
Reanalysis of data 
from the Women’s 
Health Initiative 
has shown that, 
when hormone 
therapy is initiated 
within 10 years 
of menopause, 
the risks are few 
and generally are 
outweighed by 
benefits
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Immediately after the worrisome initial 
findings of the Women’s Health Initiative 
(WHI) were published in July 2002,1 leading 
organizations and experts in menopausal 
medicine began advising practitioners to 
prescribe the “lowest dose of hormones for 
the shortest period of time.” News headlines 
that cited menopausal hormone therapy 
(HT) as a risk factor for myocardial infarction, 
venous thromboembolism (VTE), gall blad
der disease, stroke, urinary incontinence, 
dementia, and cancers of the breast and lung 
fueled fear among the lay public and led to a 
burgeoning market for alternative therapies to 
address menopausal symptoms.2 Companies 
that marketed alternative therapies, including 
bioidentical hormones, often exaggerated the 
reported risks of menopausal HT and implied 
that their products were safe and effective, 
although supporting evidence was lacking.3

More than a decade later, despite a 

growing body of data reinforcing the safety 
and efficacy of HT for recently meno
pausal women,4 many medical profession
als remain reluctant to prescribe HT—and 
when they do prescribe it, they push for a 
5year limit.4,5 This has led to needless suffer
ing and reduced quality of life among thou
sands of women entering the menopausal 
 transition.6,7

The importance of targeting HT  
to the appropriate population
Over the past decade, experts have con
ducted indepth analyses of WHI findings 
and other contemporary data on the benefits 
and risks of HT. One fact is clear: The original 
reports and the way the data were portrayed 
in the media overstated the risks of HT in 
newly menopausal women.2,8 Reanalysis 
has shown that when HT is initiated within 
10 years of menopause, the risks are few 
and generally are outweighed by benefits.9–11 
When HT is initiated by women in their 60s 
and 70s, however, the reverse may be true. 

HT is the best therapy for menopausal 
vasomotor symptoms and has a second
ary benefit of preventing osteoporosis.12 HT 
also may offer cardiovascular benefits in 
younger menopausal women, although no 
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 appropriately powered randomized, clinical 
trial has yet confirmed this presumption.9,13 

HT and breast cancer: Context 
is critical
The original WHI publication and the 
news reports that followed emphasized 
that women using combination estrogen 
progestin HT experienced a 24% increase in 
the incidence of breast cancer, which became 
apparent in the fifth year of therapy.1 A closer 
look at the data reveals that the increased 
incidence of breast cancer reported in 
this arm of the WHI involved just 38 breast 
cancers per 10,000 women using HT per 
year, compared with 30 breast cancers per  
10,000 women using placebo. The absolute 
risk increased by eight breast cancers per 
10,000 women, or 0.08%, for each year of use. 
In the WHI, the 75% of women who were 
new users of HT actually had no increased 
risk of breast cancer (hazard ratio [HR], 1.06;  
95% confidence interval [CI], 0.81–1.38). 

It is important to put this degree of 
increased risk into perspective. An increase 
of 0.08% per year is less than onetenth of a 
percentage point and is comparable to the 
risk of breast cancer that a woman accepts 
if she drinks alcohol regularly, allows herself 
to become overweight during perimeno
pause, or fails to exercise at least three times 
a week.14 Cumulative data from a number of 
observational studies suggest that the effect 
of estrogen alone (without a progestin) on 
breast cancer is even lower, and that estro
gen can be taken for many years before any 
effect is seen. Indeed, among women receiv
ing estrogen alone in the WHI, the risk of 
breast cancer did not increase. In fact, there 
was a statistically significant decrease in 
breast cancer in this population. 

Why a 5-year limit is 
inappropriate
As I explained above, the increase in the 
incidence of breast cancer observed in 
the estrogenprogestin arm of the WHI 
after 5  years represents an increase in 

the  absolute risk of breast cancer of only  
0.08% per year. Although HT carries other 
small potential risks, most experts agree that 
they are outweighed by the potential ben
efits among most perimenopausal women. 
Because an individual’s risks and benefits 
probably vary according to her personal and 
family history, clinicians can mitigate the 
risks, in part, by tailoring the dose, regimen, 
and route of delivery to the individual’s situ
ation. The risk of VTE is greatest during the 
first year of HT and approaches background 
rates thereafter. The risk of stroke in newly 
menopausal women who initiated HT in the 
WHI was approximately 1/1,000.13 

Healthcare practitioners also can 
minimize the risks of HT by monitoring 
outcomes, such as blood pressure, unsched
uled bleeding, and so on.15 It also may be 
helpful to counsel patients about interven
tions for other conditions that contribute to 
risk, including obesity, smoking, inactivity, 
hypertension, and hyperlipidemia. 

Quality of life was largely ignored in the 
decade after publication of the initial WHI 
findings because it was thought that the lives 
saved by avoiding HT would justify some 
level of distress.6,7 There also was a pre
sumption—promoted by advocates of natu
ral products and alternative therapies—that 
interventions such as acupuncture, paced 
respiration, and herbal remedies were safe 
and effective at alleviating hot flashes, night 
sweats, mood swings, and sleep disrup
tion. Complaints of vaginal dryness and 
dyspareunia from urogenital atrophy often 
were inadequately addressed because local 
estrogen was incorrectly thought to increase 
the risk of hormoneinduced breast can
cer. Rates of osteoporosis and hip fracture 
also have risen over the past decade as the 
protective effect of systemic HT for many 
women was lost.16

Although most postmenopausal women 
(60%) experience hot flashes for less than  
7 years, as many as 15% report that hot 
flashes persist for 15 years or longer. The 
symptoms that can accompany hot flashes 
(including sweating, palpitations, apprehen
sion, and anxiety) contribute to a woman’s 
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discomfort, inconvenience, and distress, 
particularly when the hot flashes are fre
quent, and can be a significant contributor 
to sleep disturbance. Vasomotor symptoms 
adversely affect quality of life for 20% to 25% 
of women, primarily due to the physical dis
comfort and social embarrassment that they 
evoke—although night sweats and sleep dis
turbance also are reported to exert a nega
tive impact.17–19 

The bottom line
Nothing magical happens after 5 years of HT 
to increase a woman’s risk of breast cancer. 
Any cumulative effect of combination HT 
on the risk of breast cancer is gradual and 
small. It is not appropriate to demand that 
a patient stop HT after 5 years if it affords 
dramatic improvement in her quality of life, 
provided she has been correctly informed 
about potential risks and chooses to con
tinue with therapy. 

References
1. Writing Group for the Women`s Health Initiative 

Investigators. Risks and benefits of estrogen and progestin 
in healthy postmenopausal women: Principal results of 
the Women`s Health Initiative randomized controlled trial. 
JAMA. 2002;288(3):321–333.

2. Brown S. Shock, terror and controversy: how the media 
reacted to the Women’s Health Initiative. Climacteric. 
2012;15(3):275–280.

3. Bioidentical hormones. Med Lett Drugs Ther. 
2010;52(1339):43–44.

4. North American Menopause Society. The 2012 Hormone 

Therapy Position Statement of The North American 
Menopause Society. Menopause. 2012;19(3):257–271.

5. Rossouw JE, Manson JE, Kaunitz AM, Anderson GL. 
Lessons learned from the Women’s Health Initiative 
trials of menopausal hormone therapy. Obstet Gynecol. 
2013;121(1):172–176.

6. Pines A, Sturdee DW, MacLennan AH. Quality of life and 
the role of menopausal hormone therapy. Climacteric. 
2012;15(3):213–216.

7. Burger HG, MacLennan AH, Huang KE, CasteloBranco 
C. Evidencebased assessment of the impact of the WHI on 
women’s health. Climacteric. 2012;15(3):281–287.

8. Utian WH. NIH and WHI: Time for a mea culpa and steps 
beyond. Menopause. 2007;14(6):1056–1059.

9. LaCroix AZ, Chlebowski RT, Manson JE, et al. Health 
outcomes after stopping conjugated equine estrogens 
among postmenopausal women with prior hysterectomy: A 
randomized controlled trial. JAMA. 2011;305(13):1305–1314.

10. Stuenkel CA, Gass MLS, Manson JE, et al. A decade after 
the Women`s Health Initiative—The experts do agree. 
Menopause. 2012;19(8):846847.

11. Langer RD, Manson JE, Allison MA. Have we come full 
circle—or moved forward? The Women’s Health Initiative 10 
years on. Climacteric. 2012;15(3):206–212.

12. Gallagher JC, Levine JP. Preventing osteoporosis in 
symptomatic postmenopausal women. Menopause. 
2011;18(1):109–118.

13. Hodis HN, Mack WJ. Postmenopausal hormone therapy in 
clinical perspective. Menopause. 2007;14(5):944–957.

14. Singletary SE. Rating the risk factors for breast cancer. Ann 
Surg. 2003;237(4):474–482.

15. Archer DF, Oger E. Estrogen and progestogen effect 
on venous thromboembolism in menopausal women. 
Climacteric. 2012;15(3):235–240.

16. Islam S, Liu Q, Chines A, Helzner E. Trend in incidence of 
osteoporosisrelated fractures among 40 to 69yearold 
women: Analysis of a large insurance claims database, 2000
2005. Menopause. 2009;16(1):77–83.

17. Whiteman MK, Staropoli CA, Langenberg PW, McCarter RJ, 
Kjerulff KH, Flaws JA. Smoking, body mass and hot flashes in 
midlife women. Obstet Gynecol. 2003;101(2):264–272.

18. Utian WH. Psychosocial and socioeconomic burden of 
vasomotor symptoms in menopause: A comprehensive 
review. Health Qual Life Outcomes. 2005;3:47.

19. Hunter M, Rendall M. Biopsychosociocultural 
perspectives on menopause. Best Pract Res Clin Obstet 
Gynaecol. 2007;21(2):261–274.

CONTINUED FROM PAGE 26

Establishing a Non-Invasive Prenatal 
Testing (NIPT) Program in Practice
With the trend toward non-invasive prenatal testing (NIPT), what are  
the advantages of the next-generation approach and how have  
these providers incorporated this testing into their practices? 

Jeffrey Marks, MD Melissa Mancuso, MD Mitchell Nudelman, MD
Clearwater, Florida Akron, Ohio Bellevue, Washington

NOW ONLINE AT obgmanagement.com

This supplement is sponsored by

Do you offer hormone 
therapy to your patients 
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