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Section 1: Chapters 1-4
The O-Spot™: The Menopause
Blueprint

A step-by step roadmap to mastering your certification exam



Chapter 1
Understanding Menopause:
Demographics, Staging, and Terminology

A comprehensive study guide for healthcare professionals based on the North American
Menopause Society's Menopause Practice: A Clinician's Guide, 6th Edition



Why Menopause Matters Globally

Learning Objectives

y M
4 O /O 8 6 1 » Understand the global demographic impact of menopause

, , » Apply the STRAW+10 staging system in clinical practice
Of Women's Lives Women Aged 50+

 Recognize hormone changes across menopausal transition

: : 6%
Spent in postmenopausal state Worldwide as of 2015 (82.6 - Ity sl TrenEeE Ermen e neuiierarney

increase since 1990)
* Implement evidence-based testing and treatment protocols

QOM

US Projection by

2060
Up from 64 million in 2020

With women's life expectancy averaging 81.2 years, they spend approximately 33.3 years in postmenopausal state—a significant portion of their lives
requiring specialized healthcare attention.



Your Roadmap Through Menopause: The STRAW+10
Staging System

1 Reproductive Years (Stages -5 to -

3P1e fertile zone characterized by regular menstrual cycles and normal reproductive hormone patterns. Subtle changes begin in late

reproductive stage (-3a).

2 Menopause Transition (Stages -2 to -

ﬁHe "bumpy ride" period with increasing cycle variability. Early transition (-2) shows =7-day differences in cycle length, while late

transition (-1) involves =60-day amenorrhea intervals.

3 Postmenopause (Stages +1 to

Tﬁ% "new normal” begins after 12 consecutive months without periods. Early postmenopause (+1a,b,c) spans years 1-6, while late

postmenopause (+2) continues from year 7 onward.

This evidence-based staging system relies primarily on menstrual patterns rather than laboratory values, providing clinicians with a reliable

framework for assessment.



Terminology That Matters

Essential Definitions
(@) Terminology

FEOITIEDE G UELINE] METE PRI = e gr%?nlgtalrg%varian Failure — Primary Ovarian Insufficiency
period when cycles become (POI)
irregular
» Reduces stigma and acknowledges condition may not be
Natural Menopause 12 consecutive months permanent

SHTEL SSHLED T » Endorsed by all major medical societies

(diagnosed retrospectively) . . . .
» Recognizes that ovarian function may fluctuate or partially

Early Menopause Final menstrual period occurs return
before age 45
Late Menopause Final menstrual period occurs

after age 54

Using precise, terminology improves patient communication and reduces stigma associated with menopause-related conditions.



Understanding What's Really Happening: The Biology of Egg Supply

60-7M 1-2M

Peak number of oocytes Significant atresia already occurred

300-500K 400-500

At Puberty Lifetime Ovulations

Further reduction through childhood Only a tiny fraction of eggs are actually used

The majority of eggs are lost through programmed cell death (apoptosis), a

natural process independent of ovulation or contraceptive use.

This predetermined biological countdown explains why menopause is inevitable ovaries are essentially "on a timer" from birth, with a non-renewable egg

supply that progressively diminishes throughout a woman's life.



The Reproductive Years (Stages -5 to -3a)

Early |
R)eproductwe (-

1 The post-pubertal period characterized by:
« Variable cycle length (often irregular)

» Establishing regular ovulatory patterns
* Normal AMH and FSH levels

Peak |
LFf)eproductwe (-
2 The fertility zenith featuring:
« Regular 21-35 day cycles

» Optimal fertility potential
* Predictable hormone patterns

Late ,
ReJoroductwe (-
3b

3 The early transition period with:
 Regular cycles still present

* Declining AMH levels
* Normal FSH in early follicular phase

Late ,
Reproductive (-

3a)

4 The subtle change period marked by:
 Shorter follicular phase
« Slightly shorter cycles (2-3 days)

 Variable FSH with normal AMH

Key clinical insight: Hormonal changes often precede noticeable menstrual cycle changes, making biochemical markers useful for
early identification of transition onset.



Menopause Transition: The
Bumpy Ride (Stages -2 to -1)

Early Transition (Stage -2) Late Transition (Stage -1)
* Cycles vary by 7+ days from normal « Amenorrhea intervals of 60+ days
* Persistent difference in consecutive cycle « Extreme hormone fluctuations
lengths « FSH consistently elevated (>25 1U/L)
* FSH begins to rise inconsistently - Duration: averages 1-3 years

* Duration: typically 2-5 years

() The LOOP Phenomenon

S
]

8t
-

In approximately 25% of menopause transition cycles, the ovary attempts to recruit
two follicles simultaneously, resulting in dramatically high estrogen levels. This can
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« Abnormally heavy or prolonged bleeding
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» Migraine headaches in susceptible women
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« Mood fluctuations and sleep disturbances




Postmenopause - The New Normal (Stages +1 to +2)

Early Postmenopause
(+1a)

First 12 months after final
menstrual period

« Vasomotor symptoms
often most intense

» Rapid bone mineral
density loss begins

Late Postmenopause (+2)
From year 7 onward

» Reproductive hormones
relatively stable

 Genitourinary
symptoms more
prominent

Early Postmenopause
(+1b, +1C)

Years 1-6 after final
menstrual period

« Hormone levels
gradually stabilize

 Hot flashes typically
prevalent

Adrenal Contribution

As ovarian production declines, adrenal glands become the primary
source of sex steroid precursors, particularly:

« DHEA and DHEAS (converted peripherally)
 Androstenedione (converts to estrone)
« Small amounts of testosterone



Your Endocrine Roller Coaster: Hormone
Changes During Transition

FSH (Follicle Stimulating Estradiol (E2)
Hormone) . . . . "

* Rises dramatically and remains elevated  Highly variable during transition

« Exceeds 25 IU/L in late transition  Can spike during LOOP phenomenon

» Most consistent marker of transition  Eventually drops and stabilizes at low levels
AMH & Inhibin B Testosterone &

* Decline steadily throughout transition DHggﬁéterone changes less than expected

« Key markers of diminishing ovarian reserve « SHBG drops ~40% during transition

« AMH more stable than FSH for testing * DHEAS temporarily increases in late transition

The complex interplay of these hormonal changes explains the diverse symptoms experienced during menopause transition, from vasomotor
instability to mood and sleep disturbances.



When Menopause Comes Too Early: Primary Ovarian Insufficiency (POI)

Definition and Prevalence Unlike natural menopause, POI often occurs
unexpectedly and requires specialized
management to address both physical and
psychological impacts.

Primary Ovarian Insufficiency (POI) refers to the cessation of ovarian

function before age 40, affecting approximately 1% of women, roughly
650,000 women in the US by 2020.

(*) Clinical Alert

POl represents immediate medical intervention to prevent long-
term health consequences. The diagnosis can be emotionally
devastating for young women, particularly those still planning
pregnancies.

Key Clinical Characteristics

« May be intermittent rather than permanent

* 25% of women regain some ovarian function
« 3-10% can achieve spontaneous pregnancy
» Requires careful psychological support



Why POl Happens & How to Diagnose It

Diagnostic Criteria

Common Causes of POI
Both criteria must be met;

Genetic 1.Irr?_?ular menstrual cycles for at least 4 months
« Turner syndrome (45,X) 1.FSH >25 IU/L on two occasions, at least 4 weeks apart
* Fragile X premutation "
« Other chromosomal abnormalities - Remember o o

. A single elevated FSH measurement is insufficient for
latrogenic 1agnosiIs : : .

ue to natural hormone fluctuations. Serial testing is
 Chemotherapy essential.

* Pelvic radiation
 OQvarian surgery

Autoimmu
NS Thyroiditis
» Addison's disease
e Other autoimmune disorders

|diopathic
* No identifiable cause
* Most common category

A '\ T -




Essential Tests & Treatment for POI

Comprehensive Workup
Required Tests
Karyotype
Fragile X premutation testing
Adrenal antibodies
Thyroid antibodies
Basic metabolic panel
Bone density scan (DEXA)

Rationale

Identifies chromosomal abnormalities
Common genetic cause of POI

Rules out autoimmune adrenal disease
Identifies associated autoimmune
thyroiditis

Evaluates overall health status

Establishes baseline bone health

Treatment Protocol

& NOT
OPTIONAL

Hormone therapy in POl is a medical necessity, not elective treatment. It should
continue until at least the natural age of menopause (51-52 years).

Recommended
Approach

« Higher dose hormone therapy (e.g., 100 pg estradiol patch)

* Physiologic hormone therapy preferred over birth control pills
* Calcium and vitamin D supplementation

» Regular bone density monitoring

» Psychological support and counseling

‘/.' ”



Smart Testing vs. Wasted Money

What Works

« Menstrual cycle pattern tracking (gold standard)
« AMH measurements (more stable day-to-day)
» Antral follicle count via ultrasound

» Serial FSH measurements (not single tests)

What Doesn't Work

» Single FSH measurements (too variable)
* Progesterone withdrawal tests
« Ovarian antibody testing (unvalidated)

« Ovarian biopsies (invasive, unnecessary)

"Patterns matter more than single lab values. The patient's
menstrual history provides more valuable information than any
single laboratory test."

Clinical Pearls

 Transvaginal ultrasound can help assess ovarian reserve

 Patterns of change over time are more informative than absolute
values

 Consider testing during early follicular phase when possible



Why Early Menopause is a Big Deal

QO

Cardiovascular Risk

Women with POI have a significantly increased risk of coronary heart
disease, stroke, and cardiovascular mortality. The risk is approximately
50% higher than women with normal menopause timing.

D

Cognitive Function

Early estrogen loss may impact cognitive function and increase long-
term dementia risk. Studies show associations between premature
menopause and earlier cognitive decline.

=3

Bone Health

Accelerated bone loss begins immediately after menopause onset, with
POI patients showing significantly higher rates of osteoporosis and
fracture risk compared to age-matched controls.

+
@+
Psychological Impact

POI carries significant psychological burden, including depression,
anxiety, and grief over lost fertility. Women often report reduced quality
of life and relationship difficulties.

Bottom line: Young women with POI require aggressive hormone replacement therapy to prevent these serious health consequences. Treatment is

not optional but medically necessary.



Separating Fact from Fiction

(®») Adrenal Fatigue - NOT A REAL
DIAGNOSIS

* No scientific evidence despite widespread media attention
* Not recognized by any endocrine medical society

« Symptoms attributed to "adrenal fatigue" are vague and
common to many conditions

* True adrenal insufficiency (Addison's disease) is different
and requires specific testing

Special Clinical
Considerations
« Women with PCOS often have different transition patterns and later

menopause
» Post-chemotherapy patients require careful monitoring for premature

ovarian failure

* Normal ethnic variations exist in hormone levels and symptom
experiences

Common
Misinformation
Myth

Saliva hormone testing is
accurate

Bioidentical hormones are safer

Menopause can be "reversed"”

Reality

Lacks standardization and
clinical validity

FDA-approved bioidenticals
have same risks/benefits as
synthetic

Natural menopause is
irreversible; POl may fluctuate



What You Need to Remember & Do

Key Takeaways

1

Women spend approximately 40% of their lives in
postmenopause, making this a critical women's health issue
requiring specialized knowledge.

The STRAW+10 staging system provides an evidence-based
framework for clinical assessment that prioritizes menstrual
patterns over laboratory values.

Respectful, current terminology matters—particularly the shift
from "premature ovarian failure” to "primary ovarian
insufficiency.”

POl represents a medical emergency requiring immediate,
aggressive hormone replacement to prevent serious long-term
health consequences.

Clinical Action Plan

1.Implement STRAW+10 staging in your routine clinical assessments

1.Update your POI treatment protocols to include higher-dose
estrogen therapy

1.Replace random FSH testing with more meaningful evaluations like
AMH and cycle tracking

1.Incorporate psychological support resources into your management
plan

1.Develop patient education materials using current, respectful
terminology



Discussion & Coming Up Next

For Reflection

* How will implementing STRAW+10 staging change your

clinical practice?
» What challenges do you face in managing POl patients?

* How can we better support women through menopausal

transition?

» What additional resources would help you improve

menopause care?

Preview: Chapter 2

—— — 00—

Vasomotor Genitourinary

Symptoms Syndrome

Pathophysiology, prevalence, and Diagnosis and treatment approaches for

evidence-based management strategies vulvovaginal atrophy and urinary

for hot flashes and night sweats symptoms

_———————

Hormone Therapy

Current guidelines, risk-benefit assessment, and individualized treatment protocols

Our next session will focus on evidence-based management of common menopausal symptoms

and the latest approaches to hormone therapy.



Chapter 2
Midlife & Aging-Related Body Changes in
Menopause

A comprehensive study guide for healthcare professionals based on the North American Menopause Society's
Menopause Practice: A Clinician's Guide, 6th Edition



Body Changes in Menopause: The Real Talk About What
Happens

—_—)—

Vulvovaginal Weight Gain
Changes Is it really menopause's fault? Understanding the shifts in body
Why the female parts feel different and what's happening to vaginal composition and metabolism

tissue during menopause

—_——-eee—— p———————

Skin Changes Hair Changes
Why your face looks different in the mirror and what's happening Thinning on top, growing where you don't want it, and why it's
beneath the surface happening

Today we'll explore the physiological changes women experience during menopause, along with practical, evidence-based solutions for each issue.



Vulvovaginal Changes Are Normal

Understanding Vaginal Health in Menopause

PH D PH

The vagina is highly hormone-sensitive, with abundant estrogen receptors throughout the tissue. In H
peanitia menpeusel ‘ i

Plo

premenopausal women, estrogen maintains:

* Healthy blood flow to tissues

» Adequate collagen production

* Support for beneficial lactobacilli bacteria

¥

i3 FH
Postrinepuscal

* Normal acidic pH of approximately 4.5

H.
When estrogen levels drop during menopause, these supportive functions diminish, resulting in @ Premepsausa

thinner tissue, reduced elasticity, and an elevated pH.

The loss of estrogen's protective effects leads to vaginal dryness, irritation, increased susceptibility
to infections, and painful intercourse, collectively known as genitourinary syndrome of menopause
(GSM).



The Science Made Simple: Why Everything Feels Different

Tissue Thinning Elasticity Loss

Epithelial layer becomes thinner, providing less cushioning and protection Collagen and elastin fibers deteriorate, causing the vaginal walls to
against friction and irritation. Microscopic examination shows fewer cell become less stretchy and more rigid. This contributes to discomfort
layers and reduced glycogen content. during intercourse and pelvic exams.

Narrowing & Shortening Reduced Lubrication

The vaginal canal may become narrower and shorter, with less ability to Glands produce less natural moisture, resulting in chronic dryness that
expand during arousal. This structural change can make penetration can lead to microtrauma during daily activities and intimacy.

difficult or painful.

pH Changes Microbiome Disruption
Vaginal environment becomes less acidic (pH increases above 4.5), Beneficial lactobacilli decrease, compromising the vagina's natural
creating conditions that favor pathogenic bacteria over-protective defense system against infections like bacterial vaginosis and

lactobacilli. candidiasis.



Is Menopause Making Me Fat?

The Truth About Midlife Weight
Gain

Many women gain weight during the menopause transition, but contrary to popular
belief, hormonal changes aren't the direct cause. Research shows the average

weight gain is 5-8 pounds during this time.
The real culprits behind midlife weight gain:
« Age-related loss of muscle mass (sarcopenia), which reduces metabolic rate

» Lifestyle changes, including decreased physical activity
» Sleep disruption from hot flashes and night sweats
« Stress-related eating and cortisol fluctuations

What IS menopause's fault: How that weight is distributed. Estrogen decline leads
to increased abdominal fat deposition rather than the typical female pattern in hips

and thighs.



Why Your Pants Don't Fit the Same

Body Composition Changes in
Menopause

Fat Redistribution

Shifts from gynoid (hips/thighs) to android
(abdominal) pattern, even without weight

Visceral Fat Increase

8 G Metabolically active fat surrounds internal
organs, raising inflammation markers

gain
Metabolic Slowdown Muscle Mass Decrease
Basal metabolic rate decreases ﬁ ﬁ? 3-8% loss per decade after 30, accelerating
approximately 2% per decade during menopause

These changes have significant health implications beyond appearance. Increased visceral fat raises risk for cardiovascular disease, type 2 diabetes,
and metabolic syndrome. Studies show that waist circumference >35 inches in women correlates with higher health risks regardless of BMI.



Smart Strategies for Midlife Weight Control

Evidence-Based Approaches That

\Work
Research shows that even modest weight loss of 3-5% improves metabolic health

parameters in menopausal women. Focus on sustainable lifestyle changes rather

than quick fixes.
e Targeted Exercise

Combine cardio (150 min/week) with strength training (2-3 sessions/week) to
preserve muscle mass and boost metabolism

e Protein Focus

Increase protein intake to 1.0-1.2g/kg body weight daily to support muscle
maintenance and improve satiety

e Mindful Eating

Practice portion awareness and recognize emotional triggers for eating

Set realistic goals: Aim for gradual weight loss of 1-2 pounds per week maximum.
Rapid weight loss is rarely sustainable and can accelerate muscle loss.

Consider professional support: Registered dietitians, behavioral health counselors,
and physicians can provide personalized strategies and monitor progress.



Your Skin in Menopause

Understanding the Changes You See (and Feel)

Collagen Depletion

Estrogen stimulates fibroblasts to produce collagen. During menopause, women lose
approximately 30% of collagen in the first 5 years, leading to wrinkles and skin laxity.

Thinning Epidermis

Skin becomes 0.55-1.05mm thinner per decade, resulting in increased vulnerability to bruising,
tears, and slower wound healing.

Decreased Sebum Production

Oil glands produce less sebum, causing chronic dryness and impaired barrier function that
leads to increased transepidermal water loss.

Impaired Pigmentation Control

Melanocytes become less regulated, resulting in age spots, uneven tone, and
hyperpigmentation, especially in sun-exposed areas.



Why Your Face Shape Changes

It's Not Just About
Wrinkles

One of the most striking but less discussed aspects of facial aging is the
shift in overall face shape—what dermatologists call the "triangle of
youth inversion."

* Young face: Characterized by fullness in the upper face with high
cheekbones and a defined jawline forming an upward-pointing triangle

» Aging face: Transforms into a downward-pointing triangle with volume
loss above and heaviness below

This transformation results from multiple factors:

* Facial fat pad redistribution and volume loss
» Bone resorption affecting the orbital rim, maxilla, and mandible

» Loss of structural support from collagen and elastin degradation

The visible manifestations include deepening nasolabial folds, jowl
formation, upper eyelid hooding, and temples that appear more hollow.
These changes often concern women more than fine lines and wrinkles.



Evidence-Based Skin Care

What Works vs. What's Marketing

Sun Protection

The single most important anti-aging strategy. Broad-spectrum
SPF 30+ sunscreen with zinc/titanium oxide physical blockers
provides superior protection against both UVA and UVB rays.

Moisturizers

Look for ceramides, hyaluronic acid, glycerin, and peptides that
restore barrier function and improve moisture retention. Studies
show significant improvement in skin elasticity with regular use.

Retinoids

The gold standard with decades of research. Prescription-strength
tretinoin (0.025%-0.1%) shows the most significant improvements
in collagen production, cell turnover, and fine line reduction.

Antioxidants

Vitamin C serums (L-ascorbic acid 10-20%) help neutralize free
radicals, boost collagen synthesis, and fade hyperpigmentation
when used consistently.

Professional treatments like chemical peels, laser resurfacing, radiofrequency, and injectables can address specific concerns more aggressively when

appropriate.



Hair Drama In Menopause

Why Hair Goes Where You Don't

Want It
Hair changes during menopause are among the most emotionally distressing

symptoms for many women, affecting both self-image and confidence.

» Scalp hair: Progressive thinning, especially at the crown and widening part line
* Facial hair: Increased growth on chin, upper lip, and sides of face
» Body hair: Often becomes thinner on limbs but may increase on abdomen

The hormonal explanation: As estrogen levels fall but androgen levels remain
relatively stable, the estrogen-to-androgen ratio shifts. This hormonal imbalance
affects hair follicles differently depending on their location and sensitivity.

Female Pattern Hair Loss (FPHL) affects approximately 40% of women by age 50
and over 50% of women by age 80. Unlike male pattern baldness, women typically
experience diffuse thinning rather than complete baldness.

The psychological impact is significant, with studies showing hair loss can
dramatically affect quality of life, social functioning, and emotional well-being.



Female Pattern Hair Loss Explained

Understanding What's

Happening
Characteristic Pattern (®») Red Flag: Frontal Fibrosing Alopecia
Widening center part, decreased density at crown, with preservation of the A distinct scarring alopecia affecting postmenopausal women,
frontal hairline (Ludwig classification) characterized by recession of the frontotemporal hairline with permanent

follicle destruction. Requires immediate dermatology referral for biopsy
and treatment.

Follicle Miniaturization

Terminal hairs gradually convert to smaller vellus hairs, shortening growth
phase and producing thinner, shorter hairs

Differential Diagnosis

Important to rule out thyroid disorders, iron deficiency, vitamin D deficiency,
medication side effects, and autoimmune conditions

A thorough workup should include thyroid function tests, complete blood count,
ferritin, vitamin D levels, and comprehensive hormone panel when appropriate.



Topical Minoxidil

The only FDA-approved treatment for
female pattern hair loss. Available in 2%
and 5% formulations (foam or solution).
Works by prolonging the anagen

(growth) phase and increasing follicle
size.

Efficacy: Studies show visible
improvements in 60% of users after 12
months, primarily by preventing further
loss with modest regrowth.

What Actually Works for Hair Loss

Evidence-Based Treatments

Antiandrogens

Spironolactone (50-200mg daily) can be
effective for women with signs of
androgen excess. Used off-label, it
blocks androgen receptors at the hair
follicle.

Requires monitoring for potassium
levels and is contraindicated in
pregnancy (Category X).

Low-Level Laser

H_[B)@E%Qr\éd devices stimulate follicles
through photobiomodulation. Clinical
studies show moderate efficacy with
minimal side effects.

Available as combs, helmets, or caps for
at-home use, typically requiring 20-30
minutes of treatment 3 times weekly.

Hair transplantation can be effective for select candidates with stable hair loss and adequate donor supply, but is more challenging in women than
men due to diffuse pattern.



When Hair Grows Where You Don't Want It

Managing Facial and Body Hair

Hirsutism affects 5-15% of women during menopause and is defined as
excessive terminal hair growth in a male pattern distribution. Areas Temporary Solutions

ly aff include:
commonly affected include Shaving, plucking, waxing, depilatory creams, threading

 Upper lip and chin

» Sideburn area and neck

. . Permanent Solutions
 Chest and periareolar region

« Lower abdomen in midline Laser hair removal (most effective for dark hair), electrolysis
: works on any hair color

* Inner thighs ( y )
While often a normal consequence of hormonal changes, sudden
severe hirsutism with other signs of virilization (deepening voice, Medical Treatments
increased muscle mass, clitoromegaly) warrants investigation for

androgen-secreting tumors. Eflornithine cream for facial hair, antiandrogens for widespread

concerns



When Body Changes Need Medical Attention

Don't Ignore These Warning

Signs
Vulvovaginal Concerns Weight Changes
« Postmenopausal bleeding (any amount) « Unexplained weight loss (>5% in 6-12 months)
* Persistent unexplained discharge  Rapid weight gain with edema
* Lesions, masses, or ulcerations » Significant abdominal distention
« Severe pain unresponsive to first-line treatments « Central obesity with thin extremities (Cushing's syndrome)
Skin Concerns Hair Changes
« Changing moles (ABCDE criteria) « Sudden diffuse shedding (telogen effluvium)
« Wounds that don't heal within 4 weeks « Patchy hair loss with inflammation (alopecia areata)
» Severe cystic acne with signs of virilization » Scarring hair loss with permanent follicle destruction
« Painful rashes or blistering conditions « Rapid progression of hirsutism with other virilization signs

Remember: While many menopausal body changes are normal, significant deviations from expected patterns or symptoms that significantly impact quality
of life warrant prompt medical evaluation.



Your Action Plan for Body Changes

What You Can Do Starting Today

Vulvovaginal Health

First line: Water-based lubricants for sexual activity, vaginal moisturizers 2-
3 times weekly

Second line: Local estrogen therapy (cream, ring, tablet) if no
contraindications

Emerging options: DHEA suppositories, laser therapy for appropriate
candidates

Weight Management

Dietary: Mediterranean diet pattern, increased protein (1.0-1.2g/kg),
reduced ultra-processed foods

Exercise: 150 minutes weekly aerobic plus resistance training 2-3 times
weekly

Behavioral: Stress management, sleep hygiene, mindful eating practices

Skin Protection

Daily routine: Gentle cleanser, antioxidant serum, broad-spectrum SPF 30+

Evening routine: Retinoid (start low, go slow), moisturizer with ceramides

Professional: Consider chemical peels, microneedling, or laser for specific
concerns

Hair Strategies

Hair loss: Start minoxidil at first signs of thinning, consider low-level laser
therapy

Unwanted hair: Laser removal for dark hair, electrolysis for gray/blonde hair

Styling: Volumizing products, scalp concealers, strategic cuts to maximize
appearance



Can Hormone Therapy Help?

Understanding Your Options

Vulvovaginal

Symptoms

Local estrogen: Highly effective for GSM with minimal systemic absorption. Low-
dose options include vaginal creams, tablets, rings, and inserts.

Efficacy: 80-90% improvement in symptoms within 4-12 weeks with continued use
needed to maintain benefits.

Safety profile: Excellent, even for women with contraindications to systemic HT.

Skin Effects

Systemic HT: Increases skin collagen content, improves hydration, and may slow
age-related changes.

Visible results: Modest improvements in skin thickness, elasticity, and moisture
retention.

Limitation: Cannot reverse existing damage; benefits diminish after discontinuation.

Weight Changes

Systemic HT: Does not prevent menopausal weight gain or significantly alter body
composition in most studies.

Potential benefit: May help reduce central fat accumulation in early menopause, but
effect is modest.

Conclusion: Not recommended primarily for weight management.

Hair Changes

Systemic HT: Limited evidence for effectiveness in treating female pattern hair loss.

Potential benefit: May help slow progression when started early in menopause.

Hirsutism: Estrogen-containing HT may improve facial hair by increasing SHBG and
reducing free testosterone.



Simple Changes, Big Impact

Quality Sleep
The Foundation of Managing Body Changes

/-9 hours nlr%htly improves stress hormones, weight
mana

and s |n repair
Regular Exercise

Combination of aerobic, strength, and flexibility training
rese[ves

uscle mass and bone density
Nutritious Diet

Anti-infl mma(}or(y foods rlch in antioxidants, phytoestrogens,
omega-3s, an equate protein

Stress Management

Me jtation, gogeral mir %fulness practices to regulate cortisol

Improv eing

Hydration

Adequate water intake supports skin elasticity, vaginal
mo sture

cellular function
Smoklng Cessation

uittin ove C|rculat|on collagen production,
gnd ovgrem% altﬁ outcomes gen’p

Llfest atl ns formﬁ[]\e cornersto e of mana |n%I
f)ausa ese approac es have C lative
ene ts across ultlpl systems and symptoms.



Remember This!

The Most Important

Points
- Body changes are normal but not inevitable
— Menopause-related changes occur on a spectrum, and many can be mitigated with early intervention and appropriate management strategies.
Estrogen loss affects multiple systems
"\
d The widespread presence of estrogen receptors throughout the body explains why menopause impacts tissues from skin to vagina to fat distribution.

Early intervention works
O better

Whether for vaginal atrophy, skin aging, or hair loss, proactive treatment before changes become severe yields better outcomes.

Lifestyle forms the foundation

4 Nutrition, exercise, sleep, and stress management provide synergistic benefits across all body systems affected by menopause.

Medical treatments exist for most

O
= ﬁ%ﬂﬁ@ﬁ@% treatments to hormonal options, evidence-based interventions are available to address specific symptoms.



Let's Talk About It

Your Questions Matter

Discussion questions to consider:

» Which body changes do your patients report as most distressing?

« What management strategies seem most realistic for
implementation in your practice?

» What barriers do you encounter when addressing these sensitive
issues with patients?

* How can we better support women through these transitions in our
healthcare system?

Remember that open, non-judgmental conversations about body
changes can be tremendously validating for women who may feel
isolated in their experiences.

(@) Resources for More

Information ,
« North American Menopause Society (menopause.org)

* NAMS "Changes at Midlife" patient education materials
» Menopause Practitioner Finder for specialist referrals

« ACOG Practice Bulletin #141: Management of Menopausal
Symptoms


http://menopause.org/

Chapter 3
Vasomotor Symptoms - The Real Deal

A comprehensive study guide for healthcare professionals based on the North American Menopause Society's
Menopause Practice: A Clinician's Guide, 6th Edition



VMS 101 - The Basics

Understanding the Most Common Menopause Symptom

Hot Flashes Associated Night Sweats

Sudden intense heat sensation in upper Symptoms Hot flashes that occur during sleep, often
body (face, neck, chest) lasting 1-5 Sweating, chills, anxiety, heart palpitations disrupting sleep cycles and quality
minutes per episode often accompany the heat sensation

By 2025, an estimated 21 million women in the United States will experience vasomotor symptoms.

Mild Moderate Severe

Heat sensation without sweating, minimal Heat with sweating, can continue activities Intense heat with profuse sweating, must
disruption stop activities



The Numbers Don't Lie
VMS Affect Most Women Going Through Menopause

Ovderall, 60-80% of women experience vasomotor symptoms during the menopause transition, but significant ethnic differences exist in both prevalence
and severity.

|
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Black Women
Most frequent occurrences and longest duration

;’%’5

Hispanic
Women

Moderate frequency and severity

White Women
Average frequency and duration

Chinese

Ravias f'?equency than average

(0]

Japanese
Women

Least bothersome symptoms overall

S%mptom pattern progression: 21% premenopause — 41% perimenopause —
42% postmenopause




Duration - Longer Than You Think!

This Isn't Just a Few Months of Discomfort

The old clinical wisdom suggested VMS lasted only 1-2 years, but recent
research has dramatically changed our understanding.

‘ Recent SWAN study findings show a median VMS duration of 7 years
total, with 4.5 years occurring after the final menstrual period.

Women who begin experiencing symptoms earlier in the menopausal
transition tend to have the longest overall duration of symptoms.

Mild Pattern
(42%)

Little change in symptom intensity throughout transition

Early Severe
(11%

Worst symptoms occur right at menopause onset

Moderate
Pattern (18%)

Symptoms peak within 4 years postmenopause

Late Severe
(29%)

Symptoms continue growing, peaking 7+ years after menopause
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Not All Women Are Equal

Factors That Increase VMS

Risk

=

G

Socloeconomic
Factors

Lower education and income levels
correlate with increased frequency and
severity of vasomotor symptoms

Surgical Menopause

Hysterectomy with bilateral
oophorectomy leads to more severe
and immediate symptoms

A

il
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Smoking Status

Current smokers are almost twice as
likely to experience VMS compared to
women who have never smoked

Diet & Alcohol

Mixed evidence, though Mediterranean
diet may have protective effects
against VMS severity

8la

Ut

Body Mass Index

Higher BMI is associated with more
frequent and severe VMS, especially
early in the transition

Physical Activity

Exercise doesn't prevent VMS but
offers other benefits for overall
menopausal health



VMS Aren't Just Annoying

Real Effects on Health and Quality of Life

Sleep Disruption

» Difficulty falling asleep
 Frequent night wakings
» Early morning awakening

Mood Changes

* Increased depression risk
» Heightened anxiety
e Irritability and mood swings

Cardiovascular Impact

Higher blood pressure, worse cholesterol
profiles, and potential increased CVD risk
during hot flashes

Bone Health

Associated with lower bone mineral
density and increased fracture risk in
some studies

Cognitive Function

Memory difficulties, concentration
problems, and "brain fog" frequently
reported

These combined effects can si nificantIP/ impact overall quality of life,
professional performance, and personal relationships.




Why Do Hot Flashes Happen?

The Thermoneutral Zone Theory

@

The Narrowing Thermoneutral Zone

In normal temperature regulation, the body maintains comfort within a
range of temperatures. During menopausg, this "comfortable zone
becomes dramatically narrower.

When this zone narrows, even small temperature fluctuations that WO%J|d

?ﬁrrgacljly go unnoticed can trigger a massive heat-dumping response from
e body.

Temperature Rise

Small core temperature increase hits narrowed threshold
Hypothalamic Response

Brain's thermostat (hypothalamus) perceives overheating
Heat Sensation & Sweating
Woman experiences hot flash and sweats to cool down

Vasodilation
Blood vessels dilate to release heat



Meet Your KNDy Neurons

The Latest Understanding of Hot Flash Biology
The KNDy Neuron Complex

Kisspeptin-Neurokinin B-Dynorphin neurons in the hypothalamus serve a
dual role in both reproductive hormone regulation and temperature
‘control.

Groundbreaking research has shown that administering neurokinin B to
healthy women can actually trigger hot flash symptoms, providing direct
evidence of these neurons'role.

During menopause, these neurons become hypertrophied and hyperactive,
sending signals to temperature control centers that trigger the vasomotor
response.

KNDy neurons in the hypothalamus that become hypertrophied (enlarged

and more active) during menopause

Future Treatment Target: Neurokinin B receptor antagonists are currently in clinic
specifically targeting the neurobiological mechanism of hot flashes.




HT - Still the Best Treatment

FDA-Approved First-

Line Therapy .
75%
Reduction Weeks
Average decrease in VMS frequency Time to achieve full efficacy
with hormone therapy with consistent HT use
50%
Recurrence
Percentage of women who experience
VMS return after stopping HT

Treatment Options
« Estrogen alone (for women without a uterus)
« Estrogen + progestogen (for women with a uterus)

While hormone therapy remains the most effective treatment for 7

vasomotor symptoms, clinical decision-making requires individualized risk-benefit assessment bag



When HT Isn't an Option

FDA-Approved and Effective Alternatives

1 2
Paroxetine (Brisdelle) Other SSRI/SNRI
The only FDA-approved non-hormonal option specifically for VMS Options
Off-label but evidence-based alternatives
« 7.5mg daily (lower than antidepressant dose) - Citalopram (10-20mg)
« SSRI mechanism reduces VMS frequency and improves sleep « Escitalopram (10-20mg)
 Fewer side effects than higher antidepressant doses * Venlafaxine (37.5-150mg)

* Desvenlafaxine (100-150mg)

Gabapentin Clonidine Oxybutynin

600-2400mg daily, particularly effective for Less effective, more side effects, but Newer option, 15mg extended release
nighttime VMS option for some patients formulation



Your Brain Can Help

Evidence-Based Non-Drug Approaches

Cognitive Behavioral Therapy (CBT)

Proven effective in rigorous clinical studies for managing VMS

» Changes perception of and response to hot flashes
» Reduces distress even if physical symptoms continue
« Effective in both group and self-help formats

* Provides lasting benefits after treatment ends

Clinical Hypnosis

Reduces both subjectively reported and objectively measured VMS

 Effectiveness comparable to venlafaxine in studies
» Typically requires 4-6 sessions with a trained professional

« Self-hypnosis techniques can be taught for home practice

Mindfulness-Based
Approaches

Showing early promise but requires more research
» May improve coping with symptoms

* Potential benefits for sleep and general well-being

» Requires regular practice for effectiveness



Popular But Ineffective Treatments

Don't Fall for the Hype

Exercise

Great for overall health but doesn't specifically reduce VMS frequency
or severity

Yoga

No better than other physical activities for VMS, though may improve
sleep quality

Paced Breathing

Not more effective than normal breathing patterns in controlled
studies

Weight Loss

Mixed evidence, might help early in
transition but lacks conclusive data

Acupuncture

No better than sham acupuncture in well-
designed studies

Most Herbal Supplements

Black cohosh, dong quai, evening primrose
oil not supported by evidence

(3/\




Supplements - Mixed Evidence at Best

What the Research Actually Shows

Soy Isoflavones & S-equol
The most promising supplement option, but with significant limitations:

« May require 48 weeks to see meaningful effects
 Only 2/3 of North American women can convert soy to the active S-equol form

e Results from clinical trials remain inconsistent

Herbal Remedies Vitamin Supplements Safety Considerations

No good evidence for efficacy of popular Vitamin E and other vitamin supplements Check for allergies, drug interactions, and
remedies like black cohosh, dong quai, red not proven more effective than placebo supplement quality before recommending
clover, or evening primrose oil any product

& Supplements are not FDA-regulated for efficacy. If a patient wants to try soy, set realistic expectations that it may take nearly a year to see

effects and may not work at all.



How to Help Your Patients

A Step-by-Step Clinical Approach

Assess Severity & Impact

Frequency, intensity, bothersome nature, and impact on daily functioning

Rule Out Other Causes

Thyroid disorders, medications, other medical conditions

Consider Hormone Therapy

First-line if appropriate based on individual risk/benefit assessment

Non-Hormone Prescriptions

Paroxetine or other SSRIs/SNRIs if HT contraindicated

Add Mind-Body Approaches

CBT and clinical hypnosis as evidence-based complementary options

Lifestyle Modifications

Avoid triggers, dress in layers, cooling techniques, fans

[J) Setrealistic expectations with patients: treatment reduces but rarely eliminates VMS completely. The goal is management of symptoms to improve quality of life.



Remember This!

The Most Important Points for Clinical Practice

— 00—

Duration Reality Treatment Efficacy

VMS affect 60-80% of women for 7-10 years (not just a few months!) Hormone therapy is most effective treatment (75% reduction)
Non-Hormone Options Mind-Body Validity

Multiple evidence-based alternatives exist (especially SSRIs) CBT and clinical hypnosis have real evidence supporting their use
Supplement Reality Individualized Approach

Most supplements and "natural” remedies don't work beyond placebo What works varies significantly between women

Discussion Questions

* How do you currently approach VMS treatment with your patients?
» What barriers do you see to effective treatment in your practice?

» How do you counsel patients about symptom duration and realistic treatment expectations?



Chapter 4
Genitourinary Symptoms in Midlife Women

A comprehensive study guide for healthcare professionals based on the North American Menopause
Society's Menopause Practice: A Clinician's Guide, 6th Edition



Learning Objectives

By the end of this chapter, you will be able to:

++

Genitourinary Syndrome of Menopause Vulvovaginal Assessment
Define GSM and recognize its clinical manifestations in Perform comprehensive vulvovaginal evaluation and establish
menopausal differential diagnoses
women
Treatment Options Vulvar Disorders
Apply evidence-based hormonal and non-hormonal therapies for ldentify common vulvar conditions and determine appropriate
GSM management referral
criteria
Urinary Symptoms Pelvic Floor Disorders
Evaluate and manage incontinence and overactive bladder in Assess pelvic organ prolapse and implement appropriate

menopausal women interventions



Genitourinary Syndrome of Menopause (GSM)

GSM: The New Terminology e Genital Symptoms

Replaces outdated term "vulvovaginal atrophy” - Dryness and decreased lubrication
Represents a collection of signs and symptoms * Irritation and burning sensation
resulting from estrogen deficiency affecting:  Decreased elasticity

» Labia majora/minora
e Sexual Symptoms

» Clitoris and vestibule
» Vagina and introitus « Dyspareunia (painful intercourse)
« Urethra and bladder » Decreased arousal and sensation

. » Post-coital bleeding
Key point: Symptoms must be bothersome to the

patient for diagnosis
e Urinary Symptoms
* Dysuria and urgency
* Recurrent UTls

* Urinary frequency

Prevalence: 20-84% of menopausal women,
increasing with years since menopause




GSM Assessment: Clinical

EvialitatiAan
e VCALUWACA LIV

History Essentials Physical Examination
 Onset, duration, and predominant symptoms - External genital inspection (atrophy, fusion, lesions)
 Timing relative to menopause onset « Vaginal mucosa assessment (pallor, friability, petechiae)
* Impact on sexual activity and quality of life * Loss of vaginal rugae and decreased elasticity
* Prior treatments (including OTC remedies) « Vaginal pH measurement (typically >4.5 in GSM)
« Potential irritants (soaps, lubricants, detergents) * Cotton swab test for localized vulvar pain
» Sexual history and current activity level » Evaluate for pelvic organ prolapse

A thorough evaluation helps distinguish GSM from other conditions with similar presentations, including infections, dermatologic conditions, and
vulvodynia.



GSM Treatment: Non-Hormonal Options

First-Line Approaches

Non-hormonal therapies should be the initial treatment for GSM, especially ~ Additional Options
when symptoms are mild or hormone use is contraindicated. - Natural oils (coconut, olive) for lubrication
» Vaginal dilators for vaginal stenosis
Vaginal Lubricants » Pelvic floor physical therapy
- Applied immediately before sexual activity  Regular sexual activity (improves blood flow)
» Water-based: Most compatible with condoms Evidence Base:
* Silicone-based: Longer-lasting |ubrication Randomized controlled trials show vaginal moisturizers are effective
* Oil-based: Not compatible with latex condoms compared to both placebo and low-dose vaginal estrogen for symptom
» Short-acting relief of symptoms rhelleiththough hormonal options may providé superior benefits for tissue
ealth.
Vaginal Moisturizers .
» Regular application every 1-3 days ) | \ (4
» Adhere to vaginal mucosa for lasting effect * \
 Restore normal vaginal pH Y

 Longer-acting than lubricants
» May contain hyaluronic acid or polycarbophil




Vaginal Estrogen Therapy: The Gold Standard

Low-Dose Local Estrogen for GSM

Vaginal Tablets Vaginal Creams Vaginal Ring

Vagifem (estradiol): 10 pg twice weekly after 2-week loading ~ Premarin or estradiol creams: Lower doses than FDA- Estring (estradiol): 7.5 pg/day, replace every 3 months.
dose. Easy to use with minimal messiness. Precise dosing approved are often effective. Allows for flexible dosing but Patient-inserted, remains in place during intercourse.
with disposable applicator. can be messy. Most economical option. Convenient with minimal manipulation.

(@) Key Clinical Points:

» Minimal systemic absorption with low-dose formulations

* Generally safe even with history of breast cancer or cardiovascular disease
» No progestogen needed with low-dose local therapy

« Effects typically seen in 2-4 weeks, full benefit by 2-3 months

* Initial improvement in symptoms followed by objective tissue changes



Additional Prescription Options for GSM

When First-Line Treatments Don't Suffice

Intravaginal DHEA (Prasterone/Intrarosa)

* 6.5 mg vaginal insert used nightly

» Converted locally to estrogens and androgens

* Minimal systemic absorption

* FDA-approved for moderate-severe dyspareunia

« Alternative for women concerned about estrogen

Oral Ospemifene (Osphena)

* SERM: 60 mg taken daily with food

* FDA-approved for moderate-severe dyspareunia

* Warning: May increase vasomotor symptoms

* Contraindicated with history of VTE, stroke, breast cancer

» May reduce risk of breast cancer recurrence

Topical Lidocaine

* 4% aqueous solution applied to vestibule

» Used 5-10 minutes before penetration

* For severe dyspareunia when other options fail

» May be combined with other treatments

« Off-label use, but evidence supports efficacy

These specialized medications may be appropriate when standard treatments fail or aren't tolerated. Each /

offers unique benefits and considerations for patients with moderate to severe GSM symptoms.



Vulvar Disorders: Beyond GSM

Vulvodynia

Vulvar pain lasting =3 months without clear identifiable

cause
» Classification: Localized, generalized, or mixed

* Provocation: Provoked, spontaneous, or mixed

* Treatment: Gentle vulvar care, topical anesthetics,
oral tricyclics, gabapentinoids, physical therapy

Skin/Vulva Disorders

e Lichen Sclerosus

* White, parchment-like plaques

 Severe pruritus, sometimes painful

* 5% lifetime risk of vulvar cancer

» Treatment: Ultra-potent topical corticosteroids
» Requires lifelong surveillance

e Lichen Planus

* Erosive type affects vulva/vagina
 Painful, red, glazed appearance

« 3% risk of vulvar cancer

» Treatment: Potent topical corticosteroids
* May need systemic immunosuppressants

Critical Point: Any suspicious or persistent vulvar lesion
requires biopsy for accurate diagnosis and to rule out
malignancy.



Vulvovaginitis: Infectious Causes

Vulvovaginal Candidiasis
* Discharge: Thick, white, clumpy "cottage cheese"
« Symptoms: Intense itching, external dysuria, redness
e e pH: 4-5 (normal)
* Diagnosis: KOH prep shows pseudohyphae/yeast buds
 Treatment: Topical azoles or oral fluconazole
* Note: May increase in menopause due to diabetes

Bacterial Vaginosis
* Discharge: Thin, gray-yellow, homogeneous
« Symptoms: Fishy odor, especially after intercourse
« pH: >5.0 (elevated)
« Diagnosis: Amsel criteria (3 of 4) or Nugent score
 Treatment: Metronidazole or clindamycin
* Note: High recurrence rate (>50%)

Trichomoniasis
- Discharge: Frothy, yellow-green, malodorous
« Symptoms: Itching, irritation, dysuria
Q  «pH: 5.5-6.0 (elevated)
* Diagnosis: Wet mount shows motile trichomonads
* Treatment: Metronidazole or tinidazole (treat partner)
* Note: STl testing still important in menopause




Urinary Incontinence in Midlife Women

Overview

Prevalence: 5-60% of midlife women, varying by definition and severity
Impact: Significant effect on quality of life, social activities, and sexual
f%npcglr?gnt Note: Incontinence is NOT an inevitable consequence of

megopause : :
« Systemic estrogen may actually worsen incontinence

 Not directly caused by estrogen deficiency

« Multifactorial etiology including aging, childbirth trauma, obesity

Stress Incontinence

Involuntary leakage with increased
intra-abdominal pressure
(coughing, sneezing, exercise). Due
to urethral hypermobility or intrinsic
sphincter deficiency.

Mixed Incontinence

Combination of both stress and
urgency components. Common in
midlife women. Treatment
addresses predominant type first.

~ U
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Urgency Incontinence

Involuntary leakage preceded by
sudden, compelling urge to void.
Associated with detrusor
overactivity. Often part of
overactive bladder syndrome.



Incontinence Evaluation

Comprehensive Assessment Approach

History

 Type and timing of leakage

* Fluid intake patterns

* Impact on quality of life

» Medications that affect bladder

« Comorbidities (diabetes, neurologic)

Basic Testing

e Urinalysis and culture if indicated
» Post-void residual measurement
« Normal: <100 mL

 Abnormal;: >200 mL

3-Day Urinary Diary

Gold standard assessment tool
documenting:

 Timing and volume of voids
* Incontinence episodes and triggers
* Fluid intake (timing and amount)

» Severity of urgency

Physical Examination
» Abdominal and pelvic exam
* Neurologic screening
* Pelvic organ prolapse assessment
» Cough stress test

* Pelvic floor muscle strength



Stress Incontinence Management

First-Line Treatments Second-Line

Nntinnc

- e

Pelvic Floor Exercises IR N Ly

Kegel exercises: Contract pelvic floor muscles for 5-10 seconds, 10-15
repetitions, 3 times daily

* Up to 70% improvement when done correctly

» Most effective when supervised hysical therapist
. Hlesults take 3-6\;\/ monthg of consg é)ntypractlce P

B

Weight Loss
For overweight/obese women (BMI >25)

 Loss of 5-10% body weight can reduce episodes by 70%
» Decreases intra-abdominal pressure on bladder
» Sustainable dietary and exercise changes recommended

_ &

Vaginal Pessaries
Devices that provide mechanical support to bladder neck

* Options include incontinence rings, dishes
« Must be fitted by experienced provider

 Trial reasonable in motivated woien

Surgical Interventions

* Midurethral slirggs: 62-98% success,ratf L
- Types: Retropubic, transobturator, single-incision

« Complications: Mesh erosion, voidingdysfunction, pain Y \

Medication Options . .
- Limited effective medications for stress incontinence .
* Duloxetine (off-label in US): SNRI that increases urethral sphincter tone

* Alpha-agonists: Limited efficacy, significant side effects Remember: Systemic HT doesn't help and may worsen stress incontinence



Recurrent UTls In Menopause

Pathophysiology

Menopausal women experience increased risk of UTIs due to:

* Increased vaginal pH (>4.5) promoting bacterial growth
* Loss of lactobacilli and changes in vaginal microbiome
» Decreased glycogen in vaginal epithelium

* Increased bacterial colonization of vaginal introitus

Additional Risk Factors

 Urinary incontinence

» Cystocele and urethrocele

* Elevated post-void residual volume
 Diabetes mellitus

» Decreased mobility or cognitive impairment

Prevention Strategies

e Behavioral Measures

* Proper hygiene (wipe front to back)
* Void after intercourse

» Adequate hydration

 Avoid irritating products

* Cranberry Products

« May decrease recurrence
 Proanthocyanidins prevent bacterial adhesion
« Juice or tablets (36 mg PAC daily)

* Vaginal Estrogen

» Most effective prevention strategy

» Restores normal vaginal flora

» Reduces vaginal pH

« Only vaginal route works (not systemic)

* Antibiotic Prophylaxis

* Consider when other measures fail
 Post-coital single dose

e Continuous low-dose
 Self-initiated treatment



Pelvic Organ Prolapse

Assessment and Management

Symptoms

» Vaginal bulge or pressure

* Pelvic heaviness or dragging

» Low back pain that worsens with standing
 Incomplete bladder/bowel emptying

* Digital assistance needed for defecation

» Dyspareunia

Management Options

« Asymptomatic: No treatment needed
 Mild symptoms: Pelvic floor exercises

. Potl:ﬁrsome symptoms: Pessaries (86% continue if successfully
itte
- Severe symptoms: Surgical repair (30% recurrence rate)

Key point: Many women have anatomic prolapse but aren't bothered by it.
Treatment should be based on symptom severity and impact on quality of

life, not solely on anatomic findings.

C.llnl%al
ignificance

l?’lc'gevalence: 3-8% of women report symptoms, but up to 50% show some
degree of prolapse on examination

Lifetime risk: 12% will undergo surgery for prolapse
Risk factors: Age, parity, obesity, prior hysterectomy, chronic increased

intra-abdominal pressure, genetic factors (\
@



Other Pelvic Floor Disorders

S

Anal Incontinence

Involuntary loss of liquid/solid stool or
flatus

* Prevalence: ~9% of community-dwelling
women

« Coexistence: Often present with urinary
incontinence (48%)

* Risk factors: Obstetric injury, aging,
neurologic disease

 Treatment: Dietary modifications, fiber
supplementation, antidiarrheal
medications, pelvic floor PT,
biofeedback, surgical options for severe
cases

O
D

Functional Constipation

Difficult, infrequent, or incomplete
defecation

e Prevalence: More common in women
and elderly

* Risk factors: Low-fiber diet, inadequate
fluids, medications, immobility

« Symptoms: Straining, hard stools,
sensation of incomplete emptying

» Treatment: Adequate fluid intake, fiber
(20-35 g/day), regular exercise, stool
softeners, scheduled toilet time

?_)
Hemorrhoids and Anal Fissures

Common anorectal disorders causing pain
and bleeding

» Association: Often related to
constipation and straining

- Symptoms: Rectal pain, bright red
bleeding, itching

- Examination: External inspection, digital
rectal exam

 Treatment: Address underlying
constipation, topical agents, sitz baths,
surgical intervention for severe cases



Red Flags and Referral Criteria Critical Warning Signs

When to Refer to Specialists

Gynecology Referrals ~ Red Flags Requiring Immediate Attention
» Suspicious vulvar lesions requiring biopsy  Any vulvar lesion that doesn't respond to treatment within 2 weeks
* Persistent/recurrent vulvovaginal symptoms despite treatment  Post-menopausal bleeding (even with vaginal estrogen use)
» Vaginal bleeding with local estrogen use « Sudden onset of severe urinary or fecal incontinence
» GSM refractory to standard treatments  Neurologic symptoms with bladder or bowel changes

« Hematuria with urinary symptoms
« Significant post-void residual (>200 mL)
« Recurrent UTIs with systemic symptoms

Urogynecology Referrals

« Complex incontinence not responding to initial management
» Mixed urinary incontinence with unclear predominant type

» Bothersome prolapse beyond conservative measures

» Recurrent UTIs despite preventive strategies




Certification Exam Key Points

High-Yield Facts to Remember

GSM Essentials

» Low-dose vaginal estrogen is highly
effective and safe with minimal
systemic absorption

« Non-hormone options (moisturizers,
lubricants) should be tried first,
especially with contraindications

* GSM symptoms typically worsen over
time without treatment (unlike VMS)

* Progestogen is not needed with low-

dose local estrogen therapy
» Diagnosis requires both signs and

bothersome symptoms

Incontinence Pearls

 Three-day urinary diary is the best
assessment tool for accurate
diagnosis

 Systemic estrogen therapy worsens or
has no effect on incontinence

 Pelvic floor exercises are the most
effective behavioral intervention for
stress incontinence

« Weight loss in overweight women can
reduce stress incontinence by up to
70%

* Anticholinergics should be used
cautiously in older adults due to
cognitive effects

Vulvar Disease Must-Knows

* Biopsy any suspicious or non-
responsive vulvar lesions to rule out
malignancy

e Lichen sclerosus has 5% lifetime risk
of progression to vulvar cancer

* Lichen planus has 3% risk of vulvar
cancer

* Vulvodynia is a diagnosis of exclusion
after ruling out other causes

* Only vaginal estrogen (not systemic)
helps prevent recurrent UTls



Treatment Algorithm: Clinical Approach

GSM Management
1.Assess symptoms and impact on quality of life
1.Trial non-hormone options (lubricants/moisturizers)
1.If inadequate response — low-dose vaginal estrogen
1.For refractory cases — DHEA, ospemifene, or topical lidocaine
1.Refer for persistent symptoms despite treatment

Incontinence Approach
1.Determine type (stress vs. urgency vs. mixed)
1.Address modifiable factors (weight, fluids, cough)
1.Implement conservative measures (Kegels, bladder training)
1.For urgency: Consider anticholinergics or f3-agonists
1.For stress: Consider pessaries or surgical options for refractory cases

Recurrent UTI Prevention
1.Implement behavioral measures (hygiene, hydration)
1.Consider cranberry products (36 mg PAC daily)
1.Prescribe vaginal estrogen therapy
1.For persistent infections — prophylactic antibiotics
1.Evaluate for anatomic abnormalities if refractory



Test Your Knowledge: Certification-Style Questions

—_— e 00—

Case Study 1 Case Study 3
A 58-year-old woman presents with vaginal dryness and painful A 65-year-old with recurrent UTls (4 in the past year) asks about
intercourse for the past year. She has tried over-the-counter prevention. Which treatment is most evidence-based for prevention?

lubricants with minimal relief. What is the most appropriate first-line

A. Systemic estrogen therapy
?
H.e §§/%}eerr];[1ic hormone therapy

B. Vaginal estrogen therapy

B. Vaginal estrogen cream C. Daily cranberry juice

. Vaginal moisturizer : )
C. Vaginal moisturizers D. Continuous antibiotic prophylaxis

D. Oral ospemifene

—_—————
L . S —————

Case Study 4
Case Study 2 : :
A post-menopausal woman presents with white vulvar plaques and
A 52-year-old woman reports leaking urine when she coughs or severe itching. What is the most appropriate next step?
exercises. What is the most effective behavioral intervention for this : :
o A. Prescribe antifungal cream
xorﬁjltbon. L
. Fluid restriction

B. Perform vulvar biopsy

B. Pelvic floor exercises . : .
C. Recommend vaginal moisturizer

C. Bladder training D. Prescribe topical estrogen

D. Anticholinergic medication
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