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ORIGINAL STUDY
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Abstract
Objective: To document health care providers' views regarding treatments for symptoms associated with menopause

and discussions with patients about symptoms and treatment decisions. Results informed development of a data collec-
tion form for a retrospective medical record review (reported separately).

Methods: Registered US gynecologists or primary care providers from all US regions were identified from local as-
sociation directories and an in-house database and were invited to participate in a qualitative interview if they consulted
with three or more patients per week presenting with menopausal symptoms. Participants provided demographic data,
information about patients' symptoms, and health care provider and patient views on prescription and nonprescription
therapies. Key concepts/themes from interviews were identified.

Results: Participating health care providers (10 gynecologists, 10 primary care providers) agreed there are effective
treatment options for menopausal symptoms, particularly vasomotor symptoms and vaginal dryness and/or atrophy.
Health care providers reported that treatment was generally dictated by symptoms that interfered with quality of life
and/or daily activities, although patients often had symptoms for months before presentation. All health care providers
said they prescribe hormone and/or nonhormone therapies for treatment of menopausal symptoms; half stated that they
typically inquire about patients' nonprescription therapy use, and 45% recommend specific nonprescription therapies.
The most commonly cited barriers to initiation of any therapy for menopausal symptoms were patient concerns about
risks and financial considerations (ie, insurance or cost).

Conclusions:US health care providers reported prescribing therapies for menopausal symptoms and noted that these
therapies were perceived as generally effective; however, barriers to initiation of prescription therapy exist, and new
treatment options are needed.
Key Words: Complementary therapies – Hormone therapy – Hot flashes – Nonhormone therapy – Physician –
Prescribing patterns.
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E ET AL
strogen-based hormone therapy (HT) is considered the
Emost effective first-line treatment option for vasomotor
symptoms (VMS; consisting of hot flashes and night

sweats) associated with menopause and is also an effective op-
tion for vaginal atrophy, which can cause vaginal/vulvar dry-
ness, discharge, itching, and dyspareunia.1-6 Several guidelines
recommend systemic HT for women younger than 60 years or
within 10 years of menopausewho have bothersomeVMS asso-
ciated with menopause and no contraindications. Local estrogen
therapy is recommended for women who have only vaginal
symptoms.1,3,5,6 Thus, depending on age, time since menopause,
medical history, and patient preference, HT may not be the right
choice for all women. In fact, many women who are perimeno-
pausal or postmenopausal wish to avoid HT,7 primarily driven
by concerns about an increased risk of cancer and particularly
breast cancer.8,9

To date, the only nonhormone prescriptionmedication approved
by theUSFood andDrugAdministration for VMS associatedwith
menopause is low-dose paroxetine, a selective serotonin re-
uptake inhibitor (SSRI)10; other SSRIs, serotonin norepinephrine
reuptake inhibitors (SNRIs), gabapentin/pregabalin, and clonidine
are sometimes used off-label for VMS.2-5 Current nonhormone
therapies (non-HTs) are perceived as having moderate efficacy
compared with HT but may have tolerability concerns (eg, dizzi-
ness, somnolence/drowsiness, fatigue, dry mouth) or drug interac-
tions.2,4,6 Many women therefore opt for over-the-counter (OTC)
herbal remedies and dietary supplements—which are not regulated
by the US Food and Drug Administration and have uncertain effi-
cacy for VMS and potential safety risks—or nonpharmacologic al-
ternatives and behavioral approaches or lifestyle modifications, for
which evidence is mostly limited.2-4,11-13

Although it is widely recognized that use of HT has dramati-
cally declined since the Women's Health Initiative reported that
combined estrogen/progestogen therapy increases the risk of
breast cancer, stroke, and venous thromboembolism,14-18 cur-
rent US trends in the management of symptoms associated with
menopause are not well understood. In addition, the extent to
which health care providers (HCPs) discuss, advise, and docu-
ment the use of nonprescription therapies for VMS is not well
characterized.
We conducted qualitative interviews with 20 HCPs in a

noninterventional, cross-sectional, observational study documenting
HCPs' views and practices regarding prescription and nonpre-
scription treatments for VMS related to menopause. The inter-
viewswere designed to inform data collection for a more extensive
retrospective review of electronic health records (EHRs) that
would identify and describe documented treatments for VMS
in US women with menopausal symptoms and their associated
health care resource utilization. Results from that EHR review
are reported separately in this issue of Menopause.19

METHODS

Participants
Eligible HCPs were registered US gynecologists (GYNs; in-

cluding advanced practice providers in gynecology) and primary
care providers (PCPs; internal medicine or family physicians, or
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advanced practice providers) who routinely consult with or treat
at least three patients presenting with symptoms of menopause
(including hot flashes) per week. Eligible HCPs also had pre-
scriptive authority and access to and permission to use EHRs
via the electronic system used by their practice. Although no
EHR datawere extracted and captured in this study of physicians'
perceptions toward therapy for VMS associated with menopause
and their related patient interactions, HCPs provided information
on the location of information in their practice's electronic medi-
cal chart system to inform design of the electronic data collection
form (DCF).

The study was conducted by RTI Health Solutions (RTI-HS;
Research Triangle Park, NC), in collaboration with the study
sponsor (Astellas Pharma, Inc, Northbrook, IL). Participating
HCPs were identified by a subcontractor of RTI-HS (J. Reckner
Associates, Inc, Chalfont, PA) using local medical association
directories and an in-house database of HCPs who had partic-
ipated in prior research and consented to future contact. A
convenience sampling approach was used to recruit 20 HCPs
(10 GYNs, 10 PCPs). Soft quotas were applied to geographic
regions for national representation (Northeast, Southwest, West,
Southeast, and Midwest) and to practice settings (GYN and PCP).
Identified HCPs were sent an e-mail invitation and requested to
contact the recruiter if interested in participating. If the HCP met
the screening criteria, a study interview was then arranged. Health
care providers were compensated for their time.

Study design
A single interview was conducted with each HCP via tele-

phone in May or June 2020. The 60-minute interviews were
semistructured, using an interview guide developed by RTI-HS
in collaboration with the study sponsor based on study objec-
tives. The interview guide covered key themes and included
prompts allowing interviewers to ask additional questions to
verify their interpretation of answers, as needed. Two experienced
members of RTI-HS, both native English speakers, participated
in the interviews with each HCP; one led the interview, and the
other took detailed notes.

Interviews were recorded but not transcribed. Participants
were reminded that the conversation was being recorded, and
verbal consent was obtained from HCPs at the time of the inter-
views. Each interview was assigned a unique identification num-
ber by RTI-HS; no identifying information was collected in the
interviews. Audio records were destroyed upon completion of
the study. The study was determined by RTI-HS International's
institutional review board to meet the criteria for exemption from
institutional review board review.

Study endpoints
Each HCP provided demographic information, number of

years in practice, specialty, approximate number of patients with
VMS treated within a typical week, and type and geographic
region of practice. The endpoints captured included the reasons
patients present to HCPs for symptoms of menopause (eg, at a
specifically scheduled visit or an annual examination), symptoms
patients reported and that HCPs inquired about, nonprescrip-
tion therapies patients reported and that HCPs inquired about
© 2022 The Author(s)



TABLE 1. Health care provider characteristics

Characteristics n = 20

Sex, n (%)
Male 9 (45)
Female 11 (55)

Medical specialty, n (%)
GYNs 10 (50)
PCPs 10 (50)

Practice setting, n (%)a

Office-based private practice 13 (65)
Hospital based: academic or teaching 2 (10)
Hospital based: community 4 (20)
Hospital based: private 2 (10)
Not-for-profit outpatient clinic 1 (5)

Region, n (%)
Midwest 4 (20)
Northeast 3 (15)
Southeast 5 (25)
Southwest 3 (15)
West 5 (25)

Years in practice (postresidency)
Mean (SD) 17 (8.0)

Approximate number of patients with menopausal symptoms
treated in a typical week
Mean (SD) 24.5 (17.3)

aThe total can be greater than 100% because HCPs can belong to multiple catego-
ries (two HCPs worked in community hospitals that were also teaching hospitals).
GYNs, gynecologists or advanced practice providers in gynecology; PCPs, inter-
nal medicine or family physicians or advanced practice providers in primary care.

HCP PERSPECTIVES ON MENOPAUSE CARE
and/or recommended, HCPs' views on nonprescription and
prescription therapies, reasons for treatment initiation, reasons for
treatment discontinuation, and the HCPs' perceived barriers to
treatment. The questions posed about patients pertained to HCPs'
patients in general and not specific individuals.

Data analysis
A sample size of 20 was expected to result in saturation (ie,

the point at which no additional insights would be derived20)
and be sufficient to guide development of the electronic DCF
for the retrospective EHR review.
Characteristics of the participating HCPs were summarized

using descriptive statistics. One interviewer created a summary
for each interview based on audio recordings and field notes,
and the second interviewer checked for accuracy. Interviewers
identified key concepts representing HCPs' opinions of treat-
ment and the information they discussed with patients regarding
menopausal symptoms and generated themes observed across
interviews. Once common themes were identified, representative
quotations (based on field notes only) supporting those themes
were identified. No statistical comparisons were performed, based
on the descriptive nature of the study.

RESULTS

Participant demographics
Of a total of 850HCPswhowere invited by e-mail to participate

in the qualitative interviews, 26 responded and were screened. Of
the 26 HCPs, 20 (10 GYNs, 10 PCPs) were eligible and partici-
pated (two failed to meet the eligibility criteria [did not routinely
consult with or treat three or more patients for menopausal com-
plaints; did not use electronic records], two missed interviews,
and two were eligible but did not participate because the quota
had already been met); none were identified as advanced practice
providers. The PCPs included seven family physicians and three
internal medicine physicians. Most respondents (65%) were in an
office-based private practice, and the mean number of years in
practice was 17. Additional characteristics of the participating
HCPs are given in Table 1.

Presentation of symptoms of menopause
The interviewed HCPs reported that patients were equally

likely to bring menopausal symptoms to their attention at either
an appointment scheduled specifically to discuss these symptoms
or at a regularly scheduled visit. Most HCPs noted that meno-
pausal symptoms were present for at least a few months, on aver-
age, before the patient presented to the HCP (three HCPs said the
duration could have been a few years; one HCP said 4-6 weeks).
According to HCPs, the symptoms of menopause that most com-
monly drive their patients to seek medical attention are VMS
(90% of GYNs, 100% of PCPs), vaginal symptoms (100% of
GYNs, 10% of PCPs), and sleep difficulties (30% of GYNs,
50% of PCPs) (Fig. 1). All HCPs said they inquired about specific
symptoms that the patient did not spontaneously report, most
commonly VMS; vaginal dryness, atrophy, and/or dyspareunia;
problems with sleep; changes in menstruation or mood; and in-
continence or pain with urination. Health care providers asked
about symptoms of menopause with patients in their late 40s
or older (nine HCPs), patients who were postmenopause (six
HCPs), or patients who presented with a menopause-specific
symptom (four HCPs).

Prescription and nonprescription therapies for menopausal
symptoms

All providers reported prescribing systemic HT (including oral
and transdermal) and SSRIs/SNRIs. All but one of the HCPs
(a PCP) said they prescribe vaginal estrogen (Table 2). Eleven
HCPs (eight GYNs, three PCPs) said they did not generally limit
the duration of systemic HT and had no concerns about keeping
patients on therapy as long as needed. The remaining nine HCPs,
including two GYNs (20% of GYNs) and seven PCPs (70% of
PCPs), reported that they generally prescribed systemic HT for
the “shortest possible duration”orwithdrew treatment after 5 years
based on treatment guidelines. Reasons HCPs gave for limiting
duration or discontinuing any HT included adverse events (AEs),
inability to afford treatment, patient preference, and patient age.
Examples HCPs gave of AEs that limited the duration of or led
to discontinuation of HT included abnormal mammogram find-
ings, high blood pressure, deep vein thrombosis, breast tender-
ness, vaginal bleeding, and weight gain. Lack of symptom relief
and AEswere the only reasons HCPs noted for limiting duration
of or discontinuing non-HT for menopausal symptoms.

Health care providers reported that only a small proportion
of their patients (10%-30%) spontaneously reported the use
of nonprescription or complementary therapies for manage-
ment of menopausal symptoms. Half of the HCPs said they
typically inquire about nonprescription therapies, whereas eight
said they do not. The two other HCPs noted that the information
was captured on the patient's intake form, and they made no di-
rect inquiry.
Menopause, Vol. 00, No. 00, 2022 3



FIG. 1. Health care provider–reported symptoms of menopause most commonly leading women to seek medical attention (n = 20). n values represent
number of health care providers who endorsed that symptom as leading women to seekmedical attention. aVaginal symptoms include vaginal dryness, atrophy,
and/or dyspareunia. GYN, gynecologist; PCP, primary care provider.
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Beliefs related to prescription treatment options
Nearly all HCPs (95%) agreed that effective treatment op-

tions are available for symptoms of menopause, particularly
VMS and vaginal dryness and/or atrophy; one PCP asserted that
available options are not effective. Hormone therapy specifi-
cally was described by HCPs as very effective for symptoms in-
cluding VMS and vaginal dryness and/or atrophy. Six HCPs
(30%) felt there was still room for improvement in current treat-
ments. Specifically, participants stated the following:

They [medications] all serve a purpose, but they… are not
going to fix everybody's problems. They may dilute or
downplay their symptoms to a point that they are manage-
able. [Participant 3, PCP]

Atypical therapies [ie, SSRIs, gabapentin, etc] work for
certain people, but they don't achieve the same degree of
“cure” for these symptoms, so predictability becomes dif-
ficult… not an exact science… we have a lot of therapies
TABLE 2. Prescription treatmen

Prescription treatments

Systemic hormone therapya

Selective serotonin reuptake inhibitors or serotonin norepinephrine reuptake inhibitor
Localized or local hormone therapy
Selective estrogen-receptor modulators
Compounded hormone medicationb

Gabapentin
Clonidine
Pregabalin

aThe most common types of systemic hormone therapy prescribed were oral and trans
and intranasal sprays.
bPrescribed by 80% of health care providers in the Southeast (4/5), 100% in the Sou
Midwest (1/4).
GYNs, gynecologists or advanced practice providers in gynecology; PCPs, primary c
viders in primary care.
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[that] may not translate into a cure or fix for everybody…
[it's] hard to predict how it'll work for everybody. [Partici-
pant 17, GYN]

…we need more, and we need different ones, and we need
better insurance coverage. [Participant 9, GYN]

Whereas most HCPs (65%) felt that the range of available
treatment options for menopausal symptoms was adequate, four
HCPs said that more options would be useful. Six HCPs be-
lieved that there were not enough different types of treatment
available for menopausal symptoms. Representative comments
from these six included:

There are a wide array of products, but we need…more ge-
neric alternatives. More choices are always better. There
could be more. [Participant 2, PCP]

It would be good to have another class. [Participant 8, PCP]
ts for menopausal symptoms

GYNs
(n = 10),
n (%)

PCPs
(n = 10),
n (%)

Total population
(n = 20),
n (%)

10 (100) 10 (100) 20 (100)
s 10 (100) 10 (100) 20 (100)

10 (100) 9 (90) 19 (95)
9 (90) 6 (60) 15 (75)
4 (40) 7 (70) 11 (55)
6 (60) 5 (50) 11 (55)
4 (40) 4 (40) 8 (40)
2 (20) 4 (40) 6 (30)

dermal medications (eg, patch), followed by topical medications (eg, cream, gel)

thwest (3/3), 40% in the West (2/5), 33% in the Northeast (1/3), and 25% in the

are providers, internal medicine or family physicians, or advanced practice pro-

© 2022 The Author(s)
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In terms of nonhormone, it would be nice if we had more ef-
ficacious therapies, because generally, they are less effica-
cious to alleviate vasomotor symptoms compared with an
estrogen or estrogen-progesterone therapy. [Participant 17,
GYN]

Overall, HCPs had mixed views on the bothersomeness of
adverse effects associated with treatments they prescribe for
symptoms of menopause: half believed adverse effects are a lit-
tle or not at all bothersome, 25% said they were moderately
bothersome, and 25% said they varied from “not at all” to “ex-
tremely bothersome,” depending on the specific treatment.
Health care providers generally believed that HTwaswell tolerated.
Gabapentin and pregabalin were considered to have bothersome
adverse effects, and SSRIswere believed to have no adverse effects
in some women and mild adverse effects in others.

Beliefs/approaches related to nonprescription or
complementary therapies
Some HCPs reported not recommending specific nonpre-

scription pharmacologic therapies, supplements, or complemen-
tary therapies because of a lack of efficacy or their own discom-
fort with these options. However, most HCPs noted that they did
not discourage their patients from using these therapies if they
chose to do so. Nine HCPs (45%; six GYNs, three PCPs) did
recommend particular herbal supplements and/or vitamins and
other OTC products for managing specific menopausal symp-
toms (including VMS and vaginal dryness), particularly when
patients did not want to use prescription therapies. Examples
of nonprescription products they recommended included black
cohosh, primrose oil, hyaluronic acid sodium salt vaginal sup-
positories (Revaree), and specific brands containing various
plant-based and other natural/homeopathic active ingredients
(Estroven, Relizen, Tempo with geniVida, and VagiCare).
Six HCPs (30%) recommended complementary approaches

to their patients, including nutritional consultation, acupuncture,
counseling, and physical therapy, and 15 of 20 HCPs (75%)
noted that they were likely to recommend behavioral or lifestyle
interventions for managing symptoms of menopause. Examples
FIG. 2. Menopausal symptoms leading to treatment initiation (n = 20). n value
leading to treatment initiation. aVaginal symptoms include vaginal dryness, atro
of recommended interventions were diet changes, sleep alter-
ations, exercise, massage therapy, and stress reduction tech-
niques. For some HCPs, healthy diet and exercise were general
recommendations offered to women whether or not they had
symptoms of menopause.

Factors driving treatment selection
Health care providers said they generally provide patients with

HT and/or non-HT options for each of the patient's bothersome
symptoms, discuss the risks and benefits of each, and provide
a recommendation. Most HCPs leave the choice of treatment
up to the patient, but a few said they “steered” patients in spe-
cific directions. Symptoms that HCPs said typically led to treat-
ment initiation were those that interfered with patients' quality
of life and/or daily activities, most commonly VMS, vaginal
symptoms, sleep difficulties, mood changes, and urinary symp-
toms (Fig. 2). Vasomotor symptoms, sleep, and mood changes
were reported by more PCPs, and vaginal symptoms and urinary
symptoms were reported by more GYNs as symptoms leading to
treatment initiation.

The key factors most HCPs (90%) cited in treatment selection
were the type and severity of symptoms, medical history, and
patient preference. The symptoms for which HCPs said theymost
commonly recommended systemic HT (if not contraindicated) or
local HTwere moderate to severe VMS or vaginal symptoms. For
other symptoms, HCPs generally prescribed SSRIs or recom-
mended behavior modifications. Health care providers stated
that their patients' medical history was a key consideration for
the selection of HT versus non-HT, and specific medical factors
most cited were personal or family history of breast cancer,
absence of the uterus, and patient comorbidities (history of
stroke, blood clots, clotting disorders, thrombosis, pulmonary
embolism, and cardiovascular disease [including uncontrolled
hypertension]) including smoking status.Most HCPs alsoweighed
patient preference for HT versus non-HT in their selection. Two
physicians (both PCPs) said they typically recommend behavior
modifications, such as lowering house temperature, dressing in
layers, sleeping under a fan, and using OTC lubricants for vaginal
dryness, before prescribing medication.
s represent number of health care providers who endorsed that symptom as
phy, and/or dyspareunia. GYN, gynecologist; PCP, primary care provider.

Menopause, Vol. 00, No. 00, 2022 5



DEPREE ET AL
Among factors that drive their patients' treatment decisions,
most HCPs said their own recommendations and/or advice or
the experiences of friends or family members were influential
(Fig. 3). Only two HCPs said efficacy was a driving factor for
patients' choices (one PCP and one GYN). Lifestyle and cost
were reported by more GYNs, and risk factors, patient percep-
tions, and advice from family and friends were reported by more
PCPs as factors influencing treatment selection. Most commonly
cited patient-related barriers to treatment (as noted by the HCPs)
were patient perceptions/concerns about risks (80% of GYNs and
90% of PCPs) and cost/insurance coverage (60% of GYNs and
90% of PCPs) (Fig. 4).

DISCUSSION
Results from this study provide insight into clinical practice

patterns and HCP beliefs related to the management of meno-
pausal symptoms. Initiation of treatment was dictated mainly
by symptoms that interfered with a patient's quality of life and/
or daily activities, most often VMS, vaginal symptoms, and
sleep difficulties. Nonetheless, HCPs said patients often waited
several months before bringing these symptoms to their atten-
tion, either at an appointment scheduled specifically to discuss
those symptoms or during routine visits.
These interview data were used to inform the development of

an electronic DCF, which was then used by 283 HCPs to extract
data from the EHRs of 1,016 patients with symptoms of meno-
pause, including bothersome VMS. Findings from that retro-
spective EHR review are published separately.19 Results from
the chart review confirm the accuracy of physician perceptions
about menopausal symptoms and the delay in presentation for
care, as noted in the interviews. The chart review showed that
VMS, sleep problems, and vaginal dryness were the most com-
mon symptoms of menopause at presentation and that symp-
toms were present for at least 6 months before the recorded visit
in approximately half of the patients.19 For patients in the chart
review, symptoms ofmenopausewere the primary reason for the
visit for 50% of patients.
Health care providers who participated in the interviews

agreed that there are effective treatment options available for
menopausal symptoms, particularly for VMS and vaginal dry-
ness and/or atrophy, but still felt it would be valuable to have
FIG. 3. Health care provider–reported factors that drive patients' treatment decisi
that factor as driving patients' treatment decisions. GYN, gynecologist; PCP, prim
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additional treatment options. Similarly, in a qualitative survey of
22 GYNs and PCPs published in 2009, respondents expressed
frustration with the limited non-HT options for women who
are not candidates for HT.9

All of the GYNs and PCPs in the qualitative interviews said
they prescribe HT and/or SSRIs for treatment of menopausal
symptoms. Their reports that treatment initiation is generally
driven by the presence of symptoms that interfere with a patient's
quality of life and/or daily activities are consistent with previously
published interview responses from Australian HCPs who said
that HT should be offered when symptoms of menopause se-
verely impair quality of life (GYNs: 3/10, PCPs: 5/10, pharma-
cists: 5/10).21 However, it should be noted that not all women
who report menopausal symptoms to their HCPs receive pre-
scription treatment, as evidenced by the subsequent expanded
chart review, which found that 60.1% ofwomenwithmenopausal
complaints were prescribed treatment, 13.1% had no treatment of
any kind documented, and 26.8% had only nonprescription
therapies listed.19 The chart review indicated that patients of GYNs
more commonly had prescriptionmedications documented (63.5%
of GYN patients vs 56.7% of PCP patients), which was driven by
higher rates of prescriptions for HT (76.3% vs 63.6% of patients
with any prescription) and compounded HT (17.2% vs 7.0%).19

Rates of prescriptions for SSRIs (10.8% vs 18.9%) and SNRIs
(1.8% vs 11.9%) documented in the charts were lower among
GYNs compared with PCPs, respectively. Similarly, an analysis
of 2013-2015 data from women who were postmenopause who
participated in the Survey of Midlife in the United States II found
three times greater odds of usingHTamongwomenwho had ever
seen a GYN, after controlling for other factors (odds ratio, 3.48;
95% confidence interval, 2.21-5.49; P < 0.0001).22

In the qualitative interviews, most HCPs said they leave the
choice of treatment up to their patients, which is consistent with
findings from the 2014 qualitative survey.9 Nonetheless, most
felt that their own recommendations were among the most influ-
ential factors in patient treatment decisions, followed by the ad-
vice or experience of family and friends. Most common barriers
to treatment cited in this qualitative study were patient beliefs/
concerns about possible risks of HT (such as fear of cancer or
endometriosis) and financial considerations (lack of insurance/
high cost). Consistent with the perceptions of physicians in the
ons (n = 20). n values represent number of health care providers who reported
ary care provider.

© 2022 The Author(s)



FIG. 4. Health care provider–perceived patient-related barriers to treatment (n = 20). n values represent number of health care providers who reported that
factor as being a patient-related barrier to treatment. GYN, gynecologist; PCP, primary care provider.

HCP PERSPECTIVES ON MENOPAUSE CARE
qualitative interviews, SWAN study participants previously re-
ported provider advice to be one of the most common reasons
they initiated HT for symptoms of menopause, second only to
symptom relief; however, in contrast to physician perceptions
of the strong influence of family/friends, approximately only
10% of SWAN participants who started HT in the years after
the Women's Health Initiative safety findings said they did so
because of the advice of a friend.16

A majority (70%) of PCPs—but only 20% of GYNs—who
participated in the qualitative interviews said they limit the dura-
tion of systemic HT to the “shortest possible duration” or with-
drew treatment after 5 years, which they said was based on treat-
ment guidelines. A qualitative analysis, published in 2007, of
interviews with 200 GYNs and PCPs in a large Midwestern
health maintenance organization reported that 5 years was the
median and mode for longest time the HCPs felt women should
receive HT.23 It should be noted that whereas some guidelines
(eg, American College of Obstetricians and Gynecologists,
American Association of Clinical Endocrinologists) recommend
using the lowest effective dose for the shortest duration needed
to relieve symptoms, most currently recommend individualizing
the duration rather than routinely discontinuing systemic estrogen
based on age or duration of use.1-5

Half of the HCPs interviewed typically inquire about patients'
nonprescription therapy use. Most said they do not discourage
their use, and 45% recommend specific nonprescription ther-
apies, including black cohosh. Use of such therapies seems to
be common. In the subsequent chart review, 62.4% of patients
had nonprescription therapies for menopausal symptoms docu-
mented; black cohosh was recorded for 18.7%.19 These rates are
likely to be underestimates, given that not all HCPs inquire about
their use, and black cohoshwas rarely initiated based on discussion
with the HCP (18 [9.5%] of 190 users).19 In an Australian study,
most HCPs (4/10 general practitioners, 7/10 GYNs, and 8/10 phar-
macists) expressed concern about the limited evidence of efficacy
of nonprescription therapies, and some attributed the effects of
these agents to placebo effect; however, 7 of 10 Australian PCPs
similarly said that complementary and alternative medicine
nonetheless “have a role” and do not discourage their use.21 Six
of 10 pharmacists in that study specifically recommend such ther-
apies to clients for managing symptoms of menopause.21 Almost
half (42%) of US HCPs in the survey of the large Midwestern
health maintenance organization found complementary/
alternative therapies to be useful or extremely useful, and black co-
hosh was among the nonprescription therapies that HCPs recom-
mended for treatment of VMS and dyspareunia.23 A Cochrane
meta-analysis published in 2012 did not find sufficient evidence
to support use of black cohosh for symptoms of menopause,24

and current (2015) treatment guidelines on non-HT do not
recommend black cohosh based largely on the findings of that
meta-analysis.12,13 More recent meta-analyses suggest black
cohosh may have some efficacy in reducing symptoms of
menopause.25,26

Limitations and strengths
The findings from this study should be considered in the con-

text of several limitations. Response summaries were based on a
small sample size (although 20 interviewswere considered sufficient
to achieve saturation), and the acceptance rate for the invitation was
low (26/850 invitees responded and were screened). In addition, the
samplewas limited toUS practitioners, so practice patterns, perspec-
tives, and treatment barriers described may not be generalizable to
HCPs in other regions and health care systems. Further, the con-
venience sampling approach can result in sampling bias. Finally,
HCP reports of patients' beliefs/preference may not accurately
reflect actual patient beliefs/preferences. The inclusion of both
GYNs and PCPs in the sample and their geographic diversity
across the United States are strengths of this study.
CONCLUSIONS
Based on qualitative interviews with 20 GYNs and PCPs, in-

terference of menopausal symptoms with quality of life or daily
activities is a main reason that women seek treatment for these
symptoms. All PCPs said they prescribe HT and SSRIs/SNRIs
for symptoms associated with menopause and perceive these
treatments to be generally effective for relief of such symptoms.
Health care provider-perceived barriers to initiation of such ther-
apy include patient beliefs/perceptions, concerns about risks of
Menopause, Vol. 00, No. 00, 2022 7
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treatment, and financial considerations. These findings helped
inform data collection for a large EHR review examining treat-
ment of US women with symptoms associated with menopause,
which are published separately in this issue,19 and provide a re-
source for designing future studies in this area.
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