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Objectives 
 Become confident with the indications, risks and 

benefits of hormone therapy 

 Recognize the appropriate route of administration 
based on complaint and medical co-morbidities 

 Incorporate a brief discussion about hormone use or 
need in the well visit 



Recommendation grading 

categories (where provided) 
 Level I: Based on good and consistent scientific 

evidence 

 Level II: Based on limited or inconsistent scientific 

evidence 

 Level III: Based primarily on consensus and expert 

opinion  
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FDA-approved indications 

for hormone therapy 
 First-line therapy for relief of vasomotor symptoms in 

appropriate candidates 

 To prevent bone loss and reduce fractures in postmenopausal 

women at elevated risk of osteoporosis or fractures 

 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 

 Low-dose vaginal estrogen therapy is recommended first line 

for isolated genitourinary syndrome of menopause to treat 

symptoms of vulvovaginal atrophy 
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Differing risks of hormone 

therapy for women 

 Depending on type, dose, duration, route of 

administration, and timing of initiation and 

whether a progestogen is needed 

 Treatment should be individualized using best 

available evidence to maximize benefits and 

minimize risks 

 Periodic reevaluation about the benefits and risks 

of continuing or discontinuing hormone therapy 
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Risks appear different 
for estrogen therapy versus 

estrogen-progestogen therapy 

 The risks of hormone therapy in the Women’s 

Health Initiative and other studies differ 

overall for 

• Estrogen therapy  

• Estrogen-progestogen therapy 

 Potentially more favorable safety profile for 

longer use of estrogen therapy (Level II) 
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Age and time since menopause 

onset: timing hypothesis 
 The effects of hormone therapy (HT) on coronary 

heart disease (CHD) may vary depending on a 

woman’s age and time since menopause onset 

 Data show reduced CHD in women who initiate HT 

aged younger than 60 years and/or within 10 years 

of menopause onset 

 There is concern of  increased risk of CHD 

in women who initiate HT more than 10 or 20 years 

from menopause onset 
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Transdermal hormone therapy 

 Based on observational data only, the use of 

lower doses and transdermal therapy appears 

to be associated with lower venous 

thromboembolic and stroke risk 

 But . . . the lack of comparative randomized 

control trial data limits recommendations 
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Estrogen Therapy -Oral vs 
Transdermal 

 Research suggests oral and transdermal 
delivery of estrogen may have different 
effects on 

 Hepatic protein synthesis 

 Serum-binding globulins:   Sex hormone-binding globulin  

 Markers of inflammation:  C-reactive protein 

 Coagulation:                         Procoagulant factors 

 Lipid profile:                         Triglycerides 
 

 Gallbladder function 

Canonico, et al “Hormone Therapy and Venous Thromboembolism….” Circulation 2007: Feb 20; 115 



Lowering doses or transdermal 

 May be appropriate as women age 

 For those with metabolic syndrome 

• Hypertriglyceridemia with risk of pancreatitis 

• Fatty liver (Level III) 
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 For systemic estrogen, endometrial protection 

requires an adequate dose and duration of a 

progestogen or use of the combination 

conjugated equine estrogen with bazedoxifene 

(Level I) 

 Progestogen therapy is not recommended with 

low-dose vaginal estrogen—1-year safety data 

 Appropriate evaluation of the endometrium should 

be performed for vaginal bleeding (Level I) 

 

Endometrial protection 
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Concerns about compounded 

bioidentical hormone therapy 
 Unique concerns about safety surround use of 

compounded bioidentical hormone therapy 

• Lack of regulation and monitoring 

• Possibility of overdosing or underdosing 

• Lack of scientific efficacy and safety data 

• Lack of a label outlining risks 

 No evidence to support use of routine serum or 

salivary hormone testing 
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Compounded bioidentical hormone 

therapy should be avoided 

 Prescribers of compounded bioidentical 

hormone therapy should identify and document 

the medical indication for compounded hormone 

therapy over government-approved therapies 

 Such indications include allergy or the need 

for different dosing, formulation, or preparation 
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Vasomotor symptoms 

Sleep 

Bone and joints 

Cognition and mood 

Diabetes mellitus 

Gallbladder and liver 

Quality of life 
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Hormone therapy 

and vasomotor symptoms 
 Hormone therapy remains the gold standard for relief of 

vasomotor symptoms (VMS)  
• Estrogen-alone therapy is used for symptomatic women after 

hysterectomy 

• For symptomatic women with a uterus, combination therapy protects 

against endometrial neoplasia, either with a progestogen or a 

combination of conjugated equine estrogen and bazedoxifene 

 The lowest dose that offers relief should be used and 

assessed periodically 

 Progestogens relieve VMS 
• Micronized progesterone 300 mg nightly decreases VMS 

• Synthetic progestins have shown benefit 

• No long-term study results are available 
 

© 2017 

The 2017 hormone therapy position statement of The North American Menopause Society. 

Menopause. 2017;24(7):728-753. 



Hormone therapy, vasomotor 

symptoms, and sleep 

 Hormone therapy is the most effective treatment 
for hot flashes 

 During the menopause transition, women with 
hot flashes are more likely to report reduced 
sleep 

 Hormone therapy improves sleep in women with 
bothersome nighttime hot flashes 
• Reduces nighttime awakenings 
• Improves duration, disruption, latency, 

and sleep cycles 
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Hormone therapy 

and bone and joints 

 Hormone therapy effectively prevents postmenopause 

osteoporosis and fractures 

 Women in the estrogen-alone and estrogen-progestogen 

therapy overall cohorts in the Women’s Health Initiative 

(WHI) had significant 33% reductions in hip fracture  

 After treatment discontinuation in the WHI, beneficial 

effects on bone dissipated rapidly, but no rebound was 

seen   

 Women in the WHI showed less joint pain 
or stiffness 
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Hormone therapy and cognition 
 Hormone therapy (HT) is not recommended for preventing or 

treating cognitive function or dementia 

 Conjugated equine estrogen + medroxyprogesterone acetate 
initiated in women aged older than 65 years in the Women’s 
Health Initiative Memory Study showed a rare increased risk for 
dementia  

 Estrogen therapy may have positive cognitive benefits if initiated 
early after surgical menopause  

 HT in the early postmenopause neutral on cognitive function  

 Tentative support (observational studies) available for critical 
window hypothesis of HT in Alzheimer disease prevention 
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Hormone therapy and mood 

 Insufficient evidence to support hormone therapy use in 

treatment of clinical depression 

 In small randomized, controlled trials, estrogen therapy 

was effective in improving clinical depression in 

perimenopausal but not postmenopausal women 

 Progestogens may contribute to mood disturbance 

 Women whose depression improves with hormone 

therapy are likely to experience a worsening of mood 

after estrogen withdrawal 
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Hormone therapy 

and diabetes mellitus  

 Hormone therapy significantly reduces the 

diagnosis of new-onset type 2 diabetes mellitus 

but is not US-government approved for this 

purpose 

 Hormone therapy may help attenuate abdominal 

adipose accumulation and the weight gain that is 

often associated with the menopause transition 

North American Menopause Society Position statement HT  
2017 

.  
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Hormone therapy 

and gallbladder and liver 

 Risk of gallstones, cholecystitis, and cholecystectomy is 
increased with oral estrogen-alone and combination 
hormone therapy (HT) 

 Lower risk with transdermal HT than with oral and with 
oral estradiol compared with conjugated equine estrogen 
(lacking randomized, controlled trial data) 

 Association of HT with slower fibrosis progression in 
hepatitis C and with fatty liver observed, but no 
randomized, controlled trials to establish benefits 
and risks of HT in postmenopausal women with 
liver disease 
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Hormone therapy and quality of life  
 Hormone therapy is not approved for enhancing 

quality of life (QOL) but may substantially improve 
health-related QOL in symptomatic women 

 Unclear whether hormone therapy improves health-
related QOL in asymptomatic women 

 Validated instruments should be used to measure 
QOL in clinical trials 

 Desire for improved QOL may cause women 
and providers to accept a greater degree 
of risk to obtain significant improvement 
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Coronary heart disease 

Venous thromboembolism 

Stroke 

All-cause mortality 
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Trials of hormone therapy 

and coronary heart disease 
 Meta-analysis of randomized, controlled trials 

(Boardman HM, et al. Cochrane Database Syst Rev. 2015.) 

 Hormone therapy initiated fewer than 10 years after menopause 

onset in postmenopausal women reduced coronary heart 

disease 

 Relative risk (RR), 0.52; 95% confidence interval (CI), 0.29-0.96 

 Significant increased risk of venous thromboembolism  

 RR, 1.74; 95% CI, 1.11-2.73 

 Death was significantly reduced  

 RR, 0.70; 95% CI, 0.52-0.95 

Boardman Cochran Review 2015 
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Hormone therapy and coronary 

heart disease: timing of initiation 
 Hormone therapy (HT) represents a safe and effective 

option for the treatment of menopause symptoms when 

initiated in healthy postmenopausal women aged 

younger than 60 years or within 10 years of menopause 

onset 

 The effects of HT on coronary heart disease may vary 

depending on when HT is initiated in relation to a 

woman’s age and/or time since menopause onset 
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Initiation of hormone therapy more than 

10 or 20 years after menopause onset 
 Potential for increased risk of coronary heart disease for 

women who initiate hormone therapy more than 10 years 

from menopause onset, and clearly by 20 years 

 In the Women’s Health Initiative, both conjugated equine 

estrogen alone and conjugated equine estrogen + 

medroxyprogesterone acetate increased risk of coronary 

heart disease 

 Potentially greater risk with conjugated equine estrogen + 

medroxyprogesterone acetate  

 Significant when initiated in women more than 20 years 

from menopause onset 
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Hormone therapy and stroke  
 Meta-analyses of randomized, controlled trials 

 No increased risk if hormone therapy initiated within 

10 years of menopause onset (observational trials mixed) 

 Increased risk in women more than 10 years from menopause 

onset 

 In the Women’s Health Initiative, increased risk with both 

conjugated equine estrogen + medroxyprogesterone 

acetate and conjugated equine estrogen alone in overall 

study cohort 

 Rare attributable risk if hormone therapy initiated 

in women aged younger than 60 years 
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Hormone therapy and cardiovascular disease 

(coronary heart disease, all-cause mortality, 

stroke, and venous thromboembolism) 

 Discussion of benefits and risks of hormone therapy 

should include heart disease and all-cause mortality 

 More favorable benefits if started in women aged younger than 

60 years or within 10 years of menopause onset  

 Greater risks if initiated further from menopause or in women 

aged older than 60 years (Level I) 

 Benefits and risks of continuing or withdrawing 

hormone therapy require consideration in discussions 

about duration of therapy (Level II) 
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Age and time since menopause 
 For healthy symptomatic women aged younger than 60 years or within 10 

years of menopause onset, the more favorable effects of hormone therapy 

(HT) on coronary heart disease and all-cause mortality should be considered 

against potential rare increased risks of breast cancer, venous 

thromboembolism (VTE), and stroke 

 HT is not FDA indicated for primary or secondary cardioprotection 

 Women who initiate HT aged older than 60 years and/or more than 

10 years, and clearly by 20 years, from menopause onset are at higher 

absolute risks of coronary heart disease, VTE (risk of pulmonary embolism), 

and stroke than women initiating HT 

in early menopause 

 Personal and familial risk of cardiovascular disease, stroke, 

and VTE should be considered when initiating HT  
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Hormone therapy and bothersome 

genitourinary syndrome of menopause 

(vulvovaginal atrophy) 

 Low-dose vaginal estrogen effective and safe for 
treatment of vulvovaginal atrophy, with minimal 
systemic absorption 

 Advised when estrogen therapy is considered 
only for symptoms of the genitourinary 
syndrome of menopause (vulvovaginal atrophy) 

 Nonestrogen alternatives approved for 
dyspareunia include ospemifene and intravaginal 
dehydroepiandrosterone 
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Hormone therapy 

and sexual function 
 Systemic hormone therapy and low-dose vaginal estrogen therapy 

(ET) treat vulvovaginal atrophy 

 Increases lubrication, blood flow, and vaginal sensation 

 ET does not improve sexual interest, arousal, and orgasmic 

response beyond treating menopause symptoms 

 If systemic hormone therapy is needed with low libido, transdermal 

ET formulations are preferred to oral 

 Increased sex hormone-binding globulin 

 Reduced bioavailability of testosterone with oral ET 

 Conjugated equine estrogen + bazedoxifene relieves 

dyspareunia and improves vulvovaginal atrophy and some 

aspects of sexual function in postmenopausal women 

North American Menopause Society Position statement HT  2017  

.  
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Hormone therapy and urinary 

tract symptoms 

(including pelvic floor disorders) 

 Systemic hormone therapy does not improve 

urinary incontinence 
 May increase incidence of stress urinary incontinence 

 Low-dose vaginal estrogen therapy may provide 

benefit for urinary symptoms 
 Recurrent urinary tract infections 

 Overactive bladder 

 Urge incontinence 

 Hormone therapy not FDA approved for 

any urinary health indication 
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Breast 

Lung 

Ovarian 

Colon 
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 Hormone therapy and breast cancer 

 The effect of hormone therapy (HT) on breast 

cancer risk is complex and conflicting 

 The effect of HT on breast cancer risk may 

depend on  

 Type of HT, dose, duration of use 

 Regimen, route of administration 

 Prior exposure to HT 

 Individual characteristics  
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Hormone therapy, the Women’s 

Health Initiative, and breast cancer  

 Increased risk of invasive breast cancer after 3 to 

5 years of conjugated equine estrogen 0.625 mg + 

medroxyprogesterone acetate 2.5 mg therapy  

 No increased risk of breast cancer was seen with 

7 years conjugated equine estrogen 0.625 mg alone 

therapy 

 Allows for more flexibility in duration of estrogen 

therapy use in women without a uterus 
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Hormone therapy and family 

history of breast cancer 

 Observational evidence shows use of 

hormone therapy does not alter risk for 

breast cancer in women with a family 

history of breast cancer 

 Family history is one risk among many 

that should be assessed when 

counseling women on the use of 

hormone therapy (Level II) 
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Hormone therapy and lung and 

ovarian cancer 

 Overall neutral effect on lung cancer 

 If association between hormone therapy and ovarian 

cancer, absolute risk is likely to be rare (< 1/1,000), 

possibly only with long duration of use 

 No increased risk seen in the Women’s Health Initiative 

(only randomized, controlled trial to study ovarian 

cancer) 
 No significant effect of conjugated equine estrogen + 

medroxyprogesterone acetate on ovarian cancer relative to 

placebo after 5.6 years’ therapy and 13 years’ cumulative 

follow-up  

 
© 2017 

The 2017 hormone therapy position statement of The North American Menopause Society. 

Menopause. 2017;24(7):728-753. 



Hormone therapy and colon cancer 

 Use of conjugated equine estrogen + 

medroxyprogesterone acetate across all ages 

reduced colorectal cancer incidence during 

treatment 

 Women’s Health Initiative and postintervention data 

found no strong evidence of a protective effect with 

either estrogen therapy or estrogen-progestogen 

therapy on risk of colorectal cancer 
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Endometrial 

Breast 
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Hormone therapy and survivors 

of endometrial cancer 

 Use of hormone therapy may be considered in 

symptomatic women with surgically treated, early 

stage endometrial cancer (low risk) if other options 

are not effective  
 Particularly in women with early surgical menopause at 

higher risk of health consequences with estrogen loss 

 Nonhormone therapies are recommended for 

women with more advanced cancer or higher-risk 

endometrial cancer 
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Low-dose vaginal estrogen therapy 

and survivors of endometrial cancer 

 Consideration may be given for low-dose 
vaginal estrogen therapy for relief of the 
genitourinary syndrome of menopause 

 For women with early endometrial cancer who 
have completed successful treatment, including 
hysterectomy 

 If nonhormone options are not successful 

 On the basis of limited short-term safety trials 
(Level II) 
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Hormone therapy and survivors 

of breast cancer 

 Systemic hormone therapy is not recommended 

for survivors of breast cancer 

 Selected cases with compelling reasons may be 

discussed in conjunction with an oncologist 

 After nonhormone options have been unsuccessful 
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Low-dose vaginal estrogen and survivors of breast 

cancer with bothersome genitourinary syndrome 

of menopause 

 Low-dose vaginal estrogen therapy (ET) 
 Minimal systemic absorption  

 Blood levels in postmenopause range 

 Based on limited data, minimal risk for recurrence of breast cancer (Level II)  

 For survivors of breast cancer with bothersome genitourinary 

syndrome of menopause symptoms, low-dose vaginal ET may 

be an option 
 After a failed trial of nonhormone therapies 

 In consultation with an oncologist 

 Concern even with low-dose vaginal ET for women on aromatase inhibitors 

because of suppressed estradiol levels (Level III) 
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Early menopause 

Primary ovarian insufficiency 

BRCA after oophorectomy 

Age older than 65 years 
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Hormone therapy and early menopause 

and primary ovarian insufficiency 

 Data regarding hormone therapy in women aged older 

than 50 years should not be extrapolated to younger 

postmenopausal women 

 Observational studies suggest benefits outweigh risks on 

bone, heart, cognition, vulvovaginal atrophy/ 

genitourinary syndrome of menopause, sexual function, 

and mood 

 Hormone therapy recommended until at least median age 

of menopause (52 y)  

 Younger women may require higher doses for 

symptom relief or protection against bone loss 
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Ovarian conservation 

when possible 
 Women with early menopause and primary ovarian 

insufficiency have health risks that may include 

persistent vasomotor symptoms, bone loss, 

vulvovaginal atrophy, mood changes, and increased 

risk of heart disease, dementia, stroke, Parkinson 

disease, ophthalmic disorders, and overall mortality 

 Ovarian conservation is recommended, if possible, 

when hysterectomy for benign indications is 

performed in premenopausal women at 

average risk for ovarian cancer 
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Hormone therapy and BRCA 

after oophorectomy 

 Limited observational evidence suggests that 

hormone therapy use does not further increase 

risk of breast cancer in women with a family 

history of breast cancer or in women after 

oophorectomy for BRCA 1 or 2 gene mutation  
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Hormone therapy 

and prolonged duration 
 Longer durations of therapy should be for documented indications 

such as persistent vasomotor symptoms or bone loss, with shared 

decision making and periodic reevaluation 

 Good-quality information is lacking about prolonged duration with 

lower doses or transdermal products in women who initiate hormone 

therapy at younger ages or closer to menopause for risk of coronary 

heart disease or breast cancer 

• Risk may increase with longer durations of use or with age 

 Recent observational data are positive  

• Finnish database (less coronary heart disease, no increased breast 

cancer) 

• May include healthy-user bias 
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Risks that increase with age 

or time from menopause 
 Meta-analyses of randomized, controlled trials 

showed absolute risks that increased with age or 
time from menopause included coronary heart 
disease, stroke, venous thromboembolism, and 
pulmonary embolism 
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No general rule to discontinue 

hormone therapy after age 65 

 The recommendation to use the Beers criteria 

to routinely discontinue systemic hormone 

therapy after age 65 is not supported by data 

 Decisions regarding whether to continue 

hormone therapy beyond the age of 60 years 

should be individualized 
• After appropriate evaluation 

• Counseling about potential benefits and risks 

• Ongoing surveillance (Level III)  
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Women aged 70 years and older 

or further from menopause 

 When initiated in women aged 70 years and older 

and/or more than 10 years (conjugated equine 

estrogen + medroxyprogesterone acetate) or 20 

years (conjugated equine estrogen) from 

menopause onset, both therapies showed 

increased risk of coronary heart disease in the 

Women’s Health Initiative 
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Area of scientific 

uncertainty: coronary heart disease 
 Although newer observational data are consistent with 

older observational data, caution is recommended when 
considering data that suggest reduced coronary heart 
disease and all-cause mortality when hormone therapy is 
initiated in women aged younger than 60 years and/or 
who are within 10 years of menopause onset 

 Clinical decisions need to be individualized by reviewing 
the data and taking all specific circumstances into 
account on a case-by-case basis 
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Area of scientific 

uncertainty: breast 
 Breast tissue recently exposed to endogenous estrogen and 

progestogen may react differently to exogenous hormones 

than if more distantly exposed, but this theory of estrogen-

induced apoptosis of occult tumors remains unproven 

 Different types of estrogen may have different effects on the 

breast, thus limiting the generalizability of the findings of 

reduced breast cancer cases with conjugated equine estrogen 

in the Women’s Health Initiative 
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 No evidence for Beers criteria to recommend 

discontinuation of hormone therapy after age 65 if 

indication to continue remains and no contraindications 

 Breast cancer risk does not increase appreciably with 

short-term use of estrogen-progestogen therapy and may 

be decreased with estrogen alone (conjugated equine 

estrogen in the Women’s Health Initiative) 

 No increased risk of breast cancer in women who are 

BRCA-positive on hormone therapy after risk-reducing 

bilateral salpingo-oophorectomy (observational 

studies) 

 © 2017 
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The experts agree 

about hormone therapy 

 Benefits are likely to outweigh risks for 

symptomatic women who initiate hormone 

therapy aged younger than 60 years or within 

10 years of menopause onset (Level I) 
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The experts agree about who 

should not use hormone therapy 

 For women who initiate hormone therapy more 

than 10 or 20 years from menopause onset or 

aged 60 years and older, the benefit-risk ratio 

appears less favorable than for younger women 

 Greater absolute risks 

 Coronary heart disease, stroke, venous 

thromboembolism, and dementia 
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The 2017 NAMS Hormone Therapy Position 

Statement has been endorsed by 
 Academy of Women’s Health 

 American Association of Clinical 

Endocrinologists 

 American Association of Nurse Practitioners 

 American Medical Women’s Association 

 American Society for Reproductive Medicine 

 Asociación Mexicana para el Estudio 

del Climaterio 

 Association of Reproductive Health 

Professionals 

 Australasian Menopause Society 

 Chinese Menopause Society 

 Colegio Mexicano de Especialistas 

en Ginecologia y Obstetricia 

 Czech Menopause and Andropause Society 

 Dominican Menopause Society 

 European Menopause and Andropause Society 

 German Menopause Society 

 Groupe d’études de la ménopause 

et du vieillissement Hormonal 

 

 

 

 

 

 HealthyWomen 

 Indian Menopause Society 

 International Menopause Society 

 International Osteoporosis Foundation 

 International Society for the Study of Women’s Sexual 

Health 

 Israeli Menopause Society 

 Japan Society of Menopause and Women’s Health 

 Korean Society of Menopause 

 Menopause Research Society of Singapore 

 National Association of Nurse Practitioners 

in Women’s Health 

 SIGMA Canadian Menopause Society 

 SOBRAC and FEBRASGO 

 Società Italiana della Menopausa 

 Society of Obstetricians and Gynaecologists of Canada 

 South African Menopause Society 

 Taiwanese Menopause Society 

 Thai Menopause Society 

 
The American College of Obstetricians and Gynecologists supports the value of this clinical document as an 

educational tool, June 2017. The British Menopause Society supports this Position Statement. 


