
Figure 1: Summary of systemic HRT choices.  

    

 

Systemic HRT guide

Patient with no uterus

Patient with uterus and
Mirena®*

(5-year expiry #)

Patient with uterus and
no/expired Mirena®*

Estrogen only

Other
transdermal

PatchOral

Gel: Oestrogel®
0.06%

Evorel®
25/50/75/100 mcg

Elleste Solo®
1/2mg

Spray: Lenzetto®
1.53 mg

Estradot®
25/37.5/50/75/100
mcg

Conjugated
estrogens (CE)
0.3/ 0.625/
1.25 mg **

Gel: Sandrena
Gel® 0.1%

Estraderm®
25/50/75/100 mcg

Zumenon®
1mg/2mg

FemSeven®
50/75/100 mcg
(weekly patch)

Progynova®
1mg/2mg

Perimenopause (LMP
under 1 year ago)

Postmenopausal (LMP
over 1 year ago)

Combined HRT

Sequential HRT

PatchOral

Evorel
sequi®
50+ 170mcg

Elleste
Duet®
1+1mg,
2+1mg

Femoston®
1+10mg,
2+10mg

Novofem®
1+1mg

Trisequens®
2/2/1 +1mg

Continuous combined
HRT (ccHRT)

PatchOral

Evorel
Conti®
50+ 170mcg

Kliofem®
2+1mg*

FemSeven
Conti®
50+ 7mcg

Kliovance®
1mg+500mcg

Estradot
Conti®
30+ 95mcg
40+130mcg

Femoston
Conti®
500mcg+2.5
mg, 1+5mg

CE 300mcg+
Medroxyprog
-esterone 1.5
mg

Bijuve®
capsule
1+100 mg

Indivina®
1+2.5mg, 1+5
mg, 2+5mg

Tibolone (Livial®) *** 2.5mg

Options in bold: first line Notts APC formulary choices
* Mirena is the only product licensed for endometrial
protection, but use of any 52mg LNG-IUD is acceptable.
** Conjugated estrogens (CE) are made from estrogen from
pregnant horse urine, may not be acceptable to all women
*** tibolone (Livial®) is not an estrogen, therefore
progestogen opposition not required
# off-label options (supported by BMS guidance)

Separate estrogen and progestogen

Sequential HRT
Choices of progestogen (for 1 -2mg

of estradiol) include:
- Micronised progesterone 200-

300 mg for 12-14 days/month
- Mirena®* (5 year expiry #)

- Medroxyprogesterone acetate
10 -20 mg for 12-14

days/month#

- Dydrogesterone 10mg for 12 -14
days/month

- Norethisterone 5mg for 12-14
days/month#

- 3-6 x Noriday POP for 12-14
days/month to make 1-2mg

norethisterone where 5 mg not
tolerated #

Continuous HRT
Choices of progestogen (for 1 -2mg

estradiol) include:
-Micronised progesterone 100-

200 mg once daily
- Mirena®* (5 year expiry #)

- Medroxyprogesterone acetate
2.5- 10mg once daily#

- Dydrogesterone 5mg daily #

- Norethisterone 5mg once
daily#

- 3 x Noriday POP to make 1.05
mg norethisterone once daily #

(where 5 mg not tolerated)

Prescribing tips (brief summary):
1. In general start with low/medium dose

preparation
2. People with with POI or surgical menopause

may need higher doses to achieve symptom
control

3. Dose of progestogen should be proportionate
to the dose of estrogen

4. Consider transdermal HRT first line for those
at increased risk of VTE, BMI>30, migraine, GI
disorder affecting absorption, variable BP
control, current use of hepatic inducers,
gallbladder disease.

5. Those who start sequential HRT should
consider switching to ccHRT after 1-2 years on
sequential HRT/ when they turn 54 years old.

6. Switching sequential HRT to ccHRT at the end
of the withdrawal bleed is recommended to
minimise unscheduled bleeding

HRT Prescribing: Quick reference guide and FAQs.  
These guidelines aim to provide concise guidance on the management of those experiencing 
menopausal symptoms. More comprehensive guidance is available from the NUH website. 

https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
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Regime:
• Sequential

combined HRT:
suitable for
perimenopause
period as it
minimises irregular
PV bleed as
compared to ccHRT.

• ccHRT: suitable in
postmenopausal
period can reverse
the small increased
risk of endometrial
cancer seen with
more than 5 years
of sequential
therapy

Route:
Depends on patient
preference and risk
factors.
Consider transdermal
HRT in:
• Poor symptom

control with oral
estrogen

• GI disorder
affecting oral
absorption

• BMI >30
• Variable BP control
• Migraine
• Current use of

hepatic inducers
• Gallbladder disease

Switching regime (sequential HRT to ccHRT):
• The withdrawal bleed achieved through sequential HRT

can make it difficult to ascertain when someone is
postmenopausal

• Can consider switching from sequential HRT to ccHRT at
54 years of age/after 1-2 years of sequential HRT

• Switch can be made earlier if suspicion that
spontaneous ovarian function has ceased.

• ccHRT is not dangerous to someone with breakthrough
ovarian activity, but the irregular PV bleeding can be
troublesome.

Dose:
• Start at low/medium

estrogen dose and titrate
upwards according the
symptoms.

• Use lowest effective dose
to control symptoms.

• For symptom control in
POI or premature induced
menopause higher doses
may be required, while in
older people symptom
control can be achieved
with lower doses.

• Progesterone dose must
be proportionate to
estrogen dose.

Monitoring:
• Started/changed HRT ->

review at 3 months
• Established HRT, review

annually
Assess the following:
o Menopausal symptoms
o Compliance,

effectiveness, side-
effects of HRT

o Recheck BP and BMI
o Review HRT type, dose,

route
o Reassess risk/benefit
o Check adherence to

screening
o Lifestyle changes
o Contraceptive needs

Stopping HRT:
• No arbitrary limit on

HRT duration
• Most people require 2-

5 years of HRT, but
some may need longer

• Facilitate regular
discussions to weigh
benefit/risk

• Decrease HRT dose
slowly to reduce risk of
symptom recurrence

• If already on lowest
dose/no lower
strength exists, can
stop

• If symptoms recur can
consider restarting
treatment

Dose and route:
See appendix 1.0 for formulations of the HRT preparations.

Initiation
• Start estrogen-only patch of sequential HRT on the first few days of patients cycle to minimise unscheduled bleeding.
• ccHRT can cause unscheduled bleeding in first 6 months of therapy.
• Notify patients about possibility of earlier/transient adverse effects but safety net for red flag symptoms

RisksBenefits

• Breast cancer- small increased risk with

combined HRT. Some lifestyle factors (smoking,

obesity, alcohol) have greater increased risk.

• Ovarian cancer- small increased risk

• VTE- x2 risk with oral estrogen, transdermal

estrogen 1st line if risk factors

• Stroke- risk increased with oral estrogen,

unlikely to be increased with transdermal HRT.

Baseline risk low <60yrs

• Treatment of vasomotor symptoms - may aid sleep if
vasomotor symptoms cause sleep disturbance

• Treatment of low mood / anxiety symptoms associated with
menopause

• Osteoporosis- reduction of osteoporosis risk and fragility
fractures.

• Improved sexual function
• Genitourinary symptoms- prevention and treatment of

symptoms
• Cardioprotective if initiated <60 yrs and <10years since LMP.
• Relief of joint/muscle aches associated with menopause
• Endometrial cancer risk reduced with continuous combined

HRT (small increased risk with long term use (>5yrs) of
sequential HRT)

• Improved muscle mass and strength (limited evidence)

Figure 2:  HRT prescribing 

decision aid 

 



 

Table 1: Estradiol dose equivalent approximates

High doseModerate doseStandard doseLow doseUltra low doseRoute

100 mcg/day75 mcg/day50 mcg/day**25 mcg/dayHalf 25 mcg/day patchTransdermal patch

4 pumps/day3 pumps/day2 pumps/day1 pump/day½ pump/day
Oestrogel®
0.06% *

(unlicensed)
3 mg/day

1.5- 2 mg/day (2mg
unlicensed)

1 mg/day0.5 mg/dayHalf 0.5 mg sachet/daySandrena® 0.1% *

(unlicensed)
6 sprays/day

(unlicensed)
4-5 sprays/day

3 sprays/day2 sprays/day1 spray/dayLenzetto® *

(unlicensed)
4 mg/day

(unlicensed) 3mg/day2mg/day1mg/day
0.5 mg/day (only exists as
ccHRT)

Oral (estradiol)

0.625 mg/ day
approximate estimate

Oral (conjugated
equine estrogen)

*If using more than maximum licensed dose, consider diving application into two takes (AM + PM)
**All sequential HRT and ccHRT patches on the UK market contain 50mcg/day of estradiol

Table 2: Progesterone dose per licensed estrogen dose in the baseline population

Mirena®
(LNG-IUD)

DydrogesteroneNorethisterone (NET)
Medroxyprogesterone acetate

(MPA)
Micronised progesterone

(MP)
Estrogen dose

One- for up
to 5 years

of use

Sequential
(12 days/
month)

ccHRTSequential
(10 days/
month)

ccHRTSequential
(104 days/
month)

ccHRTSequential (12
days/ month)

ccHRT

10 mg2.5 mg5 mg*5 mg*10 mg2.5 mg200 mg100 mgUltra low /Low
dose

10 mg5 mg5 mg*5 mg*10 mg2.5- 5 mg200 mg100 mgStandard dose

10 mg5 mg5 mg5 mg10 mg5 mg200 mg100 mgModerate dose

10 mg5 mg5 mg5 mg20 mg^10 mg^300 mg200 mgHigh dose

* 1 mg NET provides endometrial protection for ultra-low to standard dose estrogen, but the lowest stand-alone dose of NET currently available in the UK is 5 mg (off-
license use of the three Noriday POP i.e. 1.05 mg, could be considered if 5 mg is not tolerated

^ there is limited evidence in relation to optimal MPA with high dose estrogen, the advised dose is based on studies reporting 10 mg providing protection with up to
moderate dose estrogen
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 TREATMENT OF UROGENITAL SYMPTOMS 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Table 3: Nottinghamshire APC formulary options for topical estrogen 

 

 Figure 3: Options if urogenital symptoms 

unresponsive to treatment. Ensure 

prescription is used for 3-6 months and 

check for response.  

 

https://www.nottinghamshireformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=7&SubSectionRef=07.02.01&SubSectionID=B100&drugmatch=616#616
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Unscheduled bleeding on HRT
• Assess cancer risk factors and bleeding pattern
• Identify HRT regime, duration, compliance
• Offer examination
• Offer investigations if indicated e.g. cervical screening/genital swabs

1 major or 3 minor risk factors
for endometrial cancer

YesNo

Urgent suspicion of
cancer pathway for

transvaginal USS

Ultrasound
• Sequential HRT: endometrial

thickness >7.0 mm
• ccHRT: endometrial thickness > 4.0

mm
• Endometrium incompletely visualised

• Focal abnormality visualised

YesNo

Optimise HRT
Endometrial

assessment if
bleeding ongoing

after 6 months

Urgent
suspicion of

cancer pathway

• Heavy/persistent bleeding, or
• 2 minor cancer risk factors, or

• More than 6 months since starting HRT, or
• More than 3 months after a change in dose or

preparation

YesNo

Optimise HRT
for 3 months

Urgent
transvaginal

USS
(within 6 weeks)

Want to
continue HRT

Bleeding
ongoing or
increasing

Major risk factors for endometrial
cancer

• BMI ≥ 40
• Genetic predisposition (Lynch/Cowden

syndrome)
• Estrogen-only HRT for > 6 months in

people with uterus
• Tricycling HRT (quarterly progestogen)

for > 12 months
• Prolonged sequential HRT ( >5 years

when started in those aged ≥ 45)
• ≥ 12 months of norethisterone OR

medroxyprogesterone acetate for < 10
days/month or, micronised
progesterone for < 12 days/month, as
part of a sequential regimen

Minor risk factors for endometrial
cancer

• BMI 30-39
• Unopposed estrogen > 3 months but <

6months
• > 6 months but < 12 months of using

norethisterone or medroxyprogesterone
acetate for < 10 days/ month or,
micronised progesterone for <12 days/
month, as part of a sequential regime

• Where the progestogen dose is not in
proportion to the estrogen dose for > 12
months (including expired 52 mg LNG-
IUD eg Mirena®)

• Anovulatory cycles, such as in PCOS
• Diabetes

4 week
follow-up

*For those who elect to stop HRT, if bleeding as settled
at a 4-week follow-up:
• If cessation of HRT is acceptable, no further investigations

are required.
• If patient would like to re -start HRT, offer adjustments in

HRT for 6 months and then an urgent ultrasound if bleeding
is heavy/persistent during the 6 months or, is continuing
after this interval

Yes

Primary care

Urgent suspicion of
cancer pathway

Primary or
secondary care
responsibility

YesNo

Wean off HRT

 Figure 4: Management 

of unscheduled bleeding 

of patient on HRT 
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GLOSSARY OF ABBREVIATIONS 

A&G: Advice & Guidance 

BMS: British Menopause Society 

ccHRT: Continuous Combined Hormone Replacement Therapy 

CHC: Combined Hormonal Contraceptive 

COCP: Combined Oral Contraceptive Pill 

Cu-IUD: Copper Intrauterine Device 

DEXA: Dual-Energy X-ray Absorptiometry 

DMPA: Depot Medroxyprogesterone Acetate 

FSH: Follicle Stimulating Hormone 

FSRH: Faculty of Sexual and Reproductive Healthcare 

HRT: Hormone Replacement Therapy 

LMP: Last Menstrual Period 

LNG-IUD: Levonorgestrel Intrauterine Device 

MI: Myocardial Infarction 

MP: Micronised Progesterone 

MPA: Medroxyprogesterone Acetate 

NHSBSA: NHS Business Services Authority 

NICE: National Institute for Health and Care Excellence 

Notts APC: Nottinghamshire Area Prescribing Committee 

NUH: Nottingham University Hospitals NHS Trust 

PO: Oral  

POP: Progestogen-Only Pill 

SNRI: Serotonin–Norepinephrine Reuptake Inhibitor 

SSRI: Selective Serotonin Reuptake Inhibitor 

STI: Sexually Transmitted Infection 

TATT: Tired All The Time 

UTI: Urinary Tract Infection 

VTE: Venous Thromboembolism 
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WHEN IS REFERRING TO MENOPAUSE CLINIC APPROPRIATE? 

Consider A&G first – many questions can be answered without referral, helping provide prompt care in 

Primary care.  

Refer if patients have premature ovarian insufficiency (age <40), personal history of hormone-dependent or 

breast cancers, severe endometriosis, treatment failure after trying 3 different preparations for 3 months 

each, or complex comorbidities (not just VTE risk, see VTE section below). 

DO I NEED BLOOD TESTS TO DIAGNOSE THE MENOPAUSE/PERIMENOPAUSE? 

Not in women aged 45+ with typical symptoms (menstrual irregularity and 

vasomotor/psychological/urogenital/sexual dysfunction symptoms). 

Consider FSH testing in women aged <45, atypical symptoms (consider other diagnoses and TATT bloods) and 

who have no marker of menses (e.g. on progesterone-only method, ablation). 

CAN I USE VAGINAL ESTROGEN IN COMBINATION WITH SYSTEMIC HRT? 

Yes, if systemic HRT is not controlling urogenital symptoms (dryness, burning, itching, dyspareunia, urinary 

symptoms, UTI). Vaginal estrogens have minimal systemic absorption so there is no need for additional 

progesterone beyond their usual systemic dose. See section above on managing urogenital symptoms of the 

menopause.  

MY PATIENT IS ASKING FOR BIO-IDENTICAL HRT? 

This is offered by some private clinics claiming to be more “natural”. There is a lack of evidence for the safety 

and efficacy as these are not regulated or licensed products, therefore are not recommended by the BMS. 

“Body-identical” preparations are available and regulated, including micronised progesterone (Utrogestan, 

Gepretix, Bijuve) and 17-β estradiol (patch/gel/spray and some orals inc. Elleste/Progynova/Zumenon). 

WHAT IF MY PATIENT HAS RISK FACTORS FOR VTE? 

Risk factors, family history and even personal history of VTE (excluding the first 6 weeks of treatment for a MI, 

stroke or VTE) are not contraindications to HRT if the estrogen used is transdermal estradiol (patch, gel or 

spray). 

There is no current evidence that transdermal estradiol increases risk of VTE.  

If progesterone needed, consider micronised progesterone, 52mg LNG-IUD (eg Mirena®) or dydrogesterone as 

safer options, however preparations containing norethisterone and medroxyprogesterone acetate are not 

contraindicated. 
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DOES HRT INCREASE BREAST CANCER RISK? 

Estrogen-only HRT is associated with no or little change in breast cancer risk above baseline.  

Combined HRT can increase breast cancer risk, proportional to patient’s age and length of time on treatment. 

The increased risk is low: there are around 5 extra cases of breast cancer in every 1,000 women aged 50-59 

who take combined HRT for 5 years. Risk increases as duration of use is extended; to around an extra 13 cases 

when taken for 10 years. For more information see BMS consensus statement. 

Recent NICE guidance quotes breast cancer risks over a 20- year time frame when taken for 5 or 10 years from 

age 50: 

No HRT 5 years of Combined HRT 10 years of Combined HRT 

59 women out of 1,000 women 
who never take HRT develop 
breast cancer, 941 do not. 

79 women out of 1,000 women 
develop breast cancer, 921 do 
not. This is 20 more women, 
compared to women who do not 
take HRT. 

92 women out of 1,000 women 
develop breast cancer, 908 do 
not. This is 33 more women, 
compared to women who do not 
take HRT. 

This is a good pictorial representation for patients that puts breast cancer risks into context with risks 

associated with other lifestyle factors: https://thebms.org.uk/wp-content/uploads/2023/01/WHC-

Infographics-JANUARY-2023-BreastCancerRisks.pdf 

Family history of breast cancer is NOT an absolute contraindication to HRT. However, the person is likely to 

have a higher lifetime risk of developing breast cancer than baseline population risk. Use HRT for the shortest 

duration and lowest effective dose.  

HOW DO I CHOOSE THE RIGHT TYPE OF HRT FOR THE PATIENT? 

See flowcharts above. Take into account patient preference, risk factors (i.e. transdermal estradiol preferred if 

BMI >30, age >60, FH of VTE etc.) and preferred formulary choices. 

WHAT DOSE OF ESTROGEN SHOULD I START? 

Usually start with a low/medium dose and titrate up as needed (see Table 1). Older patients may only require 

low/ultra low doses.  

WHAT IS THE “PROPORTIONATE” DOSE OF PROGESTERONE? 

BMS unscheduled bleeding on HRT guideline advises increasing the progesterone for “high” dose estrogen (per 

table above. See Table 2 for progesterone dose per licensed estrogen dose.  

CAN ANY HORMONAL COIL BE USED FOR ENDOMETRIAL PROTECTION?  

Although Mirena® is the only licensed brand, all 52mg LNG IUDs (brands Mirena®, Levosert® and Benilexa®) 

can be used for up to 5 years for endometrial protection as supported by BMS. 

Kyleena® and Jaydess® do not contain sufficient progestogen doses for endometrial protection, additional oral 

progestogens will be required or swapping to a 52mg LNG-IUD.  

 

 

 

 

https://thebms.org.uk/wp-content/uploads/2025/09/08-BMS-ConsensusStatement-Benefits-risks-of-HRT-before-after-a-breast-cancer-diagnosis-SEPT2025-B.pdf
https://www.nice.org.uk/guidance/ng23/resources/incidence-of-medical-conditions-with-and-without-hrt-a-discussion-aid-pdf-13553199901
https://thebms.org.uk/wp-content/uploads/2023/01/WHC-Infographics-JANUARY-2023-BreastCancerRisks.pdf
https://thebms.org.uk/wp-content/uploads/2023/01/WHC-Infographics-JANUARY-2023-BreastCancerRisks.pdf
https://thebms.org.uk/wp-content/uploads/2024/12/01-BMS-GUIDELINE-Management-of-unscheduled-bleeding-HRT-NOVEMBER2024-A.pdf
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WHAT DO I DO IF SYMPTOMS ARE UNCONTROLLED ON HRT? 

See Figure 4 in the NUH guideline for an easy-to-follow table. 

 Increase the estrogen in a stepwise manner (if on Sequi/Conti patches may have to separate 

estrogen/progesterone as these are only available containing 50mcg estradiol). 

 1.5-2 Conti/Sequi patches may be used off-label where separating the estrogen and progestogen is 

not acceptable to the patient.  DO NOT add estrogen alone to a Conti/Sequi patch as a proportionate 

increase in the progestogen is required when increasing the estrogen.  

 If on maximum licensed dose: 

o And only libido not improved – consider testosterone, see testosterone section below. 

o And multiple symptoms not improved – check estradiol levels: 

 If low (<200), indicates poor absorption so change preparation. 

 If levels >200 and no other causes for symptoms found, or <200 despite 2x changes 

in preparation, send A&G menopause clinic or refer. 

MY PATIENT HAS SIDE EFFECTS FROM HRT WHAT DO I DO? 

The NUH guideline has extensive information on how to optimise HRT and manage hormonal side effects- see 

pages 17 and 18. Treatment options will depend on the problem experienced but typically will involve 

changing the estrogen dose/route or changing the progestogen dose/type or route.  Suggestions for commonly 

experienced side effects are below: 

 Breast tenderness – this is common and usually resolves within 3 months, decrease the estrogen dose 

if severe or not resolving.  

 Acne – consider changing to less androgenic progesterone (micronised progesterone, 

medroxyprogesterone acetate (MPA), dydrogesterone). 

 Migraine – choose transdermal patch for gradual release and start with low estrogen dose, gradually 

increasing as needed/tolerated. 

 Progestogenic side effects (mood swings, low mood, anxiety, bloating, cyclical symptoms) – consider 

52mg LNG-IUD (eg Mirena®) as less systemic absorption, otherwise trial alternative progestogen- see 

page 18 of NUH guideline.  

 Estrogenic side effects (breast enlargement, nipple tenderness etc.) – consider decreasing dose, 

changing type of estrogen and route- see page 17 of NUH guideline.  

 

WHAT DO I DO IF THERE IS UNSCHEDULED BLEEDING ON HRT? 

 See Figure 4 on page 5 of this quick reference guide. 

Optimising HRT If unscheduled bleeding, consider decreasing the estrogen dose if tolerated, otherwise modify 

regimen as below: 

 

 

 

CAN TESTOSTERONE BE PRESCRIBED IN PRIMARY CARE? 

 

https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
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Yes, despite products available in the UK not being licensed for use in women, the Nottinghamshire APC traffic 

light classification is Amber 3: This means that medicines can be prescribed by GP/non-medical prescriber if 

they are following a locally agreed specialist guideline. 

 A 3- 6 month trial of testosterone for low libido may be appropriate if symptoms are not managed 

with estrogen containing systemic HRT and estrogen dose has been optimised. 

 Inform the patient this is “off-license”, discuss potential side effects and how to use. 

 Monitor testosterone at baseline, 6 weeks, 6 months, then annually. 

 See Testosterone In Women Information Sheet and page 20 of the NUH guideline for testosterone 

level guidance. 

 

CAN I PRESCRIBE TESTOSTERONE WITHOUT ESTROGEN CONTAINING HRT 

No, please refer to Testosterone In Women Information Sheet 

Systemic HRT with estrogen (and progestogen if the individual has a uterus) is recommended first for low 

libido and menopause symptoms. Testosterone is aromatised into estrogen if there is insufficient estrogen 

present. 

MY PATIENT HAD BREAST CANCER, CAN THEY HAVE VAGINAL ESTROGENS? 

Vaginal estrogens may not always need to be avoided if there is a history of breast cancer. 

 Trial non-hormonal methods first including vaginal lubricants/moisturisers. 

 If not on aromatase inhibitors (eg anastrozole, letrozole, exemestane), may be initiated in Primary 

care – no menopause or breast A&G required.  For more detailed advice see NUH guideline, pg 23 and 

BMS guidance.  

 Seek advice from breast specialists to form an individualised plan if taking aromatase inhibitors; these 

may need changing to tamoxifen if vaginal estrogens are prescribed (specialist decision). 

Other cancers which are not usually hormone-dependent, including most ovarian (excluding granulosa cell), 

cervical, vaginal and vulval cancers are not a contraindication to vaginal estrogens. 

WHAT ABOUT OTHER MENOPAUSE SYMPTOMS AFTER BREAST CANCER? 

Consider non-hormonal treatments first, and refer to a specialist if ineffective. 

See page 25 of the NUH guideline for options. Venlafaxine may be an appropriate choice (off-label); some trials 

have shown efficacy and it is safe with tamoxifen. Avoid paroxetine and fluoxetine in women on tamoxifen 

due to an inhibitory effect on tamoxifen. 

DOES MY PATIENT STILL NEED CONTRACEPTION IF THEY ARE ON HRT? 

HRT is not a form of contraception.  

Women will require contraception if age <55 and: 

 For a further 2 years, if periods stopped age <50. 

 For a further 1 year, if periods stopped age >=50. 

 

https://www.nottsapc.nhs.uk/media/351nak4w/testosterone-for-postmenopausal-women.pdf
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://www.nottsapc.nhs.uk/media/351nak4w/testosterone-for-postmenopausal-women.pdf
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
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If amenorrhoeic on contraception, it will be impossible to determine when natural periods would stop; in this 

case, either continue contraception alongside HRT until age 55, or if keen to stop, consider FSH testing as per 

table 3 of the NUH guideline. 

Combined oral contraception (COCP) and systemic HRT will suppress FSH levels and thus FSH will not be 

reliable for those on these and for approximately 6 weeks after discontinuation. If on Depot 

medroxyprogesterone Acetate (DMPA), FSH should be taken as a trough level just before the dose is due as 

can suppress FSH.  

COCP and DMPA should not be used over age 50. POP, implant or any coil are appropriate choices 50+. 

52mg LNG-IUD (Mirena®. Levosert® and Benilexa®) is the only contraceptive that can be used as endometrial 

protection in HRT but be aware if using for this indication it will need replacing every 5 years. Mirena® is the 

only brand of IUS licensed for endometrial protection and with a 4 year duration, but FSRH and BMS support 

use of any 52mg LNG-IUD for a 5 year duration.  

IS THERE AN UPPER AGE LIMIT FOR HRT USE/HOW DO I STOP HRT 

There is no upper age limit for continued systemic HRT use, as long as the individual accepts the risks/benefits 

of use. For those aged  ≥60yrs,  transdermal estradiol should be used as the estrogen component of HRT as this 

has not been associated with an increased VTE risk from baseline.  

Individuals should switch from sequential HRT to continuous combined at age 54yrs or after 1-2 years on 

sequential HRT. It provides better endometrial protection than sequential HRT.  

Discontinuing HRT may be done gradually or immediately depending on the patient’s preference, weaning may 

result in less symptoms.  

HOW SHOULD HRT BE MANAGED WITH GLP-1 THERAPIES? 

Concerns related to concurrent use of HRT and semaglutide/tirzepatide relate primarily to endometrial 

protection and potential risk of reduced absorption of oral progestogens used within HRT regimens. 

Obesity and diabetes increase baseline risk of VTE, so for this reason transdermal estrogen preparations may 

be preferred due to its neutral VTE risk.  

There is minimal specific evidence to concurrent HRT and incretin-based therapies. BMS guidance is 

summarised below: 

  

 

 

https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://thebms.org.uk/wp-content/uploads/2025/05/23-BMS-TfC-Use-of-incretin-based-therapies-APRIL2025-E.pdf
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CAN I PRESCRIBE FEZOLINETANT OR ELINZANETANT? 

Fezolinetant is included in the Nottinghamshire Area Prescribing Committee Formulary with an Amber 2, 

specialist recommendation classification for the treatment of moderate to severe vasomotor symptoms when 

HRT is unsuitable. It has been associated with a risk of liver injury and LFT monitoring is required. See 

Nottinghamshire Area Prescribing Committee Formulary for further details. 

Although elinzanetant is now also licensed in the UK, it is not currently approved for use locally on the NHS. 

The local position will be reviewed following the publication of NICE TA guidance. For updates see 

Nottinghamshire Area Prescribing Committee Formulary. 

ARE ESTROGEN OR TESTOSTERONE IMPLANTS AVAILABLE? 

Estradiol and testosterone implants are not licensed in the UK and are not routinely available. These are not 

included in the Nottinghamshire Area Prescribing Committee Formulary. 

WHAT SHOULD WOMEN BE TOLD ABOUT MENOPAUSE, HRT & DEMENTIA? 

Women should be reassured that ‘brain fog’ – or subjective cognitive impairment – is a common menopausal 

symptom and may be partly related to other menopausal symptoms such as insomnia, vasomotor symptoms 

or anxiety. 

The British Menopause Society concludes that, based on current evidence, HRT: 

 Is unlikely to increase the risk of dementia or have a detrimental effect on cognitive function in 

women initiating HRT before the age of 65y. 

 Should NOT be initiated for the sole purpose of improving cognitive function or reducing the risk of 

dementia in postmenopausal women. 

 Should NOT be used for primary or secondary prevention of dementia (Optimising the menopause 

transition: Joint position statement by the BMS, RCOG and SfE on best practice recommendations for 

the care of women experiencing the menopause). 

Women with premature ovarian insufficiency or early surgical menopause do have a higher risk of cognitive 

decline, and this risk is reduced when HRT is taken until the age of natural menopause (Climacteric,2015; 

18(4):483) 

Overall, women should understand that HRT is not a dementia treatment or prevention therapy, but it is 

unlikely to harm cognitive function when used appropriately, and most menopause‑related cognitive 

symptoms are temporary and non‑progressive. 

 

HOW CAN WOMEN SUPPORT OPTIMAL COGNITIVE HEALTH DURING THE MENOPAUSE? 

Around 40% of dementia risk is linked to modifiable lifestyle factors, so menopause consultations provide an 

important opportunity to support women in protecting long‑term brain health (Climacteric 2022;25(6):570). 

Women should be advised to: 

 

https://www.nottinghamshireformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01&SubSectionID=A100&drugmatch=5700#5700
https://www.nottinghamshireformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01&SubSectionID=A100&drugmatch=5700#5700
https://www.nottinghamshireformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01&SubSectionID=A100&drugmatch=5884#5884
https://thebms.org.uk/2022/06/optimising-the-menopause-transition-joint-position-statement-by-the-bms-rcog-and-sfe-on-best-practice-recommendations-for-the-care-of-women-experiencing-the-menopause/
https://thebms.org.uk/2022/06/optimising-the-menopause-transition-joint-position-statement-by-the-bms-rcog-and-sfe-on-best-practice-recommendations-for-the-care-of-women-experiencing-the-menopause/
https://thebms.org.uk/2022/06/optimising-the-menopause-transition-joint-position-statement-by-the-bms-rcog-and-sfe-on-best-practice-recommendations-for-the-care-of-women-experiencing-the-menopause/
https://www.tandfonline.com/doi/full/10.3109/13697137.2015.1020484
https://www.tandfonline.com/doi/full/10.3109/13697137.2015.1020484
https://www.tandfonline.com/doi/full/10.1080/13697137.2022.2122792


 
13 

 Reduce cardiovascular risk, as heart health and brain health are closely connected. This includes 

managing weight, blood pressure, glucose and cholesterol, stopping smoking and staying physically 

active. 

 Maintain social engagement and connectedness, as social isolation is associated with a higher risk of 

cognitive decline in older age.  

 Exercise the brain through reading, learning, puzzles, creative activities or developing new skills—

these build cognitive reserve, which may help protect against dementia later in life 

 

WHAT IS A HRT PREPAYMENT CERTIFICATE? 

The HRT prepayment certificate (PPC) covers the cost of an unlimited number of HRT medicines for 12 months. 

An HRT PPC may save a patient money if a NHS prescribed HRT medicines is required 3 or more times in 12 

months. They cost £19.80 (the cost of two single items). 

The HRT PPC only covers medicines licensed for the treatment of HRT; testosterone, norethisterone and 

medroxyprogesterone are not included as their use for treatment of menopause is an off-label indication. 

When prescribing HRT alongside medicines that are not covered by the HRT PPC, items should be prescribed 

on different prescription forms. 

More information on the HRT PPC is available from the NHSBSA. 

HOW DO HEALTH INEQUALITIES AFFECT MENOPAUSE CARE AND HRT UPTAKE? 

People from different cultural and ethnic backgrounds may have different beliefs and attitudes, about 

menopause which can have an impact on their ability to seek help. Alongside this, long-term gender and racial 

discrimination, social and economic factors, experienced by some communities may cause women from those 

communities to have more severe menopausal symptoms and a longer menopause transition. 

For example, evidence from the British Menopause Society and UK population studies shows that South Asian 

and Black women are less likely to seek medical advice, have lower awareness of treatment options, and are 

less likely to be prescribed HRT compared with White women. Cultural stigma, language barriers, and 

misperceptions around menopause can delay help-seeking and contribute to underdiagnosis 

In some communities’ menopause may be considered as a natural process, and women may have reservations 

about using medical treatment for something that is a natural process. A lack of knowledge about menopause 

and HRT, and the science behind it, may exist. However, there can be significant variations between and within 

communities. 

Primary care clinicians should offer culturally sensitive information and advice in an open, non-judgmental way 

as well as create a safe space for women to open-up, absorb information and come back. Give evidence-based 

information about HRT in a manner, appropriate to the level of understanding of the woman. 

WHERE CAN I GET MORE INFORMATION? 

This quick reference guide is taken from a full in-depth NUH guideline. This is available to accompany this 

summary with references on the NUH website.   

 

 

https://www.nhsbsa.nhs.uk/help-nhs-prescription-costs/nhs-hormone-replacement-therapy-prescription-prepayment-certificate-hrt-ppc
https://thebms.org.uk/wp-content/uploads/2023/07/20-BMS-TfC-Menopause-in-ethnic-minority-women-JULY2023-B.pdf
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=12133&query_desc=menopause
https://nuhp.koha-ptfs.co.uk/cgi-bin/koha/opac-retrieve-file.pl?id=f4814e65a62e591c545d104e7417ee5b
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APPENDIX 1: AVAILABLE HRT FORMULATIONS- see also Nottinghamshire APC formulary  

 

 

 

https://www.nottinghamshireformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=6&SubSectionRef=06.04.01.01&SubSectionID=A100&drugmatch=506#506
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