                                                                                            
Exercise, paced breathing, relaxation, accupuncture

• 7. Natural health pdts – Lack of rigorous  evidence to support 

• 8. Diet/nutrition - NB



OVERVIEW
• 1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 2. GENITOURINARY HEALTH – GSM (422 b)

• 3. MOOD, SLEEP COGNITION  (422 c)

• 4. SEXUALITY (422 d)

• 5. CARDIOVASCULAR DISEASE  (422 e)

• 6.  BREAST CANCER (422 f)



GSM - VAGINAL ATROPHY

labia majora/minora,

clitoris,

vestibule/introitus, 

vagina,

urethra and bladder



Causes of GSM / Vaginal Atrophy
•Menopause(most common cause) 
•Lack of sexual activity
•Pregnancy or recent childbirth
•Post episiotomy
•Breast feeding
•Premenopausal periods
•Post menstruation
•Hysterectomy +/- oophorectomy
•Removal of ovaries
•Pelvic radiation therapy in women 

cancer patients
•Chemotherapy

•POI/ POF (spontaneous)

•Early menopause (post cancer Rx) 
•Immune disorders
•Oral contraceptives
•After stopping Hormone Rx (MHT) 
Medications such as anti-depressants,

allergy and cold medications
•Intolerance to douching products or 

harsh soaps
•Alcohol consumption
•Cigarette smoking
•Stress, Anxiety or emotional upsets



SUMMARY STATEMENTS
• GSM is common affects >50% of women-- yet most don’t bring up this problem in 

the office ----suffer in silence – affects their QoL & relationships and their sex life

• Women need to be made aware that it is treatable & that there are many options
** and We physicians need to be made aware also 

• Progressive and recurs if treatment is stopped

• NEW DATA/UPDATES
• (1)“it’s never too late to start Rx” – but may take longer to reverse & correct the changes in later 

years
• (2) New products –recently passed by Health Canada
• (3) Vaginal Laser Rx – RCT results

)

VVA/ GSM 



© 2021 by The North American Menopause Society.  Published by Lippincott Williams & Wilkins, Inc. 2

Does age at the start of treatment for vaginal atrophy predict response to vaginal estrogen therapy? Post hoc analysis of data 
from a randomized clinical trial involving 205 women treated with 10 [mu]g estradiol vaginal tablets.
Derzko, C, Rohrich, S Panay, N.  Menopause. 28(2):113-118, February 2021.

Percentage of cells : parabasal, intermediate, superficial
Vaginal pH 

45-60yo
>60 yo

45-60yo >60 yo

Ideal to initiate vaginal estrogen Rx early stage of vaginal atrophy
BUT  initiation in later post menopause is still very effective  

MI : Maturation Index (MI) :
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Drugs for Genitourinary Syndrome of Menopause (GSM)

Prasterone –Intrarosa (Lupin )

Ospemifene**- Osphena (Duchesnay)

VAGINAL

ORAL



JAMA. 2021;326(14):1381-1389. 

The Vaginal Health Index Score (VHI) ranges from 5 to 25, with a score less than 15 considered to indicate vaginal atrophy. The median is represented by the line; the 
interquartile range is represented by the bar (75th percentile by maximal edge; 25th percentile by minimal edge); and the range is represented by the whiskers. Values under 
the dotted line indicate vaginal atrophy.

: 

Effect of Fractional Carbon Dioxide Laser vs Sham Treatment on Symptom Severity in Women With 
Postmenopausal Vaginal Symptoms: A Randomized Clinical Trial

“Vaginal Rejuvenation Rx” -- Is CO₂  Laser effective ?



VAGINAL LASER THERAPY



OVERVIEW
• 1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 2. GENITOURINARY HEALTH – GSM (422 b)

• 3. MOOD, SLEEP COGNITION  (422 c)

• 4. SEXUALITY (422 d)

• 5. CARDIOVASCULAR DISEASE  (422 e)

• 6.  BREAST CANCER (422 f)



SUMMARY STATEMENTS

• 1. The perimenopause =“window of vulnerability” for both depressive symptoms  &  major 
depressive episodes even in those without a hx of depression

• 2. Other contributing factors : to the occurrence and severity of midlife mood symptoms
• Context related – VMS, sleep disturbances and health problems
• Longitudinal or preceding eg unemployment, smoking, hx anxiety

• 3. Hysterectomy +/- oophorectomy
• Large scale studies show ↑ risk of depression

• 4. POI ↑ risk of depression

• 5. Poor sleep quality (objective/& subjective) –common in peri & postmenopausal 

• 6. Cognitive symptoms (worsening memory/slower cognition) –shown in prospective longitudinal studies



Will postmenopausal hormone use foster better brain health?



E2 use associated with reduced risk of death from both 
vascular dementia and AD



Depression, stress and cognitive impairment at midlife



DEPRESSION



Theoretical Model for Menopause-Related Changes 
in  Verbal Memory
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OVERVIEW

• 1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 2. GENITOURINARY HEALTH – GSM (422 b)

• 3. MOOD, SLEEP COGNITION  (422 c)

• 4. SEXUALITY (422 d)

• 5. CARDIOVASCULAR DISEASE  (422 e)

• 6.  BREAST CANCER (422 f)



DESIRE                     AROUSAL                         PAIN                               ORGASM



DESIRE

AROUSAL

PAIN

ORGASM

CLASSIFICATION OF SEXUAL DYSFUNCTION IN WOMEN



HSDD SCREENER



HSDD SCREENER

YES

NO





Medications for Sexual Dysfunction
• PAIN :    for VVA ---Vaginal estrogens (Cream, pill)

-- Vaginal (DHEA) ovules – Prasterone (Intrarosa)
-- Ospemifene (Osphena)

for Pelvic Floor Hypertonicity – Pelvic Physio
(vaginismus)                      -- Onbotulinum toxin

• LIBIDO/HSDD: (All treatments are “off label”)

Testosterone : “a trial of Therapy”                                                                                                         
Transdermal –1% Androgel ½ pump qhs to calf   (NB monitor total Testosterone)

Flibanserin (po):  qhs
Bremelanotide (s/c)  “on demand”

• AROUSAL:  (No approved medication for Rx)—possibly low dose sildenafil

• ANORGASMIA : 1ᵒ r/o mechanical  
2ᵒ- ? Related to SSRI use;  change SSRI to bupropion; -trial of sildenafil

- +/-try  flibanserin + TD testosterone

**Psychological counselling, CBT, mindfulness, sexual skills training  
**Sexual counselling : individual / couple / group  



OVERVIEW
• 1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 2. GENITOURINARY HEALTH – GSM (422 b)

• 3. MOOD, SLEEP COGNITION  (422 c)

• 4. SEXUALITY (422 d)

• 5. CARDIOVASCULAR DISEASE  (422 e)

• 6.  BREAST CANCER (422 f)



OVERVIEW
• 1. SYSTEMATIC APPROACH TO VMS Rx (422 a)

• 2. GENITOURINARY HEALTH – GSM (422 b)

• 3. MOOD, SLEEP COGNITION  (422 c)

• 4. SEXUALITY (422 d)

• 5. CARDIOVASCULAR DISEASE  (422 e)

• 6.  BREAST CANCER (422 f)











• 1. CEE alone in women post hysterectomy significantly decreased breast Ca 

• 2. CEE +MPA Rx in WHI : after 5 years :<1 additional BrCa/1000 women/year of use

• 3. Different progestogens may have different effects on the breast but still no 
evidence to suggest a differential effect on BrCa -- duration of exposure?

• 4. TSEC (Duavive) –has a potent anti-proliferative effect on the breast 

• 5. STEAR (Tibolone) – appears to have antiprolferative effects & in some RCT 
was associated with less breast cancer than the placebo

RISK  REDUCING STRATEGIES



BREAST CANCER :   KEY MESSAGES

• 1. Menopausal hormone therapy choices and regimens should be 
individualized in women at risk for breast cancer, with preference given to 
regimens with evidence showing they do not increase breast cancer risk.

• 2. Vaginal estrogen can be offered to women with a history of breast 
cancer experiencing genitourinary syndrome of menopause, with careful 
consideration given to women on aromatase inhibitors.

• 3. Hormone therapy should be offered to women with a hereditary 
predisposition to breast cancer, in the absence of contraindications, to 
mitigate the risks of premature menopause from risk reducing sapingo-
oophorectomy



Strategies for Menopause 
Patient Management

“Individualizing Care”

C.





CASE PRESENTATION
53 yo G2P2 healthy                                                                                                                 
Took OCP for  perimenopausal DUB & contraception; d/c @ age 52 with no more bleeding

Age 53 yo presented to FD with troublesome VMS not responsive to OTCs : eg evening primrose oil; black cohosh X 1yr
Wanted to “tough it out”       Afraid of HT --- “high risk breast cancer”1

TRIED EVERYTHING  -- SIMPLY NOT WORKING !yr later.. Back to FD –willing to try MHT/HT

Vaginal dryness

Low libido

Fatigue

Muscle/joint pains

Overall diminished wellbeing

“Reduced Quality of Life

Hot flushes

Night sweats

Crawling sensations on skin

Mood issues :  anxiety,  
irritability, depression

Sleep disturbances

Cognitive issues: ↓memory; 
↓concentration

Vasomotor 
Symptoms

(VMS)

But ----1 yr later.. Back to FD –willing to try MHT/HT

Common complaints at this time:



CASE PRESENTATION
53 yo G2P2 healthy                                                                                                                 
Took OCP for  perimenopausal DUB & contraception; d/c @ age 52 with no more bleeding

Age 53 yo presented to FD with troublesome VMS not responsive to OTCs : eg evening primrose oil; black cohosh X 1yr
Wanted to “tough it out”       Afraid of HT --- “high risk breast cancer”

But ----1 yr later.. Back to FD –willing to try MHT/HT

54 yo Rx –Estrace 1mg + Prometrium 100 mg qd ; 
At 6 mo f/u she was still having hot flushes & still not sleeping   

FD called to ask if OK to increase dose to Estrace 2mg +continue Prometrium 100 mg;                                                                                            

Increased dose of Estrace improved VMS & sleep, but caused breast tenderness/mastalgia; 
Ix: mammogram N; labs N       

HT stopped after 8 weeks 



.

.

.

.

.

.



Stopped HRT for 
mastalgia but 6 
months later returns 
Now symptoms 
intolerable!

I simply can’t take 
it anymore!

Depressed  Mood,    sleep disturbances,       Memory Issues,        ↓Cognition                          
↓Libido          ↓ Quality of Life 



CASE PRESENTATION

• Age 54 ½ --- again off  all HT X6mo  : intolerable symptoms:    
Unable to function at work

• c/o brain fog, fatigue VMS  insomnia, anxiety

• Referred for consultation ---What would you recommend next? 

• breasts OK”



TREATMENT OPTIONS-HORMONAL TREATMENT

NAMS 2015 Position Statement: Nonhormonal management of menopause-associated vasomotor symptoms, Menopause: Vol. 22, No. 11, 2015

1. “BIOIDENTICAL MHT”
2. “TSEC” (CEE/BZD)

3. “STEAR”  (tibolone)

SOME NEW ALTERNATIVES 









/ Dua vive

Choosing  the  Right MHT  
Me nopa usa l Hormona l Tre a tme nt

Uterus intact Post Hysterectomy 

First Line Management

Second Line Management
For persistent symptoms 

***E implant  &   P  (LNG or oral P) ***E implant  &   P



IMS Recommendations on Women’s Midlife Health 
and Menopausal Hormone Therapy

• MHT remains the most effective therapy for vasomotor symptoms
and urogenital atrophy (GSM)  

• “…the potential benefits of MHT given for a clear indication are  
• many and the risks are few when initiated within a few years of
• menopause”

IMS Guidelines 2016



2002

2022

Let’s Change the Message about 
Hormone Therapy!





Let’s Change the Message about 
Hormone Therapy

“Shared Decision Making”

Women Need Individualized Treatment 



OBJECTIVES 

• To review some key findings of the Women’s Health Initiative(WHI)  
and how they guide our use of HRT

• To provide an overview of the 2021 SOGC MENOPAUSE GUIDELINES 
including data on some new therapies

• Discuss strategies for management of menopause patients  : 
Addressing the needs of menopause patients and individualizing 
their care

Updates to Menopause Treatment Guidelines
DERZKO

X

X
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CVSD

Cancer

“other”



THANK YOU
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