Clinicians’

FORUM

From time to time, the editors of Menopause
Management field interesting clinical questions
and dilemmas. In this forum, our Editorial
Advisory Board members, experts in a range of
fields related to midlife women’s health, tell
readers how they handle these situations.
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Questions: How have you changed
your clinical practice since publica-
tion of data from the Women’s
Health Initiative (WHI)?
Do you have any limits for prescribing
hormones for vasomotor symptoms?
Under what circumstances would

you consider prescribing hormones
long-term (ie, 5 years or longer)?

Do you think there should be a pa-
tient age limit when it comes to pre-
scribing hormones?

Answers:

Results from the WHI hormone therapy (HT)
trials nudged forward what had been a slowly
changing menopause paradigm. The popular
paradigm of the 1980s and 1990s held that
menopause was an endocrine deficiency state'
associated with a number of health problems,
such as osteoporosis, cardiovascular disease,
cognitive decline, macular degeneration, uri-
nary incontinence and moodiness, to name a
few. Before the publication of the Heart and Es-
trogen/progestin Replacement Study (HERS)
data, it had been proposed that secondary
prevention of cardiovascu-
lar disease was an even
stronger indication for HT
than was primary preven-
tion.”” Similarly, research
demonstrated that HT
would be effective in older
women who already had
osteopenia (for example, a
study by Recker et al,* in
which the mean age of par-
ticipants was 73 years, ap-
proximately 10 years older than the participants
in the WHI). The trend was toward initiating
HT in older women for prevention of osteo-
porosis, heart disease and dementia.

Prior to WHI, I observed the recommen-
dations published by groups such as Health
Plan Employer Data and Information Sets
(HEDIS). The benchmark was to discuss HT
with every menopausal woman who had no
contraindication to therapy. At that time in
my practice, I reviewed the potential benefits
and the potential risks of HT with my pa-
tients. I discovered shortly after completing
my residency that lower doses were often suf-
ficient, and generated fewer complaints of
breast tenderness, bleeding and bloating.

Post-WHI, I no longer consider it manda-
tory to discuss HT with all menopausal
women. I query women regarding their
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menopausal symptoms. If women desire help
with their symptoms, I discuss HT as one of
several options. For women who choose to use
HT, I prefer to start with a low dose and
titrate upward as needed, simply because low-
er doses are presumed safer, create fewer side
effects and produce less of a drop in systemic

T he WHI bas allowed me to stop
saying “potential” risks and
benefits. I now inform my
patients that specific benefits

and risks bave been identified
and that the risks are small,
especially in the 50- to 55-year-
old age group.

— Margery L.S. Gass, MD

hormone levels upon discontinuation. For
women with severe symptoms who desire im-
mediate relief, estrogen doses equivalent to
conjugated equine estrogens 0.625 mg may be
more effective and appropriate. I think
women should know prior to starting hor-
mones that their menopausal symptoms may
recur upon discontinuing HT”’

The WHI has allowed me to stop saying
“potential” risks and benefits. I now inform my
patients that specific benefits and risks have
been identified and that the risks are small, es-
pecially in the 50- to 55-year-old age group. I
advise women not to take HT indefinitely.
There are a few women in my practice who,
despite being informed of the risks of HT (in-
cluding increased absolute risk with aging), feel
adamant about continuing it because they feel
better using HT. Most of them have tried do-
ing without it. In these circumstances the pa-
tient is generally using a low dose, and we re-
visit the issue each year.

Use of moisturizers, lubricants, and vaginal
estrogen has increased in my practice as a result
of the WHI and the availability of new vaginal
estrogen products.

My practice has evolved since the WHI, and
I tell patients that it will continue to evolve. As
medical science progresses, we will have even
more data to inform our decision-making.

— Margery L.S. Gass, MID
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At a very fundamental level, my clinical prac-
tice has not changed following the publication
of the results of the WHI HT trial."* Prior to
the WHI, women presenting at menopause
for a consultation were assessed for vasomotor
symptoms and quality of life. The consult was
further used as an oppor-
tunity to address lifestyle
factors and risk for cardio-
vascular disease, breast
cancer and osteoporosis.
Appropriate health main-
tenance testing was or-
dered. The risks and ben-
efits of HT were discussed
based on the knowledge
available at that time.
Shared decision-making
based on symptoms and risk factors then re-
sulted in decisions for lifestyle changes, HT
or alternatives to HT.

In this sense, the way in which I conduct a
menopause consult has not changed; the basic
concepts, as addressed above, still hold true.
What has changed is that the discussion of risks
and benefits is now evidence-based, assuming

Bruce Kessel, MD
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the patient is characteristic of a participant in
the WHI trial. Prior to the publication of
HERS and the WHI, an asymptomatic, healthy
postmenopausal woman would have been
counseled regarding the possible preventive
health benefits of HT with regard to cardiovas-
cular disease and dementia; whereas, post-

For may decades, the driving
force bebind a woman’s decision
to use HT bhas been moderate to

severe vasomotor symptoms. This
bas not changed post-WHI.
— Bruce Kessel, MD

HERS and WHI, the same woman will be
counseled that these preventive health benefits
have not been demonstrated. Special attention
should be placed on offering appropriate coun-
seling to women with a uterus (WHI estrogen-
plus-progestin arm) versus women who have
had a hysterectomy (WHI estrogen-only arm].’

For many decades, the driving force behind a
woman’s decision to use HT has been moderate
to severe vasomotor symptoms.’ This has not
changed post-WHI. Despite active research in-
to nonhormonal management of severe vaso-
motor symptoms, such treatment has not been
found to have the same efficacy as HT.* A symp-
tomatic woman who is deriving a significant
quality-of-life benefit from HT is a candidate
without regard to age. Long-term use of HT is
appropriate as long as there is a continuing, sig-
nificant quality-of-life benefit, particularly in
women in whom symptoms have returned after
discontinuation of HT

Further research is needed in a number of
areas, particularly the risks and benefits of ini-
tiating HT in younger symptomatic women,
and identifying safe nonhormonal therapies
with excellent efficacy for management of va-
Somotor symptoms.

— Bruce Kessel, MID

References

1. Rossouw JE, Anderson GL, Prentice RL, et al. Writing
Group for the Women's Health Initiative Investigators. Risks and
benefits of estrogen plus progestin in healthy postmenopausal
women: prinicipal results from the Women's Health Initiative ran-
domized controlled trial. JAMA 2002;288:321-33.

2. Anderson GL, Limacher M, Assaf AR, et al. Women's Health
Initiative Steering Committee. Effects of conjugated equine es-
trogen in postmenopausal women with hysterectomy: the
Women'’s Health Initiative randomized controlled trial. JAMA
2004;291:1701-12.

3. The North American Menopause Society. Treatment of meno-
pause-associated vasomotor symptoms: position statement of The
North American Menopause Society. Menopause 2004;11:11-13.

4. Kessel B, Kronenberg F. The role of complementary and al-
ternative medicine in the management of menopausal symp-
toms. Endocrinol Metab Clin N Am 2004;33:717-39.

5. The North American Menopause Society. Recommendations
for estrogen and progestogen use in peri- and postmenopausal
women: October 2004 position statement of The North Ameri-
can Menopause Society. Menopause 2004;11:589-600.

Since publication of the first data from the
WHI, I have spent more time carefully evaluat-
ing the literature in order to be prepared to pro-
vide a balanced view on the benefits and risks of
HT to women and their family physicians—
many of whom have been confused by scary me-
dia stories. On behalf of the Association of Pro-
tessors of Obstetrics and Gynaecology of
Canada and the Society of
Obstetricians and Gynaecol-
ogists of Canada (SOGC),
I have been working with a
group of colleagues (ob/gy-
ns and senior health re-
porters) in Canada to de-
velop an e-learning site for
journalists covering med-
ical stories. The site,
among other things, is in-
tended to help reporters
understand how to better communicate benefits
and risks, and to put these into context. The
Web site will be launched at the Annual Clinical
Meeting of the SOGC in June in Vancouver.

In particular, I find that women who have
become prematurely menopausal due to
chemotherapy or surgery are very wary of
longer-term HT, which may be integral to the
prevention of premature cardiovascular disease

(continued on page 30)
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and osteoporosis. More detailed counseling is
often necessary to enable them to appreciate
the potential for reductions in cancer (breast,
uterus and ovary) and the safety and benefits of
HT—at least until the natural age of

Post-WHI 1 no longer
emphasize cardioprotection as

a possible long-term benefit of
HT (although I remain open to
the possibility that early
initiation may be beneficial), and

I suggest that HT is useful for
bone protection only as long as it
is indicated for control of

menopausal symptomatology.
— Robert L. Reid, MD

menopause. The North American Menopause
Society (NAMS) 2004 guidelines on HT" are a
good counseling resource. Another excellent
discussion of the impact of early suppression of
ovarian function and HT on lifetime cancer
risk appears in an article examining ovarian
suppression as a novel means of contraception.’

Prior to publication of the WHI results,
most Canadian ob/gyns counseled sympto-
matic postmenopausal women about the po-
tential cardiovascular benefits of long-term
HT as part of an overall discussion of benefits
and risks. Relatively few women were started
on HT solely to prevent cardiovascular disease,
or in the later menopausal years. Post-WHI I
no longer emphasize cardioprotection as a pos-
sible long-term benefit of HT (although I re-
main open to the possibility that early initiation
may be beneficial), and I suggest that HT is
useful for bone protection only as long as it is
indicated for control of menopausal sympto-
matology. Rather, I recommend lifestyle

changes and alternative medical therapies for
cardioprotection and protection of bone mass.

I have no limits for duration of therapy, al-
though I do suggest that women should try to
gradually reduce the dosage of hormones they
take. Given the apparent small increase in the
lifetime risk of breast cancer with cumulative
exposure to ovarian hormones, I believe it is
prudent to reduce hormone exposure to the
minimum necessary to maintain quality of life.
When systemic estrogen is no longer required
for vasomotor symptoms, and topical intravagi-
nal estrogen will suffice to maintain urogenital
health, I believe that systemic HT should be
stopped and alternatives for cardioprotection
and bone protection should be considered.

I have found that if I prescribe a dosage form
that offers half of the dose that I believe the
woman requires, she will reduce the dosage
over time. (For example, if I anticipate that a
newly menopausal woman requires 0.625 mg of
conjugated equine estrogens, I will prescribe
0.3 mg and tell her to use one or two tablets as
required.) In my experience, this results in the
fastest reduction in hormone requirements and
allows the woman to feel in control of her hor-
mone dosing.

I am prepared to discuss risks and benefits
and to allow any woman to decide to continue
HT as long as needed, if she feels she requires
it to maintain or improve her quality of life.

I believe that current research indicates we
should be cautious about starting HT in older
women with potential pre-existing cardiovas-
cular disease unless symptom severity and pa-
tient understanding of potential risks dictate
otherwise. However, I do not see any reason to
stop HT in a woman who has safely used hor-
mones into her later menopausal years, and
where attempts to stop HT have, in her opin-
ion, lead to deterioration in quality of life.

— Robert L. Reid, MD
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I 4o bave patients on long-
term HT. They are usually
patients who cannot tolerate

any other therapy for

osteoporosis, or who bave

unusual symptoms such as
severe mood problems or

memory issues.

— Michelle P. Warren, MD

terone,

I do not give HT to pa-
tients with a history of
breast cancer unless there
are extreme circumstances,
or to patients with a histo-
ry of venous thromboem-
bolism and stroke or heart
disease. I use low doses and
minimal or vaginal proges-
particularly in
these patients. I do not give
hormones to patients with
bleeding or with endometrial hyperplasia.

I do have patients on long-term HT. They
are usually patients who cannot tolerate any

Michelle P. Warren, MD

other therapy for osteoporosis, or who have un-
usual symptoms such as severe mood problems

I have changed my practice since the WHI in
that I do not recommend long-term HT for
prevention of heart disease. I also tell patients
that an ideal time span for taking HT is 2 to §

or memory issues. These are unusual cases, and

years. I now prescribe lower HT doses and find
I have many fewer reports of side effects.

since I individualize therapy I do not have an
age limit for which I take women off therapy;
however, since the WHI I have many fewer pa-
tients over age 60 who are on HT.

— Michelle P. Warren, MD

Exercise and Menopause:
Positive Health Effects

(continued from page 25)
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