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The menopause
transition
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The menopause transition may be associated with
significant symptoms that require additional care
and support. Co-ordinated management between
specialists and GPs can facilitate the holistic care
of patients during this period.

he menopause transition (MT), also called perimenopause,

is the period leading up to the final menses. A woman is

considered postmenopausal 12 months after her final men-
strual period. The constellation of changes that can develop during
the MT can sometimes cause distress. The reduced ovarian
follicular pool leads to intermittent ovulation, irregularity in cycles
and reduced ovarian oestradiol and progesterone production. This
article discusses the primary symptoms that can arise during the
MT, how management during this period may differ from the
management of menopausal symptoms, when referral to a gynae-
cologist may be indicated and some practical considerations for
providing holistic care during the MT. We recognise and respect
that nonbinaryand transgender individuals can experience symp-
toms of the MT, and our intention is to be inclusive in our language
and representation. For the purposes of this article, we refer to
cisgender women (hereafter referred to as women).
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KEY POINTS

« The menopause transition is defined as the period leading
up to the final menses. Women can present with a range
of symptoms, such as irregular bleeding, vasomotor
symptoms, genitourinary concerns and psychological changes.
Referral to a gynaecologist may be necessary if initial
treatments are ineffective or if further investigations are
warranted.

Shared care between specialists and GPs ensures
comprehensive management while prioritising overall
health and lifestyle interventions.

General health considerations include cardiovascular and
bone health, with caution in terms of long-term hormone
therapy use.

How and why does the patient present to a GP?

The average age of menopause in Australia is 51 years with a range
of 45 to 55 years. Typical symptoms such as vasomotor symptoms
last for four to seven years on average. During the early perimen-
opause, menstrual bleeding abnormalities are common. Heavy,
irregular or prolonged menstrual bleeding affects more than 90%
of women at least once and nearly 80% at least three times.! The
reason for presentation to a GP can depend on the reproductive
stage, nature and severity of symptoms. The reproductive stage is
based on the Stages of Reproductive Aging Workshop +10
(STRAW+10) criteria (Figure).” The STRAW-+10 criteria are divided
into five stages:

o late reproductive stage

o early menopausal transition

o late menopausal transition

o following the final menstrual period

o early menopause.
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Figure. Features of the Stages of Reproductive Aging Workshop +10 staging system in women.?
Abbreviations: AMH = anti-Mullerian hormone; FSH = follicle stimulating hormone.

What are some common
symptoms of the menopause
transition?

Irregular bleeding

Changes in bleeding pattern are a common
early symptom of the MT. The changes are
most likely related to the anovulation that
occurs due to declining sensitivity to
oestrogen in the hypothalamus and can
occur in up to 51% of women within the
first two years of the MT.! If the bleeding
is abnormal in heaviness or duration for
the patient, consider investigation with
pelvic ultrasound. If there is ultrasound
evidence of increased endometrial thick-
ness or the presence of polyps or other
intra- or extrauterine masses, referral to a
gynaecologist should be made. In the
absence of abnormal pathology, treatments
can include short-term nonhormonal
agents, such as oral tranexamic acid or
mefenamic acid, or hormonal agents, such
as an oral hormonal contraceptive, short-
term oral progesterone during the period
of bleeding or a progestogen-releasing
intrauterine device (levonorgestrel 19.5 or
52mg intrauterine drug delivery system
sachet).

Vasomotor symptoms
Most women experience hot flushes and
night sweats during the MT, with 10 to
30% being affected significantly. These
symptoms last for seven years on average
but are most frequent in the year around
the final menstrual period.?

In those without contraindications,
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menopausal hormone therapy (MHT)
is an effective treatment for significant
vasomotor symptoms (VMS).* Combined
estrogen and progesterone MHT should
be offered to women with an intact uterus
to reduce the risk of endometrial hyper-
plasia or cancer, whereas estrogen-only
treatments can be offered to women who
have undergone a hysterectomy.” No single
MHT preparation has been shown to be
superior to others. However, transdermal
estrogen confers a less increased to no risk
of venous thromboembolism compared
with oral estrogen, although there is
little to moderate supporting evidence.®
Micronised progesterone is associated
with a higher risk of endometrial cancer
compared with synthetic progestogens,
but may confer a reduced breast cancer
risk than that associated with synthetic
progestogens; however, this is also based
on low-quality evidence.”®

In the absence of contraindications, the
combined oral contraceptive pill can be
considered in the late reproductive stage
and early MT for significant VMS, and will
also provide contraception and reduce
heavy or irregular bleeding.

Genitourinary and sexual symptoms

Genitourinary symptoms affect around
one-third of postmenopausal women.!
‘Women commonly report an increase in
urinary urge and frequency symptoms
and urinary tract infections (UTIs), as
well as discomfort with sexual activity
secondary to vaginal dryness, vaginal
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burning, irritation and bleeding.

A full history should be taken to discern
for other possible causes. If a UTI is diag-
nosed, appropriate antibiotic treatment
should be initiated based on sensitivities,
and the patient should return for review
post-treatment to determine if any of the
genitourinary symptoms persist beyond
treatment.

In cases of sexual dysfunction, consider
other stressors and tensions not directly
related to the MT. Antidepressants, such
as venlafaxine and gabapentin, can impair
sexual function and libido. Referral to a
relationship counsellor or psychologist
should be considered, especially when the
sexual difficulties are bothersome.

Evaluation should include a speculum
examination to assess for vulvovaginal
dryness, and a cervical screening test can
be performed concurrently, if due. If there
are concerns about concurrent issues, such
as prolapse, dysuria, stress incontinence or
rectal urgency or incontinence, consider
referral to a gynaecologist (or urogynae-
cologist, if available) for further examina-
tion and work-up, which may include
urodynamics and cystoscopy. Referral to
a pelvic floor physiotherapist should also
be considered.

In cases of significant vaginal dryness,
consider prescribing topical estrogen
creams, which can be applied two to three
times per week at nighttime. Improving
vaginal dryness may also improve related
concerns, such as dyspareunia and urinary
urgency. Nonhormonal vaginal moisturisers



may also improve vaginal dryness,
although the effects are temporary.

MHT and tibolone are potential options
to improve libido, although the evidence
of their benefit is limited.” Testosterone
therapy can be considered in cases of
hypoactive sexual desire disorder (HSDD).
Iftestosterone therapy is being considered,
referral to a specialist gynaecologist should
be considered to establish a diagnosis of
HSDD according to the Diagnostic and
Statistical Manual of Mental Disorders
(DSM)-V, initiate therapy, provide appro-
priate counselling on its side effects and
efficacy and to monitor response to
treatment.

Psychological symptoms
The MT may be accompanied by changes
insleep and, potentially, in mood. Objective
measures of cognition have not revealed
significant memory changes."” Although
there is a clear distinction between
mood-related changes during the MT and
aclinical DSM-V diagnosis of major depres-
sive disorder (MDD), the group at risk of
MDD or elevated depressive symptoms
during the MT are those with previous
MDD or elevated depressive symptoms."
Sleep disturbance can occur from the
early to late MT and onwards through
menopause, particularly in patients with
VMS at night. MHT may improve sleep
quality in these patients. In the absence
of VMS, exploring other factors such as
work and relationship stressors could also
help guide treatment options.
Nonpharmacological treatments, such
as cognitive behaviour therapy, have been
shown to improve sleep disturbances sig-
nificantly during the MT in the absence
of a primary sleep disorder diagnosis,
compared with standard menopause
education.'”

Are there any symptoms or aspects
of the menopause transition that
must not be missed?

Abnormal bleeding

Changes in bleeding patterns are normal
in the MT; however, bleeding that becomes

more frequent or heavy warrants further
investigation. A speculum examination
and transvaginal ultrasound are appropri-
ateinitial investigations, and any concern-
ing features on examination or initial
investigation warrant referral to a gynae-
cologist for further work-up, which may
include endometrial sampling. If there are
concurrent concerns about abnormal
bleeding and VMS during the MT, a pro-
gestogen-releasing intrauterine device
could be considered as part of MHT.

Osteoporosis

Changes in circulating sex steroid levels
during the MT and postmenopause are
associated with changes in bone metabo-
lism, which can subsequently increase the
risk of fragility fractures. If there are addi-
tional risk factors, such as concurrent
autoimmune conditions, this added loss
of bone density increases the incidence of
fractures. In such cases, dual-energy x-ray
absorptiometry scans should be consid-
ered. In patients older than 40 years of
age, the Garvan fracture risk calculator
(https://www.garvan.org.au/research/bone-
fracture-risk-calculator) or fracture risk
assessment tool (https:/frax.shef.ac.uk/
FRAX/index.aspx) can be implemented
concurrently or alternatively to guide
whether medical therapy is indicated.

Initial management should comprise
the optimisation of lifestyle factors,
including:

o incorporating regular weightbearing
exercises

« ensuring adequate calcium intake

« optimising vitamin D levels, which
might require supplementation

« smoking cessation

« moderating alcohol consumption.

If optimising lifestyle factors alone is
insufficient to improve osteoporosis,
medical therapy should be considered,
and this should be managed by an endo-
crinologist. Depending on an individual’s
risk assessment, treatments can include
vitamin D and calcium supplementation,
MHT, antiresorptive medications and
anabolic agents.
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Fertility

Pregnancy maystill occur in the perimeno-
pausal period, so care should be taken to
counsel for this risk and for appropriate
contraception to be considered. MHT is
not contraceptive, and women and their
partners should be counselled accordingly.
Contraception should ideally be used until
menopause is confirmed, or when a
woman has been amenorrhoeic for more
than 12 months.”

What initial investigations

should be performed or ordered?

In women older than 45 years of age with

an intact uterus, the diagnosis of meno-

pause is usually clinical. However, inves-

tigation is warranted in certain clinical

cases, such as when:

o hysterectomy has been performed
previously

« the patient has received or is
receiving chemotherapy or
radiotherapy

o there are concerns about premature

(younger than 40 years of age) or

early (40 to 44 years of age)

menopause.

Investigation includes testing follicle
stimulating hormone levels on two occa-
sions, four to six weeks apart. If the levels
are elevated on both occasions, a diagnosis
of menopause can be confirmed.

What aspects must be considered
in managing symptoms of the
menopausal transition?

Need for specialist referral

Referral to a gynaecologist should be
considered if the patient's symptoms
cannot be managed with initial treat-
ments alone, if further investigations are
required or when there is concern about
a pathological cause for the presenting
symptom.

Women with significant menopausal
symptoms who are not candidates for
MHT can be managed with nonhormo-
nal treatments but should be referred
to a gynaecologist if these are not
effective."
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RESOURCES FOR GPS AND
HEALTHCARE PROFESSIONALS

Australasian Menopause Society
https://www.menopause.org.au/

A Practitioner’s Toolkit for the
Management of the Menopause
https://www.menopause.org.au/hp/
information-sheets/practitioners-toolkit-
for-management-of-the-menopause

Jean Hailes for Women'’s Health
https://www.jeanhailes.org.au/health-
a-z/menopause

Perimenopausal contraception:

a practice-based approach*®
https://www.racgp.org.au/afp/2017/
june/perimenopausal-contraception-a-
practice-based-appr

Shared care approach

Care can be managed concurrently
between a gynaecologist and GP, whereas
the treatment requires ongoing specialist
input. In the absence or successful treat-
ment of a pathology, and when a patient
has achieved adequate symptom control,
care can be continued by a GP.

Ongoing maintenance of general
health

Considerations for GPs about general
health relate to cardiovascular and pre-
ventative bone health. Encouraging healthy
ageing, via the consumption of a balanced
dietand engaging in regular cardiovascular
and strength-based exercise, can help min-
imise the risks of fractures and chronic
disease with advanced age. Note that MHT
isindicated for the short-term management
of VMS and should not be used for the
prevention of chronic disease.® MHT is
associated with small but serious health
risks. Patients considering the long-term
use of combined MHT should be aware of
the associated increased risk of breast
cancer."® Starting MHT should be avoided
in women older than 60 years of age
because of the increased risk of stroke.”

Conclusion

Although symptoms such as VMS and
genitourinary symptoms are common in
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the MT, most women do not seek medical
treatment. For those seeking treatment,
MHT is the most effective intervention for
VMS and topical vaginal oestrogen treat-
ment for genitourinary symptoms. MHT
should not be used for chronic disease
prevention. For women who present to
their GP with MT-related concerns, con-
sider the opportunity to provide holistic
preventative advice on the bone and cardio-
vascular changes that arise with advanced
age. Some useful resources for GPs and
healthcare professionals are listed in
the Box. MT
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