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Learning Objectives

• Review the United States Preventive Services Task Force 
(USPSTF) recommendations for women through the various 
stages of life

• Compare and contrast recommendations by different 
organizations/societies

• Review the FDA approved medications and other treatment 
options for different disease states that are common to women 
as they age
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Grading System for USPSTF (After July 2012)

Grade Definition Suggestions for Practice

A
The USPSTF recommends the service. There is high certainty 
that the net benefit is substantial.

Offer or provide this service.

B
The USPSTF recommends the service. There is a high certainty 
that the net benefit is moderate or there is moderate 
certainty that the net benefit is moderate to substantial.

Offer or provide this service.

C

The USPSTF recommends selectively offering or providing this 
service to individual patients based on professional judgment 
and patient preferences. There is at least moderate certainty 
that the net benefit is small.

Offer or provide this service for selected patients 
depending on individual circumstances.

D
The USPSTF recommends against the service. There is 
moderate or high certainty that the service has no net benefit 
or that the harms outweigh the benefits.

Discourage the use of this service.

I 
Statement

The USPSTF concludes that the current evidence is 
insufficient to assess the balance of benefits and harms of the 
service. Evidence is lacking, of poor quality, or conflicting, and 
the balance of benefits and harms cannot be determined.

Read the clinical considerations section of USPSTF 
Recommendation Statement. If the service is 
offered, patients should understand the uncertainty 
about the balance of benefits and harms.

https://www.uspreventiveservicestaskforce.org/uspstf/about-uspstf/methods-and-processes/grade-definitions
USPSTF: United States Preventive Services Task Force 

Meet Susie

19-year-old female, freshman in college. Mom made her 
the appointment to have you as her new physician. [Too 
old to go to pediatrician.]

• She is sexually active with men - has had 2 partners

• Worried she needs a Pap test 

• Family history of CAD (father had MI before age 50)

• Eats most meals out or in dining hall at school

• Has gained over her freshman 15 lbs

• She doesn’t like shots

CAD: Coronary Artery Disease; MI: Myocardial Infarction
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Important Topics to Discuss with Susie

• Discuss healthy lifestyle changes: 
exercise, food choices, and 
portions (B), depending on BMI, 
may need to check A1c if BMI >25 
and more than one risk factor

• Counseling on STIs (B)

• Discuss birth control options

• Depression screening (B)

https://www.uspreventiveservicestaskforce.org/uspstf/

• Counsel on alcohol use (B)

• Ask about and discuss 
tobacco/vaping/drug use (B, I)

• Ask about any abuse - verbal, 
sexual, etc. (B)

• Personal safety (awareness) –
knowing your surroundings, etc.

The “Dreaded Pap Test”

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-screening

Who Needs Testing? What Testing?

Women ages 21-29 Pap test without HPV test every 3 years

Women ages 30-65 Pap test with HPV co-testing every 5 years

Women over 65 No further Pap tests needed

After hysterectomy 
*cervix removed

No further Pap tests unless surgery performed for 
cancer or precancerous disease
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USPSTF Cervical Screening

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-screening

Population Women aged 21-29 years Women aged 30-65 years
Women younger than 21 years, women older 
than 65 years with adequate prior screening, 

and women who have had a hysterectomy

Recommendation
Screen for cervical cancer every 

3 years with cytology alone.
Grade: A

Screen for cervical cancer every 3 
years with cytology alone, every 5 
years with hrHPV testing alone, or 

every 5 years with cotesting.
Grade: A

Do not screen for cervical cancer.
Grade: D

Risk Assessment

All women aged 21-65 years are at risk for cervical cancer because of potential exposure to high-risk HPV types (hrHPV) through 
sexual intercourse and should be screened. Certain risk factors further increase risk for cervical cancer, including HIV infection, a 
compromised immune system, in utero exposure to diethylstilbestrol, and previous treatment of a high-grade precancerous 
lesion or cervical cancer. Women with these risk factors should receive individualized follow-up.

Screening Tests
Screening with cervical cytology alone, primary testing for hrHPV alone, or both at the same time (cotesting) can detect high-
grade precancerous cervical lesions and cervical cancer. Clinicians should focus on ensuring that women receive adequate 
screening, appropriate evaluation of abnormal results, and indicated treatment, regardless of which screening strategy is used.

Treatments and 
Interventions

High-grade cervical lesions may be treated with excisional and ablative therapies. Early-stage cervical cancer may be treated 
with surgery (hysterectomy) or chemotherapy.

ASCCP Guideline APP − Pap Test Navigation Guidance

2019 ASCCP Risk-Based 
Management Consensus 
Guidelines for abnormal 
cervical cancer screening 
tests and cancer 
precursors provide new 
recommendations.
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Susie is now more mature
… Susan

Time to dance through the decades!

Susan

• Is now a 35-year-old mother of two

• Last Pap test over 5 years ago

• BMI 35

• History of gestational diabetes with 
pregnancy, controlled by diet

• Smoker

• Family history of HTN, DM and CAD
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What Do We Recommend for Susan?

USPSTF A & B Recommendations

• Pap test with HPV every 
5 years

• Immunizations: Influenza, 
Pneumococcal (she is a smoker), 
Tdap, HPV, Hep A/B

• Blood pressure measurement

• Cholesterol screen

• A1c (due to more than 1 risk factor)

• Tobacco cessation

• Ask/discuss lifestyle (diet, exercise, 
weight loss)

• Discuss contraception 

• Discuss/ask about alcohol use

• Discuss/ask about drug use

https://www.uspreventiveservicestaskforce.org/uspstf/

Let’s Talk HPV Vaccination

• HPV 9-valent Vaccine, Recombinant is a vaccine indicated in females 
9-45 years of age for the prevention of cervical, vulvar, vaginal, anal, 
oropharyngeal and other head and neck cancers caused by human 
papillomavirus (HPV) Types 16, 18, 31, 33, 45, 52, and 58 

• Cervical, vulvar, vaginal, and anal precancerous or dysplastic lesions 
caused by HPV Types 6, 11, 16, 18, 31, 33, 45, 52, and 58; and genital 
warts caused by HPV Types 6 and 11

• The oropharyngeal and head and neck cancer indication is approved 
under accelerated approval based on effectiveness in preventing HPV-
related anogenital disease 

HPV 9-valent Vaccine, Recombinant (GARDASIL 9); https://www.gardasil9.com
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How to Give HPV 9-valent Vaccine, Recombinant

• Intramuscularly in the deltoid or anterolateral area of the thigh

• 9-14 years of age: 2-dose or 3-dose schedule. 
• For the 2-dose schedule, the second dose should be administered 6-12 

months after the first dose 

• For the 3-dose schedule, HPV 9-valent Vaccine, Recombinant should be 
administered at 0, 2 months, and 6 months

• For individuals 15-45 years of age, HPV 9-valent Vaccine, 
Recombinant is administered using a 3-dose schedule at 0, 2 months, 
and 6 months

• Age 26+ shared decision making on vaccine

HPV 9-valent Vaccine, Recombinant (GARDASIL 9); https://www.gardasil9.com

Let’s Catch up with Susan
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Susan is Now 45-Years-Old

• She has quit smoking and is exercising regularly

• Wants to know what she needs to do for 
preventative health?

• Libido is down

• Menses are regular

• Stress is high

• Remember her family history of HTN, DM, CAD

• History of gestational DM

Recommendations

• USPSTF: Colorectal screening now 
recommended age 45+ (Grade B)

• The American Cancer Society's 
newest guidelines recommend that 
colorectal cancer screenings begin 
at age 45. The recommended age 
was lowered from 50 to 45
because colorectal cancer cases 
are on the rise among young and 
middle-aged people

• 40-44: have the choice to start 
annual breast cancer screening 
with mammograms

• 45-54: mammograms yearly

• Pap test with HPV every 5 years 
(co-test) or Pap test every 3 years

• A1c, cholesterol, BP check

• Self breast exam?

https://www.cancer.org/healthy/find-cancer-early/american-cancer-society-guidelines-for-the-early-detection-of-cancer.html
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Advice

• Stay away from all forms of tobacco

• Maintain a healthy weight

• Regular exercise

• Eat healthy - plenty of fruits and vegetables

• Best to not drink alcohol; if you drink limit to 1 
drink a day

• Skin protection

• Know yourself, family history, and risks

• Stress reduction

https://www.cancer.org/healthy/find-cancer-early/american-cancer-society-guidelines-for-the-early-detection-of-cancer.html

Breast Cancer Screening

So many societies… so many variations… so very confusing!

• USPSTF (United States Preventive Services Task Force)
www.uspreventiveservicestaskforce.org/uspstf/

• ACS (American Cancer Society)
www.cancer.org

• ACOG (American College of Obstetricians and Gynecologists)
www.acog.org

• NCCN (National Comprehensive Cancer Network)
www.nccn.org
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ACS Screening Recommendations for Women 
at Average Breast Cancer Risk

• Ages 40-44: have the option to start screening with a mammogram every year

• Ages 45-54: should get mammograms every year

• Ages 55 and older: can switch to a mammogram every other year, or they can 
choose to continue yearly mammograms. Screening should continue as long 
as a woman is in good health and is expected to live at least 10 more years

• All women should understand what to expect when getting a mammogram 
for breast cancer screening – what the test can and cannot do

• Clinical breast exams are not recommended for breast cancer screening 
among average-risk women at any age

Am Fam Physician. 2016 Apr 15;93(8):711-712.

USPSTF Breast Cancer Screening
Primary Screening for Breast Cancer With Conventional Mammography

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breast-cancer-screening

Population Women aged 40 to 49 y Women aged 50 to 74 y Women aged ≥75 y

Recommendation The decision to start screening 
should be an individual one.

Grade: C

Screen every 2 years.
Grade: B

No recommendation.
Grade: I 

(insufficient evidence)

Risk Assessment These recommendations apply to asymptomatic women aged ≥40 y who do not have preexisting breast cancer or a previously diagnosed high-
risk breast lesion and who are not at high risk for breast cancer because of a known underlying genetic mutation (such as a BRCA1 or BRCA2 gene 
mutation or other familial breast cancer syndrome) or a history of chest radiation at a young age. Increasing age is the most important risk factor 
for most women.

Screening Tests Conventional digital mammography has essentially replaced film mammography as the primary method for breast cancer screening in the United 
States. Conventional digital screening mammography has about the same diagnostic accuracy as film overall, although digital screening seems to 
have comparatively higher sensitivity but the same or lower specificity in women age <50 y.

Starting and 
Stopping Ages

For women who are at average risk for breast cancer, most of the benefit of mammography results from biennial screening during ages 50 to 74 
y. While screening mammography in women aged 40 to 49 y may reduce the risk for breast cancer death, the number of deaths averted is 
smaller than that in older women and the number of false-positive results and unnecessary biopsies is larger. The balance of benefits and harms 
is likely to improve as women move from their early to late 40s.

Screening Interval For most women, biennial mammography screening provides the best overall balance of benefit and harms

Balance of Benefits 
and Harms

The net benefit of screening 
mammography in women aged 40 to 49 y, 
while positive, is small.

The net benefit of screening mammography in 
women aged 50 to 74 y is moderate.

Evidence on mammography screening in women 
aged ≥75 y is insufficient, and the balance of 
benefits and harms cannot be determined.
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Recommendations for Breast Cancer 
Screening in Average-Risk Women

ACOG (2017) USPSTF (2016) ACS (2015) NCCN (2021)

Clinical Breast 
Exam

Offered (shared decision making)
Ages 25-39: every 1-3 yrs
Ages 40 years and older: annually

Insufficient evidence (I)
Does not recommend
(Qualified recommendation)

Ages 25-39: every 1-3 yrs
Ages 40 years and older: 
annually

Mammography 
(initial age)

Offer starting at age 40 (shared decision making)
Initiate at ages 40-49 after counseling, if 
patient desires
Recommend by no later than age 50, if 
patient has not already initiated

Recommend at age 50 (B)
Ages 40-49: individual 
decision (C)

Offer at ages 40-44 (C)
Recommend at age 45 
(Strong recommendation)

Recommend at age 40

Mammography 
(screening 
interval)

Annual or Biennial (shared decision making) Biennial (B)

Ages 45-54: Annual
Ages 55 and older: Biennial 
with option to continue 
annual screening
(Qualified recommendations)

Annual

Mammography 
(stop age)

Continue until age 75 
Beyond age 75, the decision to discontinue 
should be based on a shared-decision making 
process that includes a discussion of woman's 
health status and longevity

Insufficient evidence (I) to 
assess the balance of benefits 
and harms of screening in 
women 75 years and older

When life expectancy is less 
than 10 years
(Qualified recommendation)

When severe comorbidities 
limit life expectancy to 10 
years or less

https://www.acog.org/clinical/clinical-guidance/practice-bulletin/articles/2017/07/breast-cancer-risk-assessment-and-screening-in-average-risk-women
U.S. Preventive Services Task Force. Screening for Breast Cancer. Available at http://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/
breast-cancer-screening1. 2016. Oeffinger KC, Fontham ET, et al. Breast Cancer Screening for Women at Average Risk: 2015 Guideline Update From the American Cancer 
Society. JAMA. 2015 Oct 20. 314 (15):1599-614. NCCN Clinical Practice Guidelines in Oncology. Breast Cancer Screening and Diagnosis. National Comprehensive Cancer Network. 
Available at https://www.nccn.org/professionals/physician_gls/pdf/breast-screening.pdf. Version 1.2021, May 6, 2021.

Advance the Clock 10 Years…
Susan has now found YOU!
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Susan: Age 55

• She is miserable

• No sex drive
• Hot flashes

• Mood changes

• Sleep disruption
• Lack of focus

• “Tried to tough it out” but family told her 
to “make appointment to see you!” 

• Last menses age 50

What can we suggest? Is hormone replacement therapy (HRT) indicated for 
primary prevention of chronic conditions?

Hot Flashes  − “Do these ever go away?”

• Thermoregulatory dysfunction

• Sensation of heat, sweating, flushing, anxiety, or chills lasting 1-5 
minutes

• Affects sleep, increased irritability, lack of concentration, impacts 
quality of life

• Lasts longer than we thought - median age 7.4 years
• Asian women 5 years

• White women 7 years

• Hispanic women 9 years

• Black women 10 years

Avis NE, Crawford SL, Greendale G, et al. Duration of menopausal vasomotor symptoms over the menopause transition. JAMA Intern Med 
2015;175:531-9.
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Hormones

Mood

Hot Flashes

Metabolism

Protect 
Bones

Genitourinary 
Issues

Sleep

Hormones can help, but are they safe?

Women’s Health Initiative (WHI) Findings 2002: 
Post Menopausal Age 50-79 
• Study was stopped early due to evidence of increased risk – outweighing benefits

• CEE/MPA arm stopped at 5.9 years (median)
• Risks: CHD increased in treatment group (hazard ration HR of 1.18), also increased risk of invasive breast CA, 

CVA, PE and global index. Increased dementia in women > 65

• Benefits: decreased hip fracture, improvement of vasomotor symptoms, reduced diabetes

• Post intervention most risks/benefits dissipated except some persistence of breast CA risk

• CEE arm stopped at 7.2 years (median)
• More balanced re CHD risk (hazard ration HR of 0.94)

• Risks CVA, venous thrombosis

• Benefits: decreased hip fracture, reduced diabetes

• Post intervention: decrease in breast CA risk

• Neither regimen affected all cause mortality, mixed results on quality of life

• Were variations of risks based on age: 50-59 more favorable for all cause mortality, MI, global 
index but not for CVA and VTE (venous thromboembolism)

• Cumulative f/u of 13 years (September 30, 2010)

Rossouw JE, Anderson GL, Prentice RL, et al. Risks and benefits of estrogen plus progestin in healthy postmenopausal women: principal results from the 
Women’s Health Initiative randomized controlled trial. JAMA. 2002;288(3):321–33. Anderson GL, Limacher M, Assaf AR, et al. Effects of conjugated equine 
estrogen in postmenopausal women with hysterectomy: the Women’s Health Initiative randomized controlled trial. JAMA. 2004;291(14):1701–12.
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USPSTF Recommendation

Population Postmenopausal women Postmenopausal women who have had a hysterectomy

Recommendation Do not use combined estrogen and progestin for the primary 
prevention of chronic conditions.
Grade: D

Do not use estrogen alone for the primary prevention of 
chronic conditions.
Grade: D

This recommendation statement applies to postmenopausal women who are considering hormone therapy for the primary prevention of chronic 
medical conditions. It does not apply to women who are considering hormone therapy for the management of menopausal symptoms, or to 
women who have had premature menopause (primary ovarian insufficiency) or surgical menopause.

Risk Assessment These recommendations apply to an average-risk population. Risk factors for a specific chronic condition or individual characteristics that affect 
the likelihood of experiencing a specific therapy-associated adverse event may cause a woman's net balance of benefits and harms to differ from 
that of the average population.

Preventive Medication Hormone therapy refers to the use of combined estrogen and progestin in women with an intact uterus, or estrogen alone in women who have 
had a hysterectomy, taken at or after the time of menopause. For this recommendation, the USPSTF considered evidence on systemic (ie, oral or 
transdermal) menopausal hormone therapy but not local formulations (ie, creams or rings), since they are not generally used for primary 
prevention. Several different formulations of menopausal hormone therapy are approved by the US Food and Drug Administration for use in the 
United States; the specific formulation used in the Women's Health Initiative, the largest trial, was 0.625 mg/d of oral conjugated equine 
estrogens, with or without 2.5 mg/d of medroxyprogesterone acetate.

Other Relevant USPSTF 
Recommendations

The USPSTF recommends behavioral counseling interventions to promote a healthful diet and physical activity for the prevention of 
cardiovascular disease in women who are overweight or obese and have additional cardiovascular disease risk factors. The USPSTF recommends 
daily low-dose aspirin use to decrease the risk of colorectal cancer and cardiovascular disease in appropriate candidates. The USPSTF 
recommends offering medications such as tamoxifen and raloxifene to women at increased risk of breast cancer who do not have 
contraindications and are at low risk of adverse medication effects to decrease the risk of breast cancer.

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/menopausal-hormone-therapy-preventive-medication

What can we do NOW?

• Hormone therapy is FDA approved for four indications:

1. Symptomatic vasomotor symptoms
2. Prevention of bone loss
3. Hypoestrogenism (such as premature ovarian failure, surgical menopause)
4. Genitourinary symptoms

• Recommendations: lowest therapeutic dose to effectively treat the 
indicated condition for the shortest period of time

• Benefits may outweigh risks when initiated in recently menopausal 
patients <60 years old

Menopause: The Journal of The North American Menopause Society. 2017 Jul; Vol. 24, No. 7, pp. 728-753.
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Hormone Replacement Options 

Estrogen Only Route

Estradiol 
(multiple brand formulations)*

Formulations:
Micronized estradiol – 17𝛽
Estradiol acetate
Estradiol valerate

Transdermal patch, injection, gel, 
vaginal cream, skin cream, vaginal 
insert, vaginal ring, oral tablet, 
transdermal skin spray, vaginal 
tablet, injection

Conjugated Estrogen Oral pill, vaginal cream, injection

Estropipate Oral pill, vaginal cream

Esterified Estrogen Oral pill

Synthetic Conjugated Estrogen Oral pill

Ospemifene (Tissue selective 
estrogen agonist/antagonist)

Oral pill 
(FDA approved for dyspareunia)

*https://www.fda.gov/consumers/free-publications-women/menopause-medicines-help-you

Conjugated Estrogen (Premarin)
Estropipate (Ogen, Ortho-Est)
Esterified Estrogen (Menest)
Synthetic Conjugated Estrogen (Cenestin, Enjuvia)
Ospemifene (Osphena)
Micronized Progesterone (Prometrium)
Medroxyprogesterone acetate (Provera)

Progesterone Only Route

Micronized Progesterone Oral pill

Medroxyprogesterone 
acetate

Oral pill

Other options (not FDA approved) –
may include progesterone containing 
IUDs or topical progesterone creams

Hormone Replacement Options (cont.)

https://www.fda.gov/consumers/free-publications-women/menopause-medicines-help-you

Combination Estrogen and Progesterone Route

Estradiol/norethindrone acetate
Oral pill
Transdermal patch

Estradiol/drospirenone Oral pill

Estradiol/levonrgestrel Transdermal patch

Norethindrone acetate/ethinyl estradiol Oral pill

Estradiol/norgestimate Oral pill

Conjugated estrogen/medroxyprogesterone Oral pill

Conjugated estrogen/bazedoxifene
(Combination Estrogen/Selective Estrogen 
Receptor Modulator)

Oral tablet

Estradiol/norethindrone acetate (Activella, Combipatch)
Estradiol/drospirenone (Angeliq)
Estradiol/levonrgestrel (Climara Pro)
Norethindrone acetate/ethinyl estradiol (Femhrt)
Estradiol/norgestimate (Prefest)
Conjugated estrogen/medroxyprogesterone (Prempro)
Conjugated estrogen/bazedoxifene (Duavee)
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Contraindications for Using HRT

• Active liver disease

• Active or recent arterial 
thromboembolic disease
(angina or MI)

• Current, past, or suspected 
breast cancer

• Hypersensitivity of HRT

• Known or suspected estrogen 
sensitive malignant condition

Am Fam Physician. 2012 Nov 1;86(9):864-868. DVT: deep vein thrombosis; PE: pulmonary embolism

• Porphyria cutanea tarda

• Previous or current venous 
thromboembolism (VTE)
[DVT, PE]

• Undiagnosed genital bleeding

• Untreated endometrial 
hyperplasia

• Untreated HTN

Susan Asks about Bio-identical Hormones

• Compounded formulation claims to be identical structure to human 
hormones (many cases has not been biochemically sustained)

• Minimal governmental regulations and monitoring

• Over or under dosing

• Presence of impurities or lack of sterility

• Lack of scientific efficacy or safety data 

• Lack of label outlining risks

Menopause: The Journal of The North American Menopause Society. 2017 Jul; Vol. 24, No. 7, pp. 728-753.
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Non-Hormonal Treatment for 
Vasomotor Symptoms of Menopause1

Treatment Route Effective dosage

Alpha-adrenergic blocking agents –
Clonidine

Oral daily tablet
Transdermal weekly patch

0.1 mg per day

Gabapentin Oral tablet 900mg/day in divided doses

Lifestyle modifications
Relaxation: yoga, meditation
Fans/AC
Light/loose clothing

Pollen Extract Oral tablet 
2 tablets daily (minimum of 2-3 
months to start seeing benefit)

Phytoestrogens
- Black Cohosh
- Soy

Oral capsule
Various sources

40mg daily for black cohosh
(avoid in patients with estrogen 
sensitive neoplasia)

SSRIs
- Fluoxetine 
- Paroxetine 

Oral tablet/Capsule daily
- 20mg 
- 7.5 (Brisdelle)
- 12.5-25mg (Paxil CR) or 20mg (Paxil) 

SNRIs
- Venlafaxine

Oral tablet/Capsule 37.5-75mg XR formulation daily

1. Am Fam Physician. 2012 Nov 1;86(9):864-868.  2. Hellstrom AC, Muntzing J. The pollen extract Femal—a nonestrogenic 
alternative to hormone therapy in women with menopausal symptoms. Menopause. Jul 2012;19(7):825-829.

Clonidine (Catapres)
Gabapentin (Neurontin)
Pollen Extract (Relizen, Femal2)
Fluoxetine (Prozac)
Paroxetine (Brisdelle, Paxil)
Venlafaxine (Effexor) 

Mind-Body Practices 

• Hypnosis for Hot Flashes: RCT showed equally as effective compared to 
venlafaxine 75mg. Recommended by North American Menopause Society 
(NAMS)

• Cognitive Behavioral Therapy (CBT): when compared to placebo, reduction 
in VMS interference but not in frequency; recommended by NAMS

• Relaxation and Biofeedback: conflicting evidence; more studies needed

• Meditation including yoga: low risk, may reduce stress/anxiety and 
improve sleep but no evidence to reduce VMS 

• Aromatherapy: may be helpful combined with massage to relieve stress-
but no evidence of benefit alone

Johnson A, Roberts L, Elkins G. Complementary and Alternative Medicine for Menopause. J Evid Based Integr Med. 2019;24:2515690X19829380. 
doi:10.1177/2515690X19829380

RCT: randomized control trial; VMS: vasomotor symptoms
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What About All These Vitamins and Herbals?

• Black Cohosh - can cause GI issues, rash, and hepatitis

• Wild Yam

• Dong Quai - lots of drug interactions, including anticoagulation and 
possible carcinogenicity

• Maca

• Pollen Extract

• Evening Primrose Oil

• Phytoestrogens

• Vitamin E

***More studies are needed to draw conclusions***

Johnson A, Roberts L, Elkins G. Complementary and Alternative Medicine for Menopause. J Evid Based Integr Med. 2019;24:2515690X19829380. 
doi:10.1177/2515690X19829380

Libido − Low Sex Drive in Women

• Fluctuates over the years

• Highs and lows coinciding with major life changes (pregnancy, 
menopause, illness), relationship status, certain medications (SSRIs)

• Symptoms: no interest in any type of sexual activity, including 
masturbation. Never or only seldom having sexual fantasies or 
thoughts, being concerned about lack of fantasies or thoughts.

www.mayoclinic.org
Am Fam Physician. 2015 Aug 15;92(4):281-288.
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Causes of Low Libido

• Sexual dysfunction - pain with intercourse (genitourinary symptoms of 
menopause) or can’t orgasm

• Medical diseases: nonsexual diseases can affect sex drive (arthritis, cancer, 
DM, HTN, CAD, neurological)

• Medications: such as SSRI

• Lifestyle habits: a glass of wine can “put you in the mood” but too much 
can lower sex drive. Also, street drugs and smoking

• Surgery: especially related to breasts or GU - can affect body image, sexual 
function, and desire

• Fatigue: caring for young children, aging parents

www.mayoclinic.org
Am Fam Physician. 2015 Aug 15;92(4):281-288.

Hormonal and Psychological

• Hormone changes with pregnancy, breastfeeding, or menopause

• Psychological causes: anxiety, depression, stress (work/financial), 
poor body image, low self esteem, history of physical or sexual abuse, 
previous negative sexual experiences

• Relationship issues: lack of connection with partner, unresolved 
fights, poor communication of sexual needs, preferences, or 
expectations 

• Media portrayal of sexuality and what’s “normal”

• Trust issues
www.mayoclinic.org. Am Fam Physician. 2015 Aug 15;92(4):281-288.
Nagoski, E. (2021). Come as you are: The surprising new science that will transform your sex life. Simon & Schuster Paperbacks.
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Libido has Tanked! Isn’t there a Magic Pill?

• Physiologic

• Female sexual response involves production of Endothelial Nitric Oxide 
Synthase (eNOS)

• eNOS converts arginine and citrulline into nitric oxide (NO)

• eNOS decreases with age and hormonal changes

• Replacing estrogen seems to have LITTLE impact on sexual function in 
menopausal women (small improvement with transdermal formulation)

1. Stanislavov R and Rohdewald P. J Women’s Health Care. 2014;3:1-6. 8-week, randomized, double-blind, placebo-controlled study conducted in 80 
women ages 40-50.  2. Musicki et al. J Sex Med. 2009; 6:247-253.  3. Matsushita et al. Circ Res. 2001; 89:793-8.  4. Bottari A, et al. Minerva Genecol. 
2013;65:435-444. 8-week, active-controlled lifestyle study in 100 premenopausal women ages 37- 45.  5. Am Fam Physicians. 2018 Mar 15;97(6):408.
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No “O”…OH NO!

Food and Drug Administration (FDA) – approved options for 
premenopausal women include:

• Flibanserin – daily pill at bedtime. Side effects include low blood pressure, 
dizziness, nausea and fatigue. Drinking alcohol or taking fluconazole, a common 
medication to treat vaginal yeast infections, can make these side effects worse

• Bremelanotide – an injection you give yourself just under the skin in the belly or 
thigh before anticipated sexual activity. Some women experience nausea, which 
is more common after the first injection but tends to improve with the second 
injection. Other side effects include vomiting, flushing, headache, and a skin 
reaction at the site of the injection

• These medications are not FDA-approved for use in postmenopausal women

www.mayoclinic.org
Am Fam Physician. 2015 Aug 15;92(4):281-288.

Flibanserin (Addyi); Fluconazole (Diflucan) 
Bremelanotide (Vyleesi)

Ristela

• In three randomized controlled trials across a total of 236 women: 
Ristela showed statistical improvement of patients’ overall Female Sexual 
Function Index scores at 4 weeks and 8 weeks (P<0.05)1,2,3

• Ristella contains: Pycnogenol (pine bark extract) shown to increase eNOS; 
L-Arginine, L-Citrulline, and Rose Hips extract

• Dosing: 2 tablets once daily

• Effective pre, peri, and postmenopausally1,2,3

• In postmenopausal women: 59% improvement over one month, and 61% 
improvement over two months3

• NOT FDA approved and more research needed
1. Bottari A, et al. Minerva Genecol. 2013;65:435-444. 8-week, active-controlled lifestyle study in 100 premenopausal women ages 37- 45.
2. Stanislavov R and Rohdewald P. J Women’s Health Care. 2014;3:1-6. 8-week, randomized, double-blind, placebo-controlled study conducted in 80 women ages 40-50.
3. Bottari A, et al. Panminerva Med. 2012;54:3-9. 8-week, randomized, single-blind, placebo-controlled study in 83 postmenopausal women ages 45-55. 
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Key Recommendations for Practice

Clinical Recommendation Evidence Rating

Bupropion in higher dosages (150 mg twice daily) has been shown to be effective as an adjunct for 
antidepressant-induced sexual dysfunction in women

B

Sildenafil may benefit women with sexual dysfunction induced by selective serotonin reuptake inhibitor or 
serotonin-norepinephrine reuptake inhibitor use

B

Female genital sexual pain disorders are complex and most effectively managed with a comprehensive, 
multidisciplinary approach that addresses contributing biopsychosocial factors

C

Group cognitive behavior therapy has been shown to effectively treat low sexual desire C

Mindfulness-based interventions have been shown to effectively treat low sexual desire and arousal, and 
acquired anorgasmia

B

Directed masturbation is recommended for lifelong anorgasmia A 

Local vaginal estrogen therapy is recommended and preferred over systemic estrogen therapy for 
treatment of genitourinary syndrome of menopause and related dyspareunia when vaginal dryness is the 
primary concern. Because of potential adverse effects, the use of estrogens, especially systemic estrogens, 
should be limited to the shortest duration compatible with treatment goals

A

Ospemifene is modestly effective for treatment of dyspareunia B

Transdermal testosterone, with or without concomitant estrogen therapy, has been shown to be effective 
for short-term treatment of low sexual desire or arousal in natural and surgically induced menopause

B

Am Fam Physician. 2015 Aug 15;92(4):281-288.                                         Bupropion (Wellbutrin); Sildenafil (Viagra); Ospemifene (Osphena) 

SORT RATING

A=consistent, 
good-quality 
patient-oriented 
evidence

B=inconsistent or 
limited-quality 
patient-oriented 
evidence

C=consensus, 
disease-oriented 
evidence, usual 
practice, expert 
opinion, or case 
series

Hormone Therapy
More Comfortable Sex = May Improve Desire
• Dryness or shrinking of vagina - hallmark of Genitourinary Syndrome of Menopause 

(GSM) – leading to painful intercourse 

• Estrogen - pills, patches, sprays, gels, vaginal creams, suppositories or ring –
won’t improve sexual functioning related to hypoactive sexual desire disorder

• Testosterone - not FDA approved for sexual dysfunction in women. Rx off label to 
help “lift lagging libido” can lead to acne, increased body hair, mood changes, 
worsening cholesterol **Use is Controversial** 

• Prasterone - vaginal insert. DHEA directly to vaginal tissue to ease pain. 
Used nightly for moderate to severe vaginal dryness

• Ospemifene - oral pill taken daily to relieve moderate to severe GSM. 
Contraindicated in women who have had breast cancer or high risk of developing 
breast cancer

www.mayoclinic.org
Am Fam Physician. 2015 Aug 15;92(4):281-288.

DHEA: Dehydroepiandrosterone 
Prasterone (Intrarosa); Ospemifene (Osphena) 

43

44



Women’s Health Case Studies: Dancing Through the Decades

23© Primary Care Network

Susan, now Sue, is 70 years old 
(and you are still her primary care provider!)

“Like sands through the hourglass, 
so are the days of our lives”

70-Year-Old Sue

• Accompanied by her daughter

• Worried about “breaking a hip”

• She is very active

• Lives alone

• Plays pickleball 3x/week

• Not taking HRT
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USPSTF Recommendation for Screening 
for Osteoporosis

Population Women 65 years and older
Postmenopausal women younger than 

65 years at increased risk
Men

Recommendation
Screen for osteoporosis.

Grade: B
Screen for osteoporosis.

Grade: B
No recommendation.

Grade: I (insufficient evidence)

Risk Assessment Risk factors for osteoporotic fractures include parental history of hip fracture, smoking, excess alcohol consumption, and low body 
weight. In addition, menopausal status in women is also an important consideration. For postmenopausal women younger than 65 
years who have at least 1 risk factor, a reasonable approach to determine who should be screened with bone measurement testing 
is to use a clinical risk assessment tool. Several tools are available to assess osteoporosis risk, such as OST, ORAI, OSIRIS, SCORE, and 
FRAX.

Screening Tests The most commonly used test is central dual-energy x-ray absorptiometry (DXA) of the hip and lumbar spine. While several bone 
measurement tests similarly predict risk of fractures, DXA provides measurement of bone mineral density (BMD), and most 
treatment guidelines use central DXA to define osteoporosis and the treatment threshold to prevent osteoporotic fractures. Other
screening tests include peripheral DXA and quantitative ultrasound (QUS).

Treatments The US Food and Drug Administration has approved multiple drug therapies to reduce osteoporotic fractures, including 
bisphosphonates, parathyroid hormone, raloxifene, and estrogen. The choice of therapy should be an individual one based on the 
patient's clinical situation and the tradeoff between benefits and harms.

Other Relevant USPSTF 
Recommendations

The USPSTF has made recommendations on interventions to prevent falls in community-dwelling older adults and the use of 
vitamin D, calcium, or combined supplementation for the primary prevention of fractures in community-dwelling adults.

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/osteoporosis-screening

Sue Agrees to a DXA Scan

• Not sure what she will do with the results if it shows osteopenia or 
osteoporosis

• DXA results show T -1.7

• Has never been much of a “pill person”

• Has heard bad things about the treatments

• What can I do to prevent osteoporosis?
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Risk Factors for Osteoporosis

• Post menopausal women not 
taking estrogen

• Advancing age: women >65, 
men >70

• Smoking
• FHx hip fracture 

(FHx osteoporotic fx)
• Using steroids long term or other 

medications 
• RA, type 1 DM, liver dz, kidney dz, 

hyperthyroid, hyperparathyroid

Am Fam Physician. 2018 Nov 15;98(10):593-594. Curry SJ, Krist AH, Owens DK, et al. Screening for osteoporosis to prevent fractures: US Preventive 
Services Task Force recommendation statement. JAMA. 2018;319(24):2521–2531. Viswanathan M, Reddy S, Berkman N, et al. Screening to prevent 
osteoporotic fractures: updated evidence report and systematic review for the US Preventive Services Task Force. JAMA. 2018;319(24):2532–2551.

• Excessive ETOH consumption >2 
drinks/day women, increase 
caffeine intake >2.5 c coffee/day

• Low BMI

• White or Asian race

• Low physical activity

• Personal history of fracture

Osteoporosis “No Bones About It”

• Osteoporosis-related fractures affect approximately one in two white 
women and one in five white men in their lifetime. The impact of fractures 
includes loss of function, significant costs, and increased mortality 

• More than 10 million Americans

• Osteoporosis fx: increase risk of disability, nursing home placement, 
increase total health care costs and mortality

• The USPSTF recommends using dual energy x-ray absorptiometry to screen 
all women 65 years and older, and younger women who have an increased 
fracture risk as determined by the FRAX Fracture Risk Assessment Tool

Am Fam Physician. 2015 Aug 15;92(4):261-268. Clinician's Guide to Prevention and Treatment of Osteoporosis. Washington, DC: National 
Osteoporosis Foundation; 2014. America's Bone Health: The State of Osteoporosis and Low Bone Mass in Our Nation. Washington, DC: National 
Osteoporosis Foundation; 2002.
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Bone Density Test Results:
Bone Mineral Density (BMD) Compared to 2 Norms

Healthy Young Adults (your T-score)

• From healthy 25-35 y/o adults of 
same sex and ethnicity

• T score: more + indicated stronger 
bones

• Negative T score = weaker bones

• Risk for bone fracture doubles with 
every SD below normal

Age-matched Results (your Z-score)

• Z score calculated with comparisons 
to someone of your age, sex, race, 
height and weight

• Compare age matched norms

https://www.bonehealthandosteoporosis.org/

What is FRAX (Fracture Risk Assessment Tool)?

• FRAX Calculation Tool: www.sheffield.ac.uk/FRAX/tool.aspx

• Tool used to estimate fracture risk. This computer program helps predict the risk of 
having a fracture within the next 10 years in women aged 40 years and older who are 
not taking prescription osteoporosis drugs

• Considers 12 items: your age, sex, body mass index (BMI), smoking, alcohol intake, 
and other risk factors for osteoporosis (past fx, RA, steroids, fhx fx) 

• Treatment is recommended if FRAX shows that you have a 3% risk of hip fracture; 
a 20% risk of a major osteoporotic fracture (fracture of the forearm, shoulder, or 
spine); or both. FRAX also is used to decide whether women younger than 65 years 
should have a DEXA test

www.acog.org/womens-health/faqs/osteoporosis
https://www.menopause.org/for-women/menopauseflashes/bone-health-and-heart-health/frax-sup-sup-a-tool-for-estimating-your-fracture-risk
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https://www.sheffield.ac.uk/FRAX/tool.aspx?country=9

Bone Density May Be Used To…

• Confirm dx of osteoporosis, if you have already had a fracture

• Predict changes of fracturing a bone in the future

• Determine rate of bone loss

• See if treatment is working
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DXA

Category Bone Mass (BMD Derived From DEXA Measurement)

Normal Spinal or hip BMD within 1.0 SD below the young adult female reference mean (T-score ≥ −1.0)

Low Bone Mass
(osteopenia)

Spinal or hip BMD between 1.0 and 2.5 SDs below the young adult female reference mean 
(T-score < −1.0  and > −2.5)

Osteoporosis Spinal or hip BMD ≥ 2.5 SDs below the young adult female reference mean (T-score ≤ −2.5)

Severe/established  
osteoporosis

BMD ≥ 2.5 SDs below the young adult female reference mean and the presence of one or more fragility  
fractures

Diagnostic Criteria for Osteoporosis and Osteopenia in Postmenopausal Women and Men 
Older Than 50 Years

Am Fam Physician. 2015 Aug 15;92(4):261-268. 

The WHO criteria should not be applied to men younger than 50 years, children, or premenopausal women. For these groups, the International 
Society for Clinical Densitometry recommends use of the z score (age and sex norms). Z scores of -2.0 or less are below the expected range for age. 
Osteoporosis in men younger than 50 years cannon be diagnosed based on BMD assessment alone.

BMD: bone mineral density; DEXA: dual energy x-ray absorptiometry 
SDs: standard deviations

Key Recommendations for Practice

Clinical Recommendation Evidence Rating

All women 65 years and older should be screened for osteoporosis with dual energy x-ray 
absorptiometry of the hip and lumbar spine

B

Women younger than 65 years should be screened for osteoporosis if the estimated 10-year 
fracture risk equals or exceeds that of a 65-year-old white woman with no risk factors

B

The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits 
and harms of screening for osteoporosis in men

C

A fall risk assessment should be performed and a multicomponent exercise program and smoking  
cessation should be recommended to decrease fracture risk in individuals 65 years and older with 
osteoporosis or a history of vertebral fracture

C

Bisphosphonates should be used as first-line pharmacologic treatment for osteoporosis A

In patients who cannot tolerate or whose symptoms do not improve with bisphosphonate  
therapy, teriparatide and denosumab are effective medications to prevent osteoporotic fractures

A

Am Fam Physician. 2015 Aug 15;92(4):261-268.                                                                                    Teriparatide (Forteo); Denosumab (Prolia)

SORT RATING

A=consistent, 
good-quality 
patient-oriented 
evidence

B=inconsistent or 
limited-quality 
patient-oriented 
evidence

C=consensus, 
disease-oriented 
evidence, usual 
practice, expert 
opinion, or case 
series
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Labs Needed?

Any newly diagnosed 

• TSH (thyroid stimulating hormone)

• 25-hydroxyvitamin D

• Calcium

• Creatinine

Primary Osteoporosis − due to aging and loss of gonadal function

Secondary Osteoporosis − COPD, MS, Parkinson’s, Cushing’s, 
hyperthyroid, celiac, gastric bypass, Sickle cell, Multiple myeloma, 
Renal dz, chemotherapy, cyclosporin, Depo-Provera

• The Bone Health and Osteoporosis Foundation (BHOF), formally the National 
Osteoporosis Foundation, recommends treatment of postmenopausal women 
and men with a personal history of hip or vertebral fracture, a T-score of −2.5 
or less, or a combination of low bone mass (T-score between −1 and −2.5) and 
a 10-year probability of hip fracture of at least 3% or any major fracture of at 
least 20% as calculated by the FRAX Fracture Risk Assessment Tool

• The WHO recommendations are less specific, stating that persons with or at 
risk of osteoporosis should be considered for treatment

• Randomized controlled trials of treatment have shown reduction of fractures 
for only two groups: those with a T-score of less than –2.5 and those who 
have already experienced a hip or vertebral fracture

World Health Organization. Prevention and management of osteoporosis: report of a WHO Scientific Group. Geneva, Switzerland; 2003.
http://whqlibdoc.who.int/trs/WHO_TRS_921.pdf. National Osteoporosis Foundation. Clinician's Guide to Prevention and Treatment of 
Osteoporosis. Washington, DC: National Osteoporosis Foundation; 2014.

When To Treat
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Pharmacologic Therapies for Osteoporosis

Class/
Medication

FDA 
Indication

Fracture 
Type

Typical Dosage
Adverse Effects & 
Contraindications

NNT (to prevent
one fracture)

Bisphosphonates
Consider drug discontinuation after 5 years in 
low-risk patients

Small risk of atypical femoral shaft 
fractures; osteonecrosis of the jaw

Alendronate Prevention

Treatment

Hip, Vertebral, 
Nonvertebral

5 mg/day or 35 mg/week

10 mg/day or 70 mg/week

Mild upper gastrointestinal events, 
esophageal ulcerations, perforations, 
bleeding events, muscular & joint 
pains

Contraindications: 
• abnormalities of the esophagus
• inability to stand or sit upright for 

at least 30 min
• hypersensitivity to any product 

component
• increased risk of aspiration or 

dysphagia

Hip: 91 (2 to 5 years)

Alendronate/
cholecalciferol

Treatment Hip, Vertebral, 
Nonvertebral

70 mg plus 2,800 IU or 5,600 IU per week

Ibandronate Prevention & 
Treatment

Treatment
Vertebral Only

150 mg monthly or 2.5 mg/day

3 mg every 3 months, IV

Spine: 20 (3 years)

Risedronate Prevention & 
Treatment

Hip, Vertebral, 
Nonvertebral

5 mg/day OR 35 mg/week OR
75 mg in two consecutive days/month OR 
150 mg/month

Hip: 77 (3 years)

Risedronate,  
delayed release

Treatment Hip, Vertebral, 
Nonvertebral

35 mg/week

Risedronate with 
calcium

Prevention & 
Treatment

Hip, Vertebral, 
Nonvertebral

35 mg/week (day 1) plus 1,250 mg calcium/day 
(days 2 to 7 each week)

NNT: number needed to treat
Am Fam Physician. 2015 Aug 15;92(4):261-268.

Alendronate (Fosamax); Alendronate/cholecalciferol (Fosamax Plus D) 
Ibandronate (Boniva); Risedronate (Actonel); Risedronate, delayed release (Atelvia)  

Pharmacologic Therapies for Osteoporosis (cont.)

Class/
Medication

FDA 
Indication

Fracture 
Type

Typical Dosage Adverse Effects & Contraindications
NNT (to prevent
one fracture)

Zoledronic acid Prevention

Treatment

Hip, Vertebral, 
Nonvertebral

5 mg every 2 years, IV  

5 mg per year, IV  

Muscular and joint pains
Contraindications: hypocalcemia creatinine clearance 
< 35 mL/min/1.73 m2 (0.58 mL/sec/m2) and acute 
renal impairment; hypersensitivity to zoledronic acid 
or any components of this product

Hip: 91 (3 years)

Spine: 30 (2 years; 
from 1 study of men)

Raloxifene Prevention & 
Treatment

Vertebral only 60 mg per day oral Pulmonary embolism, thromboembolic events
Contraindications: venous thromboembolism; 
pregnancy, women who may become pregnant, and 
breastfeeding mothers

Spine: 29 (3 years)

Teriparatide Treatment
(high risk*)

Vertebral, 
non vertebral

20 mcg/day for up to 2 years, 
subcutaneous

Arthralgia, pain, nausea, transient orthostatic 
hypotension, hypercalcemia, hyperuricemia
Contraindications: hypersensitivity to teriparatide or 
to any of its components; reactions have included 
angioedema and anaphylaxis

Spine: 11 (1.5 years)

Denosumab Treatment
(high risk*)

Hip, Vertebral, 
Nonvertebral

60 mg every 6 months, 
subcutaneous 

Muscular and joint pains; small risk of osteonecrosis 
of the jaw (especially older women with poor dental 
hygiene or cancer)
Contraindications: hypocalcemia; pregnancy

Spine: 21 (3 years)

NNT: number needed to treat
Am Fam Physician. 2015 Aug 15;92(4):261-268. Zoledronic acid (Reclast); Raloxifene (Evista); Teriparatide (Forteo); Denosumab (Prolia) 

*History of osteoporotic fracture, multiple fracture risk factors, or intolerant to other therapy
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Follow up − How Long to Take Medications? 

• Bisphosphonates for at least 3-5 years then stop due to increased risk of atypical 
fractures (subtrochanteric and diaphyseal femur). “Drug holiday” can be 
continued until significant loss of BMD or pt has a fracture

• Denosumab studies; safely taken for up to 8 years in 1 clinical trial

There are no recommendations for how long you should take Denosumab
injections. In most of the clinical trials Denosumab injections were taken for three 
years, with the patients having 1 injection every 6 months. In one clinical trial 
Denosumab was taken for 8 years with substantial increases in bone density

Stopping Denosumab can lead to rebound increase in bone turnover - increased 
risk for vertebral fractures

Denosumab (Prolia)

https://www.drugs.com/medical-answers/many-years-you-prolia-3561201/
https://www.fda.gov/drugs/drug-safety-and-availability/fda-drug-safety-communication-safety-update-osteoporosis-drugs-bisphosphonates-and-atypical 

Treatment Plan

• Repeat DXA? When? Uncertain: ACR, 
AAFP, ACOG, BHOF - Not more than 
every 2 years. Typical every 3-5 years 
with Medicare

• When performed rarely led to changes 
in treatment, even if they had 
decreased BMD

• Stabilized DXA = win!
• Calcium (in diet): BHOF recommends 

1000mg a day for most adults, 1200 mg 
a day for women over 50

https://www.bones.nih.gov/health-info/bone/osteoporosis; www.rheumatology.org
https://my.clevelandclinic.org/health/diagnostics/10683-dexa-dxa-scan-bone-density-test

• Vit D - important to help your body 
absorb calcium from foods you eat. 
800-1000 IU a day for adults over 50 
per BHOF. If blood level is very low, 
may need 50,000 IU once a week x 
12 weeks

• Physical activity, weight bearing 
exercises such as walking. Balance 
exercises like yoga or Tai Chi

• Home safety tips to prevent falls
• Medication for osteoporosis or high 

FRAX score
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Summary

• Identify the needs at each stage of a woman's life that require 
consideration

• Multiple guidelines and recommendations regarding women’s health 
through the decades

• Resources (USPSTF, ACOG, AAFP, and BHOF) can help a clinician with 
shared decision-making when treating patients

• Implementing appropriate FDA approved medications to treat the 
various age-related medical conditions can optimize quality of life
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