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Why care about Menopause?
Not enough training for healthcare providers
Difficult to differentiate between symptoms
caused by age, menopause, or other
conditions
Patients have their own biases (positive or
negative) about hormone therapy (online
misinformation)
Counselling patients on this can take a long
time

Dr. Alexandra Seal-Grant

Usually clinical diagnosis based on menstrual
       pattern +/- associated symptoms

Typical age of menopause is 45-55
Perimenopause symptoms may start up to 10 years
before the final menstrual period,  but other
diagnoses should be carefully considered,
especially under age 40

Routine hormone testing is not recommended unless
you suspect premature ovarian insufficiency or early
menopause
Testing hormone levels in other situations can often
delay appropriate management due to misleading
results

STRAW +10

Menopause symptoms are under treated
4% of women aged 50 to 59 years using hormone
therapy in 2023 
Many patients seek out alternative treatments
because their healthcare providers are not
comfortable treating menopause. This can be
expensive and sometimes even dangerous
Decreased productivity at work, job loss, early
retirement, relationship conflict

Each stage has clinical criteria, endocrine
parameters, and characteristic markers.
Menstrual cycle is the principal criteria in STRAW.
Criteria cannot be applied if there is a history of
primary ovarian insufficiency, irregular menstrual
cycles, hysterectomy, or endometrial ablation.
Endocrine markers can �be used to assess
reproductive aging in those clinical situations.

Diagnosis of Menopause and Perimenopause

Symptoms
Any changes in your periods?
Are you having hot flashes, vaginal dryness,
pain or sexual concerns?
Any bladder issues or incontinence
How is your sleep? New problems?
How is your mood? New or increased
anxiety, irritability, depression or low mood?

Menopause Foundation of Canada Symptom
tracker

Vasomotor Symptoms (VMS)

Hot flashes and night sweats
May start a decade before menopause
Last an average of 7.4 years (15 years or longer in 15% of patients)
80% of women have VMS, 20% have severe VMS

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
https://menopausefoundationcanada.ca/resources/menopause-symptoms/
https://menopausefoundationcanada.ca/resources/menopause-symptoms/
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Early menopause = FMP before age 45
Affects approximately 3-12% of the
population

Premature ovarian insufficiency (POI) = FMP
before age 40

Affects approximately 1-4% of the
population
Ovulation may still occur intermittently,
so still consider this diagnosis if cycles
become irregular in this age group. 

Differential Diagnosis & Coexisting Conditions Early Menopause and Premature Ovarian
Insufficiency (POI)Assessment depends on patients symptoms

       - Obstructive Sleep Apnea      - PCOS
       - Iron deficiency                          - Hypothyroidism
       - Hyperthyroidism.                     - Chronic insomnia
       - Hypercalcemia                          - Malignancy
       - Medications (opioids, etc)     - Cardiovascular disease

If unsure symptoms are related to
perimenopause/menopause offer a 3 month trial of
standard menopause hormone therapy. 
Investigations for other causes if red flags (night
sweats with unintentional weight loss)

Diagnosis of POI and Early Menopause 

Treatment: Early Menopause & POI 
If no contraindications, recommend systemic
hormone replacement therapy (HRT) until average
age of menopause (51.5)
Can continue longer if needed for ongoing
symptom management
If tolerated, prescribe either continuous
combined hormonal contraceptive or high dose
HRT until 51.5, then reduce dose or stop

Target estrogen doses in POI/early menopause
are higher than for other patients 
Progestogen doses need to be higher when
estrogen dose is above the “standard dose”
Canadian Menopause Society equivalency
table has recommended doses

Continue contraception until 2 years of final
period

Provincial
Menopause and
Perimenopause

Primary Care
Clinical Pathway

Elevated FSH (>25) after 4 months of amenorrhea supports a POI diagnosis in patients under 40
Early menopause is confirmed after 12 months of amenorrhea in patients under 45, but it is reasonable
to suspect it and start treating after several months of amenorrhea with an elevated FSH and no other
cause for amenorrhea
Repeat labs in 4-6 weeks if initial labs are normal
Low estradiol also supports these diagnoses, but there is no specific cut-off
Tests to rule out other common causes of secondary amenorrhea: TSH, prolactin, beta HCG
Referral to an endocrinologist or menopause specialist strongly recommended if POI is suspected and
should be considered in early menopause

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
https://myhealth.alberta.ca/sexual-reproductive-health/birth-control/hormonal-birth-control/extended-and-continuous-use
https://myhealth.alberta.ca/sexual-reproductive-health/birth-control/hormonal-birth-control/extended-and-continuous-use
https://www.canadianmenopausesociety.org/professionals/menopause-hub/
https://www.albertahealthservices.ca/assets/info/aph/if-aph-prov-menopause-and-perimenopause-primary-care-pathway.pdf
https://www.albertahealthservices.ca/assets/info/aph/if-aph-prov-menopause-and-perimenopause-primary-care-pathway.pdf
https://www.albertahealthservices.ca/assets/info/aph/if-aph-prov-menopause-and-perimenopause-primary-care-pathway.pdf
https://www.albertahealthservices.ca/assets/info/aph/if-aph-prov-menopause-and-perimenopause-primary-care-pathway.pdf
https://www.albertahealthservices.ca/assets/info/aph/if-aph-prov-menopause-and-perimenopause-primary-care-pathway.pdf
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Risks vary depending on type, dose, duration of use,
route of administration, timing of initiation, and
whether a progestogen is used
Later initiation (>10 years after FMP, or age > 60) has
less favourable risk-benefit ratio due to higher risks of:

Coronary artery disease, Stroke Venous
thromboembolism, Dementia

Systemic Hormone Therapy
Non-pharmacological interventions

Good evidence for: Cognitive behavioural
therapy, clinical hypnosis and smoking
cessation

Systemic hormone therapy
Safest if initiated under age 60 or within 10
years of the final menstrual period
Can be continued beyond that age or
timeframe
No age limit or treatment duration limit for
continuing systemic MHT if still required for
symptom relief and no contraindications

When to stop
Contraindicated
No longer needed for symptom management

How to stop
No evidence on abruptly vs. gradually

Older patients
If on oral estrogen after age 60, consider switching
to transdermal estrogen

Most effective treatment for VMS (>75%
reduction in frequency and severity of
symptoms)
Helps to prevent bone loss( perimenopause or
early postmenopause)
May help with sleep disturbances and
muscle/joint pain
May help with mood and anxiety symptoms in
perimenopause
May help with genitourinary symptoms (but local
vaginal hormones are more appropriate if this is
the primary concern, and vaginal hormones are
still sometimes needed in those on systemic
hormones)

Systemic Hormone Therapy: Cardiovascular Risks
HRT reduces cardiovascular risk in patients with
early menopause/POI
MHT is neutral or possibly slightly beneficial for
cardiovascular risk in most patients under 60 who
went through menopause at the average age

It may increase risk in some patients in this age
group if they have multiple CV risk factors

MHT may increase cardiovascular risk when
initiated in patients over 60

Systemic Hormone Therapy- Breast Cancer Risk

Systemic Hormone Therapy- Benefits

Systemic Hormone Therapy- Risks

No significant risk increase in the first 5 years of
taking MHT
Minimal risk (9 additional cases per 10,000 person
years of therapy)
Similar to the breast cancer risk associated with
low physical activity or 2 glasses of wine per day
Higher risk with E+P compared to E alone, and with
synthetic progestins compared to natural
progesterone

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
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Undiagnosed vaginal bleeding
Active breast cancer or personal history of
breast cancer
Known or suspected estrogen-dependent
cancers (e.g., endometrial, ovarian)* 
Active liver disease (fatty liver with normal liver
enzymes not considered “active” liver disease)
Coronary artery disease

If cardiovascular risk (e.g.,
Framingham) is high, MHT
may further increase that
risk.
Diabetes mellitus
Metabolic syndrome
Migraine (with or without
aura)

Contraindications to Progestogens

Contraindications to Systemic Estrogen Therapy

Undiagnosed abnormal vaginal bleeding
Active breast cancer or personal history of breast
cancer

Systemic Hormone Therapy- Clinical Pearls
Early menopause and POI: Benefits outweigh risks, even in the absence of VMS, if there are no
contraindications
Average menopausal/perimenopausal patient starting hormone therapy in their 40’s or 50’s:
Benefit/risk ratio is relatively neutral. Treat based on symptoms.
Patients > 60 and > 10 years after final period: Benefit/risk ratio is unfavourable for initiation (but OK to
continue if hormone therapy was started before that). 
These recommendations apply to systemic hormone therapy
Patient Counseling Resource: MenoNote “Deciding About Hormone Therapy”

Conditions  where transdermal estrogen is
preferred over oral

Dyslipidemia
Malabsorption
Gallstones
Obesity
Smoking 
Hypertension 
Fatty liver with
normal liver
enzymes

Systemic Hormone Therapy - Formulations
Usually estrogen + progestogen

Estrogen promotes endometrial growth
Progestogens inhibit endometrial growth

Progestogens not typically needed after a
hysterectomy

Progestogens should be considered after
hysterectomy if there is a history of endometriosis

Estrogens
Oral
Transdermal patch
Transdermal gel

Progestogens
Oral
Mirena (replace every 5 years if
using for endometrial protection)

Only hormonal IUD that has good
evidence for endometrial
protection 

Active or history of stroke
Active  or history of venous thromboembolism*
(some exceptions may be made for the use of
transdermal estrogen under the guidance of a
hematologist)
Known thrombophilia (again, can discuss with
hematology)
Pregnancy

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
https://menopause.org/wp-content/uploads/default-document-library/MenoNote-Deciding-About-HT-2025.pdf


Consider using MyL3Plan, a free online tool developed by the Office of Lifelong Learning (L3)
that can be used to meet and support the 3 activities/action plans required by the PPIP-CPSA
and earn up to 36 Mainpro+ certified credits. 

Learn more
here!
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Oral vs Transdermal Estrogen
Combination estrogen + progestogen: Oral or Patch
Selective tissue estrogenic activity regulator: tibolone 

Oral pro-drug with estrogenic, progestogenic, and
androgenic effects

Tissue selective estrogen complex (TSEC): conjugated equine
estrogen + bazedoxifene
Bazedoxifene is a selective estrogen receptor modulator
(SERM) with estrogen agonist effects on bone and estrogen
antagonist effects on breast and endometrial tissue

Dr. Alexandra Seal-Grant

MHT can be used, patients may still require
contraception or management of heavy/irregular
bleeding
Consider using OCP 

Continuous or extended cycles 
Type of estrogen may have an impact on
perimenopause symptoms (ethinyl estradiol or
estetrol
Some people still get menopause symptoms on an
OCP, so consider switching to MHT if appropriate

Consider using Mirena + MHT Estrogen
For symptomatic patients with relatively regular
periods, OCP (combined or drospirenone POP) are
preferred over MHT as they suppress ovulation

Special Considerations in Perimenopause

Non-Hormonal Medications
Less effective than hormone therapy, but
some of the newer ones are getting close
All are off-label except for Fezolinetant and
Elinzanetant
Good options for patients who prefer not to
take hormone therapy or contraindications
Clonidine: minimal benefit
SSRI/SNRI: most benefit for vasomotor
symptoms with lower doses
Gabapentin: dose range 300-900mg/day can
help with vasomotor, MSK pain and sleep
Neurokinin B antagonists :

Fezolinetant: First non-hormonal
medication developed specifically for
vasomotor symptoms, 45 mg daily, Monitor
liver enzymes 
Elinzanetant: 120 mg once daily 
Do not combine systemic MHT with NKB
receptor antagonists yet (combination has
not been studied)
OK to combine systemic MHT with
gabapentin, antidepressants, or
oxybutynin

Key Points
HRT is recommended for all patients with POI/early
menopause unless they have contraindications
Systemic MHT is the most effective treatment for
vasomotor symptoms. First line treatment for
symptomatic perimenopausal and postmenopausal
patients without contraindications (or use hormonal
contraception if appropriate).
Non-hormonal medications should be offered if there
are contraindications to systemic MHT or if the patient
prefers to avoid hormones

Resources
-Lakewood Menopause Clinic   -Alberta Referral Directory.  -eConsult Netcare   -ConnectMD
-Canadian Menopause Society

https://myl3plan.web.app/
https://www.ualberta.ca/medicine/programs/lifelong-learning/my-l3-plan.html
https://www.ualberta.ca/medicine/programs/lifelong-learning/my-l3-plan.html
https://albertareferraldirectory.ca/PublicSearchController?direct=displayViewServiceAtFacility&serviceAtFacilityId=1138953
https://www.albertahealthservices.ca/info/page14282.aspx
https://www.albertanetcare.ca/learningcentre/eReferral.htm
https://pcnconnectmd.com/specialty/womens-health/
https://www.canadianmenopausesociety.org/

