
HRT Guide
For the different types of
systemic HRT currently
available and treatment
options please refer to
the algorithm overleaf. 

For most women, the
potential benefits of HRT
are many and the risks
are few especially when
initiated within 10 years
of menopause.

The safety of HRT
depends on a number of
individualised factors
including age, coexistent
medical problems, family
history and lifestyle.
Healthy women younger
than 60 years should not
be concerned about the 
safety profile of HRT. But
age should also not be a
barrier to seeking HRT
and may be beneficial
even long after final
menstrual period. 

When vaginal and/or bladder
symptoms of urogenital atrophy
predominate, vaginal oestrogen
alone can be used.

Vaginal oestrogen may also be
required in addition for some women
taking systemic HRT.

1 Indications 2 Options
Forms include:

Oestradiol – Vaginal tablet: Vagifem or
“Gina”; Estring ring (changed 3
monthly) 
Prasterone (DHEA) is a precursor to
oestradiol and testosterone and can
be used daily in pessary form.
 Oestriol - (previously called “Ovestin”
(0.1%) and Gynest (0.01%) creams,
Imvaggis pessary 0.03mg, Blissel 50
micrograms vaginal gel.
Tablets and creams should be used
nightly for 2 weeks to as a loading
dose to establish benefits. Pessary
and gel for 3 weeks.

Twice weekly maintenance doses should
be continued long-term to avoid risk of
symptom recurrence on cessation of
therapy. Systemic absorption is minimal
and progestogen is not required
alongside this.. 

Vaginal Oestrogen
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HRT Guide
1 Indications 2 Duration of treatment

Proven benefits:

Control of menopausal symptoms.
Maintenance of BMD (bone mineral
density) and reduced risk
osteoporotic fractures.

Additional Potential Benefits:

Reduced risk coronary heart disease
and reduced risk Alzheimers disease
when estrogen started early.
Reduced risk colorectal cancer.
Reduced risk Type 2 DM (diabetes
mellitus).

Systemic HRT

Symptom control
For as long as it is felt that benefits of
symptom control and improvement in
quality of life outweigh any risks, there
are NO arbitrary limits.

Treatment of Premature Ovarian
Insufficiency (POI)

At least until average age of
menopause (51 in UK)

Prevention and treatment of
Osteoporosis

Therapy for several years may be
required, followed by consideration of
use of other bone-protective therapy

Known risks:

Endometrial cancer: particularly if oestrogen is
given alone or when oestogen dose is
disproportionate to the dose of progesterone in
women who still have their uterus. This risk is
mitigated by the addition of progesterone as
“endometrial protection” alongside
management of other risk factors (e.g. raised
BMI). 
Continuous progesterone provides better long-
term protection than cyclical use. However,
cyclical use of progesterone tends to reduce risk
of unscheduled unpredictable bleeding when
HRT is used in perimenopause before menstrual
cycles have stopped completely.  
DVT/PE (VTE): Background risk is 1.7 per 1,000
women aged over 50 (Greatest risk in 1st 12
months of use). 
There is no significant increase in risk of VTE with
oestrogen delivered via the skin (transdermal)
making this route of delivery preferable and
“first line” for most women and in particular
those with a previous history of VTE, migraine or
any other factors that may increase risk of blood
clots, heart disease, liver disease or stroke. . 
Coronary artery disease, Heart Disease: When
initiated more than 10yrs since final menstrual
period or in women with pre-existing heart
disease there is a theoretical increase in risk of
vascular events. This is why the 1st 10 years after
menopause are considered the”Golden window
of opportunity”. 
Stroke: Risk is increased when oral HRT is
initiated in women > 60 years of age
Breast cancer: risk appears to be slightly higher
after 5 years’ use of combined HRT, in women
over the age of 50 (i.e. an additional 3-4 cases
per 1,000 women per year). The risk associated
combined body identical HRT is lowest as is risk
with oestrogen + Mirena IUS and it is important
to note that although risk of disease may
increase, the risk of dying from breast cancer
does not. 

NB postmenopausal obesity or 2 or more
units alcohol per day
associated with greater breast cancer risk
than 5 years combined HRT.
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Known Risks:

In cohorts of women using Oestrogen-
only hormone therapy after
hysterectomy, lower rates of breast
cancer are observed indicating the
oestrogen may be protective and it is the
combination with progesterone that
appears to confer risk. (Progesterone is
required to reduce endometrial cancer
risk in women without hysterectomy).
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Systemic HRT Treatment

British Menopause Society.

Review
Commenced on HRT or HRT changed — three months.
Established on HRT — at least annually.
Each review should assess effectiveness and side effects of therapy; discuss any bleeding pattern;
review type and dose, help assess ongoing risk/benefit balance.

When to refer to secondary care
Persistent side effects.
Poor symptom control.
Complex medical history.
Past history hormone dependent cancer.
Bleeding problems — Sequential HRT — if increase in heaviness or duration of bleeding, or if bleeding
irregular.
Continuous combined — if bleeding beyond six months of therapy, or if occurs after spell of
amenorrhoea.

Summary
The safety of HRT depends on a number of factors and so decisions about suitability, formulation,
combination and duration of treatment should be personalised taking these into account for each
individual. Age should also not be a barrier to seeking HRT and may be beneficial even long before or
after final menstrual period.

This document is for Educational use only.
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