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C-Gyn 9 
 

Management of the menopause 
 

Given knowledge of the major changes which occur in the quality of life and the health of 
women in the years around the menopause, the College believes it is incumbent upon its 
fellows and members to ensure awareness of these changes amongst the medical profession 
and the wider general community. 
 
1. All perimenopausal and post menopausal women should be offered counselling about 

the menopause, its consequences and management options. 
 
2. All post menopausal women should be examined regularly. Such examinations should 

include general physical, breast and pelvic examinations.  The performance and 
frequency of other tests such as blood lipid and bone density estimations should be 
determined by analysis of risk factors. 

 
3.  It is recommended that Pap smears should be performed according to national 

screening recommendations.  
 
4.  In Australia, it is recommended that mammography be performed every two years from 

50-69 years, and in New Zealand it is recommended that mammography be performed 
every two years from 45 to 69 years.  

 
5.  Women seeking relief from menopausal symptoms should first be offered advice on life  
 style factors including stress reduction, regular exercise, optimal weight management, 

appropriate diet and avoidance of smoking and excessive alcohol and caffeine intake. 
 
6.  Some evidence exists for relief of mild menopausal symptoms with gabapentin or   
 venlafaxine.  
 
7.  The safety and efficacy of some alternative medicines such as black cohosh and 

phytoestrogens is unclear with conflicting evidence from various clinical trials. 
 
8.  Hormone therapy has been clearly shown to alleviate menopausal symptoms compared 

to placebo. Relief of menopausal symptoms remains the main indication for the use of 
hormone therapy. 

 
9.  Hormone therapy has also been shown to increase bone density and to reduce fracture  
 risk. 
 
10.  In women at risk of osteoporosis and fracture, evidence based therapy options should be  
 discussed and individualised. Options will include HT (particularly if associated with short 

term menopausal symptoms), bisphosphonates, strontium ranelate and raloxifene (a 
Selective Estrogen Receptor Modulator).  

 
11.  Hormone therapy should not be prescribed for the primary prevention of long term 

disease. With regard to cardiovascular disease; although observational studies, in vitro 
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and in vivo data all support a protective role for HT and ERT, recent randomised trials 
have not found any such benefit in the populations studied and thus HT is not currently 
advocated for the  treatment or prevention of cardiovascular disease. 

 
12.  There is a link between continuous combined HT and breast cancer. Previous 

observational studies and a re analysis of the world literature showed an increase in 
relative risk from 1 to 1.35 after 10 years of hormone use. The Womens Health Initiative 
(WHI) study of continuous combined HT use showed a statistically non-significant 
increase in relative risk of 1.26 (RR 1.0-1.59) after 5 years. This increase is also 
consistent with a recent meta analysis of four randomised trials where the overall RR 
was 1.27 (CL 1.03-1.56) for combined HT. In absolute terms this quantifies to 3.2 extra 
cases per 1000 users over 5 years for women aged 50-59 and an extra 4 cases per 
1000 users over 5 years for women aged 60-69. In contrast however, the only major 
randomised trial of oestrogen-only hormone therapy in hysterectomised women (WHI) 
showed no increase in risk of invasive breast cancer after 6.8 years. 

 
 Some studies have suggested a possible increase in ovarian cancer with HT. However, 

there is insufficient evidence from high quality studies to draw conclusions regarding the 
effects of HT on ovarian cancer. The age standardised incidence of ovarian cancer in 
Australia for women aged 50-59 years was 1-2 cases per 10,000 women per year.  

 
13.  Because of the risk of breast cancer with long term use it is reasonable to attempt to 

wean patients off continuous combined cyclical oestrogen –progestin therapy HT after 4-
5 years treatment. 

 
14.  Women with persistent symptoms requiring further hormone therapy should be offered  
 appropriate counselling on risks and benefits after which they may continue with the 

lowest effective dose of hormone therapy. 
 
15.  Oral HT use increases the risk of venous thromboembolism. RR 2.14 (1.64-2.81). 

Whether this applies to non oral HT remains inconclusive, although the available 
evidence indicates that the risk with non oral oestrogen is less. 

 
16.  There is no consensus on whether or not HT increases the risk of stroke. In the 

Women’s Health Initiative Study, the use of HT by women aged range 60-79 years was 
associated with an increase in risk of stroke of approximately 8-12 events per 10,000 
women per year. No increase in risk was seen for women aged 50 -59 years {JAMA 
2007; 287: 1465) 

 
17.  Hormone therapy, if offered, should be individualised. 
 
18.  Oral therapy remains appropriate for most women, however women at increased risk of  
 thrombosis should be prescribed nonoral oestrogen. 
 
19.  Oestrogen only therapy is appropriate for women who have had an hysterectomy. 
 
20.  Women who have not had an hysterectomy should be offered oestrogen and progestin  
 therapy rather than oestrogen alone unless there are exceptional circumstances. 
 
21.  Tibolone, a synthetic steroid with oestrogenic, progestogenic and weak androgenic 

effects, provides an alterative to HT for hysterectomised and non-hysterectomised 
women more than 12 months postmenopause. In randomised controlled trials tibolone 
has not been found to be associated with any change in mammographic density or with 
any increase in risk of venous thrombosis,  Early results of long term studies using 
Tibolone suggest breast cancer and stroke rates may be comparable to standard 
hormone treatment 

 
22. Early follow up after commencement of therapy is advisable to adjust the regimen if  
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 necessary. Further adjustments may be made by any practitioner from time to time 
however a full gynaecological examination is appropriate every 2 years. 
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Links to other related College Statements 
C-Gyn 15 Management of the menopause after breast cancer   
C-Gen 2 Guidelines for consent and the provision of information regarding proposed treatment  
 
 
Other useful links 
The risk of breast cancer with HRT use (Media release of the Australasian Menopause Society 
2002). http://www.menopause.org.au/public/media_detail.asp?ID=25 
 
Advice to members of the Australasian Menopause Society: Indications for Prescribing 
Oestrogens and Progestogens in Menopausal Women, Update September 2003. 
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http://www.menopause.org.au/public/media_detail.asp?ID=37  
  
 
Patient Resources 
RANZCOG Patient information pamphlet “Menopause: A guide for women” (released 2003). 
 
 
Disclaimer 
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a 
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient. 
 
The statement has been prepared having regard to general circumstances. It is the responsibility of each Practitioner to have 
regard to the particular circumstances of each case, and the application of this statement in each case. In particular, clinical 
management must always be responsive to the needs of the individual patient and the particular circumstances of each case. 
 
This College statement has been prepared having regard to the information available at the time of its preparation, and each 
Practitioner must have regard to relevant information, research or material which may have been published or become 
available subsequently. 
Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes 
no responsibility for matters arising from changed circumstances or information or material that may have become available after 

the date of the statements.  

 


