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This book is dedicated to the older women 
who have touched our lives. We are grateful 
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Preface

The number of Americans over the age of 65 years is projected to more than double 
to over 98 million over the next 40 years. By 2060, this age group will comprise 
nearly 24 percent of the population. With an average life expectancy of 81, women 
can expect to live 30 years past menopause. Despite the growing population of older 
women, many clinicians who provide primary care receive minimal training about 
the unique health issues and needs of older women, and even fewer resources exist 
to guide practice.

Challenges in Older Women’s Health: A Primer for Clinicians culls a diverse 
group of expert editors and authors to share a collection of chapters that serves as a 
practical tutorial for the care of older women’s health needs. Our goal was to bring 
a multidisciplinary perspective that recognizes the need to eliminate disparate care 
in this vulnerable population and to help women discuss and tackle uncomfortable 
issues. Each chapter provides user-friendly, evidence-based guidance to manage 
common health challenges for women during menopause and beyond and provides 
resources for more in-depth study.

This book covers general topics such as menopause, bone health, cancer survi-
vorship, and obesity. We specifically include topics often perceived as taboo or con-
troversial, but critically important to older women’s health, such as “Sexual Health 
and Function After Menopause,” written by two obstetrician-gynecologists and a 
sex therapist, and “Bladder and Bowel Continence in Older Women,” written by 
experts in Female Pelvic Medicine and Reconstructive Surgery. “Depression and 
Grief” provides an excellent overview of how to evaluate and manage these com-
mon conditions, including helpful tools to screen for elder abuse and tables of medi-
cations that are safest for use in older adults. “Breast Cancer Screening in Older 
Women” summarizes conflicting guidelines about screening for breast cancer across 
the life span and incorporates links to free interactive materials to guide shared 
decision-making.

While there is copious literature about the menopausal transition, almost no 
resources for clinicians exist about caring for women beyond the sixth decade. We 
hope that you find these chapters provide focused, high-yield, and evidence-based 



viii

information about topics relevant to caring for our mothers and grandmothers: a 
too-often neglected group of patients.

� Heidi W. Brown, MD, MAS, FACOG
� Makeba Williams, MD, NCMP, FACOG

� Sarina Schrager, MD, MS

Preface
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Key Points
	1.	 Approximately 42% of women aged 60–65 will experience hot flashes and 

night sweats during menopause.
	2.	 Approximately 50% of women will experience genitourinary syndrome of 

menopause (GSM): chronic, progressive genitourinary changes such as 
vulvovaginal dryness and atrophy, increased vaginal and urinary infec-
tions, as well as genitourinary discomfort and pain.

	3.	 Hormonal and nonhormonal treatment options are available to treat older 
women in menopause.

	4.	 Shared decision-making should be used to individualize treatment of 
symptomatic menopausal women.

	5.	 Hormone therapy should not be used to prevent chronic disease, cancer, 
mood, or cognitive changes.

M. Williams (*) 
Division of Academic Specialists in Obstetrics and Gynecology,  
Department of Obstetrics and Gynecology, University of Wisconsin School of Medicine  
and Public Health, Madison, WI, USA
e-mail: MWilliams28@wisc.edu
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Case
Ann is a 57-year-old patient who presents with hot flashes and night sweats. 
She reports that menopause occurred at age 52, and she immediately began to 
experience bothersome hot flashes and night sweats. Her symptoms were 
relieved completely when her primary care provider prescribed combined 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-59058-1_1&domain=pdf
https://doi.org/10.1007/978-3-030-59058-1_1#DOI
mailto:MWilliams28@wisc.edu
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Menopause results from the permanent cessation of ovarian function secondary to 
natural senescence of the ovaries or iatrogenic disruption of ovarian function second-
ary to surgical removal or damage from chemotherapy or radiation. Natural meno-
pause is diagnosed after the cessation of menses for 1 year, and is on average diagnosed 
at age 51 in the United States. With an average life expectancy of 81.6 years, women 
in the United States can expect to spend more than 30 years in menopause [1]. The 
decline in ovarian function and hormone production—estrogen, progesterone, and 
testosterone—leads to a number of physiologic changes during the menopausal tran-
sition. Women frequently complain of vasomotor symptoms (VMS), also known as 
hot flashes and night sweats, genitourinary symptoms such as vaginal dryness, as well 
as changes in memory, mood, sleep, and weight. Vasomotor complaints are the most 
commonly discussed symptoms of menopause. The etiology of these hot flashes is 
incompletely understood, but is thought to be related to dysregulation of the thermo-
neutral regulatory zone in the hypothalamus. Hot flashes are thought to occur when 
the core body temperature is triggered to rise above the upper threshold of this narrow 
thermoneutral zone; shivering occurs when the core body temperature falls below the 
lower threshold. Recent research has implicated the KNDy—kisspeptin, neurokinin 
B, and dynorphin— neuron complex located in the arcuate nucleus as a mediator of 
estrogen signals to the thermoregulatory center [2].

Vasomotor symptoms are characterized by intense, recurrent episodes of warmth 
that begin centrally and progress to the upper body, culminating in flushing of the 
face followed by chills and sweating; 75–80% of menopausal women will experi-
ence bothersome hot flashes that may occur during waking hours or sleep [3, 4].

When these symptoms occur at night, they are referred to as night sweats; they 
often occur during and are disruptive to sleep. Vasomotor symptoms can vary in 
severity and frequency.

While vasomotor symptoms appear to be most intense during the menopausal tran-
sitions and early menopausal periods, these symptoms may continue and adversely 
impact the quality of life of older women. Nearly 20% of women visiting a meno-
pausal consultation clinic at the Mayo Clinic were 60 years of age or older [5].

Forty-two percent of women aged 60–65 will experience moderate to severe hot 
flashes [6]. About 12% of women aged greater than 67 and ~20 years beyond the 
age of menopause report clinically significant vasomotor symptoms [7]. 16% of 
Swedish women older than age 85 report vasomotor symptoms several times per 

hormone therapy containing estrogen and progesterone. After 2 years of hor-
mone therapy, her primary care provider discontinued the hormone therapy 
out of concern for an increased risk of cancer and cardiovascular disease. She 
now has had a return of symptoms: severe hot flashes, approximately five to 
ten per day, sleep disrupted by night sweats, and uncomfortable sex, which 
she attributes to an increasingly dry vagina. She has tried over-the-counter 
herbs and supplements to relieve her symptoms; they have not helped. 
Glycerin and water-based lubricants did not help her vaginal symptoms.

M. Williams
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week, though only 6% were using hormone therapy (HT) to treat these symptoms 
[8]. The presence of vasomotor symptoms has implications for poorer physical and 
psychological health: increased risk of coronary heart and cardiovascular disease, 
osteoporosis, and increased depression [9–11]. Women with hot flashes have 
increased visits for outpatient health care.

The costs, direct and indirect, associated with treating vasomotor symptoms is 
estimated to be hundreds of million dollars annually. Vasomotor symptoms are clin-
ically diagnosed through patient report and history. Associated risks factors include: 
cigarette smoking, obesity, depressive symptoms, low educational attainment, and 
African American ethnicity [4, 12].

It is important to rule out other conditions as these symptoms can be provoked by 
medications, infections, endocrinopathies, and infections in older women (Table 1.1).

Laboratory measurement of hormone levels is often unnecessary to make a diag-
nosis of menopausal vasomotor symptoms. Women often report a sudden feeling of 
intense heat that begins centrally, radiates to the upper body and face, followed by 
increased sweating in the same areas. These hot flashes typically last about 2–5 min. 
The skin temperature may rise 1–7° and the heart rate may increase 5–7 beats/min. 
Following the resolution of the hot flash and sweating, women may also experience 
chills due to the rapid decline in skin and core body temperature.

�Treatment

Estrogen therapy is the most effective treatment of vasomotor symptoms. For women 
with intact uteri, progestogen therapy is required for endometrial protection from the 
proliferative effects of systemic estrogen on the endometrium. A Cochrane review 
showed that estrogen alone, or combined with progestogen, is significantly more effec-
tive than placebo in reducing the severity of vasomotor symptoms and the frequency of 
symptoms by 75% [13]. Unfortunately, there has been a marked decline in the use of 
hormone therapy since the release of the Women’s Health Initiative (WHI) study results 
in 2002. This randomized control trial was designed to assess the benefits of hormone 
therapy for chronic disease prevention and cancer in a healthy menopausal cohort. 
Patients who received estrogen alone had reduction in breast cancer risk, no increase in 
cardiovascular disease events, and a decrease in risk of fractures and colon cancer. Five 
years of estrogen–progestogen use resulted in a nominal increased risk of coronary heart 
disease (CHD), breast cancer, venous thromboembolic disease, and strokes.

Table 1.1  Conditions and medications that trigger or mimic vasomotor symptoms

Tumors/cancer: hypothalamic, pituitary gland, pheochromocytoma, carcinoid, pancreatic, renal 
cell
Diet: alcohol, spicy foods, monosodium glutamate (MSG)
Infections: tuberculosis or HIV
Medical conditions: thyroid disorder, mast cell disorders
Medications: chronic opioid use or opioid withdrawal, SSRIs, nitroglycerin, nifedipine, niacin, 
vancomycin, calcitonin, and antiestrogens (such as tamoxifen or aromatase inhibitors)
Anxiety disorders

1  Menopause Management
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The majority of the study population were older than age 60 and the oldest 
participants aged 79 [14]. Very few women in the trial reflected the population for 
whom hormone therapy is typically prescribed, women who are within 10 years 
of the final menstrual period and less than 60 years of age. These results have been 
overgeneralized to women of all age ranges and hormone therapy formulations, 
despite utilizing one route of administration, oral, and one formulation of estro-
gen: conjugate equine estrogen (CEE) or medroxyprogesterone acetate (MPA). 
More recent hormone therapy trials and follow-up reanalysis of the WHI results 
provide additional perspectives and guidance about the safe use of hormone ther-
apy to treat menopausal symptoms. Moreover, 18-year follow-up data from the 
WHI show that the use of CEE with MPA for 5.6 years or CEE alone for 7.2 years 
was not associated with an increased risk of all-cause, cardiovascular, or total 
cancer mortality [15].

Based upon the best available data, hormone therapy is safe to use for the treat-
ment of moderate to severe vasomotor symptoms and the genitourinary syndrome 
of menopause (GSM). Hormone therapy, however, should not be used to prevent 
chronic disease.

Hormone therapy (HT) is available in various formulations—oral, transdermal, 
and vaginal—and dose preparations—standard and low dose—all of which may 
yield variable response. The risks of HT differ depending on type, dose, duration of 
use, route of administration, timing of initiation, and whether a progestogen is used. 

The Bottom Line on Hormone Therapy from the Women’s Health Initiative 
and observational studies:

•	 The benefits of hormone therapy exceed the risk in most women.
•	 For women younger than age 60 or who are within 10 years of menopause 

and without contraindications, hormone therapy has a favorable benefit–
risk ratio when used to treat moderate to severe vasomotor symptoms.

•	 The benefit–risk ratio is less favorable for women who initiate hormone 
therapy more than ten years after onset of menopause or who are older than 
age 60 due to the increased age-related risk of coronary heart disease, 
stroke, venous thromboembolism, and dementia.

•	 In 18  years of follow-up data, hormone therapy with conjugate equine 
estrogen plus medroxyprogesterone acetate for ~5 years or with conjugate 
equine estrogen alone for ~7.2 years, was not associated with risk of all-
cause, cardiovascular, or cancer mortality during a cumulative follow-up 
of 18 years.

•	 Annual evaluation of symptoms and documentation of persistent symp-
toms as well as the shared decision-making process should occur in the 
setting of extended duration of use for persistent vasomotor symptoms 
[15, 16].

M. Williams
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Treatment should be individualized to identify the most appropriate HT type, dose, 
formulation, route of administration, and duration of use, using the best available 
evidence to maximize benefits and minimize risks, with periodic reevaluation of the 
benefits and risks for continuing or discontinuing HT. Individualization is likely to 
improve symptom relief, optimize patient adherence and satisfaction, and minimize 
associated risks.

Commonly prescribed hormonal therapies may be found in Tables 1.2, 1.3, 
and 1.4.

�Commonly Prescribed Hormone Therapies

A list of updated government-approved drugs for the treatment of menopausal 
symptoms may be found at http://www.menopause.org/docs/default-source/profes-
sional/nams-ht-tables.pdf [17]

MenoPro is a mobile app (https://www.menopause.org/for-professionals/-i-
menopro-i-mobile-app) [18] produced by The North American Menopause Society 
(NAMS) that can be used by both clinicians and patients to individualize and per-
sonalize treatment decisions. It considers patients’ personal treatment preferences, 
medical history, and underlying risk factors. Nonhormonal and hormonal treatment 
options are imbedded in the app.

Caution must be taken when considering the use of systemic hormone therapy to 
treat women more than 10 years from the diagnosis of menopause or those who are 
over the age of 60. Hormone therapy initiated between the age of 50 and 59, and 
within 10 years of the onset of menopause may be associated with a reduced risk of 
CHD [19]. However, initiating hormone therapy in women older than age 60 and in 
those women who are more than 10 years from the onset of menopause increases 
the risks of stroke, venous thromboembolism (VTE), and pulmonary embolism 
(PE) [20] for women who have age-related risks for these conditions. The NAMS, 

Table 1.2  Combined hormone therapy

Product 
name(s) Estrogen Progestogen
Prempro 0.625 mg conjugated estrogens 2.5 or 5 mg medroxyprogesterone 

acetate
0.3 or 0.45 conjugated estrogens 1.5 mg medroxyprogesterone 

acetate
Femhrt 5 μg ethinyl estradiol 1 mg norethindrone acetate

2.5 μg ethinyl estradiol 0.5 mg norethindrone acetate
Activella 1 mg 17β-estradiol 0.5 mg norethindrone acetate

0.5 mg 17β-estradiol 0.1 mg norethindrone acetate
Angeliq 0.5 mg 17β-estradiol 1 mg drospirenone

0.25 mg 17β-estradiol 0.5 mg drospirenone
Climara Pro 0.045 mg 17β-estradiol 0.015 mg levonorgestrel
CombiPatch 0.05 mg 17β-estradiol 0.14 mg norethindrone acetate
Duavee 0.45 mg conjugated estrogens + 20 mg 

bazedoxifene

1  Menopause Management
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Table 1.3  Estrogen-only therapy

Oral products
Composition Product name(s) Range of available dose strengths
Conjugated 
estrogens

Premarin 0.3–1.25 mg

Synthetic 
conjugated 
estrogens, A

Cenestin 0.3–1.25 mg

Synthetic 
conjugated 
estrogens, B

Enjuvia 0.3–1.25 mg

Esterified 
estrogens

Menest 0.3–1.25 mg

17β-estradiol Estrace, various 
generics

0.5–2.0 mg

Estradiol acetate Femtrace 0.45–1.8 mg
Estropipate Ortho-Est 0.625 mg (0.75 mg estropipate, calculated as 

sodium estrone sulfate 0.625 mg) to 5.0 mg (6.0 
mg)

Transdermal products
17β-estradiol 
matrix patch

Alora, Climara, Esclim, 
Fempatch, Menostar, 
Vivelle, Vivelle-Dot, 
various generics

0.014–0.1 mg delivered daily; applied once or 
twice weekly

17β-estradiol 
reservoir patch

Estraderm 0.05–0.1 mg delivered daily; applied twice weekly

17β-estradiol 
transdermal gel

EstroGel, Elestrin, 
Divigel

Applied daily via metered pump or packet 
delivering 0.52–0.75 mg of 1/β-estradiol in gel

17β-estradiol 
topical emulsion

Estrasorb 2 packets applied daily

17β-estradiol 
transdermal 
spray

Eva mist 1 spray/d, up to 2–3/d if needed

Vaginal products
Estradiol acetate 
vaginal ring

Femring Device containing 12.4 or 24. 8 mg estradiol 
acetate releases 0.05 mg/d or 0.10 mg/d estradiol 
for 90 days (both doses release systemic levels for 
treatment of vulvovaginal atrophy and vasomotor 
symptoms)

Table 1.4  Progesterone only therapy

Product name(s) Composition Dosage (mg/d)
Provera (generic(s) 
available)

Medroxyprogesterone 
acetate

5, 10 (administer cyclically 12–14 d/
mo)

Prometrium Micronized progesterone 200 (administer cyclically 12 d/28-d 
cycle)

Levonorgestrel IUD* Levonorgestrel IUD 52 mg over a 5 year period
*Indicates off label use of the the Levonorgestrel IUD for endometrial protection

M. Williams
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Endocrine Society, and American College of Obstetricians and Gynecologists 
(ACOG) advise against arbitrary age-related treatment discontinuation. Treatment 
decisions should be individualized through a shared decision-making framework 
that accounts for symptom severity, an analysis of risks and benefits of HT, and the 
patients’ treatment goals. Annual evaluation of symptoms and treatment continua-
tion is recommended [16, 21, 22].

For women who present with new onset vasomotor symptoms (VMS), it is impor-
tant to evaluate for medications or other conditions that may contribute to VMS.

Systemic hormone therapy use is contraindicated in the setting of unexplained vagi-
nal bleeding, severe active liver disease, prior estrogen-sensitive breast or endometrial 
cancer, coronary heart disease (CHD), stroke, dementia, personal history or inherited 
high risk of thromboembolic disease, porphyria cutanea tarda, or hypertriglyceridemia.

Many menopausal women report distressing sleep disruptions, mood instability, 
and cognitive impairment. All of the changes may be attributable to the general 
effects of aging. While these concerns should be fully evaluated, there is no clear 
benefit to using hormone therapy to treat sleep, mood, memory, dementia, or cogni-
tive changes in women. Please see the chapters on sleep and depression for more 
guidance on evaluation and treatment.

For women who are not candidates for or elect to not use hormone therapy, there 
are many nonhormonal options. SSRIs and SNRIs are frequently used to treat vaso-
motor symptoms (Table 1.5). Paroxetine salt 7.5 mg is the only nonhormonal phar-
macologic treatment approved by the FDA for moderate to severe vasomotor 
symptoms. The frequency and severity of vasomotor symptoms and sleep disrup-
tions improve typically within 2 weeks, without increasing weight gain or diminish-
ing libido. Off-label use of other SSRIs and SNRIs leads to mild to moderate 
improvement in VMS; these include escitalopram, citalopram, venlafaxine, desven-
lafaxine, and paroxetine. Paroxetine and fluoxetine should be avoided in patients 
using tamoxifen as these drugs inhibit the CYP2D6 enzyme that converts tamoxifen 
to its active metabolite. SNRIs are safer, more effective options for these patients.

The gabapentinoids, gabapentin and pregabalin, are effective at improving hot 
flashes. Gabapentin may also improve sleep patterns in symptomatic patients. 
Suggested dosing for off-label use of gabapentin is 300  mg three times daily, 
900 mg/day. Consider titrating slowly to reduce adverse side-effects such as dizzi-
ness, unsteadiness, and drowsiness. These side-effects typically improve in 
1–2 weeks and resolve in 4 weeks.

Weight loss, mindfulness-based stress reduction, soy isoflavones derivatives and 
extracts, and stellate ganglion blockade are recommended with caution as there is 
evidence to suggest that these options may be beneficial in some circumstances; 
however, more evidence is needed. While lifestyle practices and modifications such 

Case (Continued)
Following a discussion of her symptoms and hormonal treatment options, 
Ann and her provider determine that she is a good candidate for hormone 
therapy; however, Ann wants to explore nonhormonal options as well.

1  Menopause Management
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as exercise, yoga, cooling, and avoidance of triggers that may provoke vasomotor 
symptoms (spicy foods, alcohol, hot foods, or liquids) are reasonable and may be 
beneficial to overall health, there is good evidence that they are unlikely to alleviate 
quality of life. Herb and supplements, black cohosh, evening primrose oil, omega-
3s, ginseng, vitamins, among other over-the-counter products, should not be recom-
mended until higher-quality trials are performed that demonstrate their efficacy.

�Genitourinary Syndrome of Menopause (GSM)

The lack of estrogen following menopause directly impacts the urogenital and vulvo-
vaginal tissues. Estrogen receptors are highly concentrated in the urogenital tract along 
the bladder trigone, the vulvar, and vaginal tissues. The loss of estrogen then results in 
numerous physical changes to these tissues: decreased collagen, elastic and vascular 
flow, and increased alkalization of the vagina. The decreased estrogenic state results in 
thinning, inflammation, keratinization, and atrophy for the vulvovaginal tissue [23].

As the vaginal pH becomes more basic causing shifts in the vaginal flora, the risk 
for vaginal infections increases. The vulvovaginal tissue becomes less flexible and 
elastic. The labia minora and vaginal epithelium become thin and the vaginal rugae 

Table 1.5  Suggested dosing ranges for nonhormonal prescription therapies

SSRIs
Paroxetine salt 7.5 mg Single dose, no titration needed
Paroxetine 10–25 

mg/d
Start with 10 mg/d

Citalopram 10–20 
mg/d

Start with 10 mg/d

Escitalopram 10–20 
mg/d

Start with 10 mg/d (for sensitive or older women, start with 5 
mg/d for titration, but this dose has not been tested for efficacy)

SNRIs
Desvenlafaxine 100–150 

mg/d
Start with 25–50 mg/d and titrate up by that amount each day

Venlafaxine 37.5–150 
mg/d

Start with 37.5 mg/d

Gabapentinoids
Gabapentin 900–2,400 

mg/d
Start with 300 mg at night, then add 300 mg at night, then a 
separate dose of 300 mg in the morning (start 100 mg if 
concerned about sensitivity)

Pregabalin 150–300 
mg/d

Abbreviations: SNRIs serotonin-norepinephrine reuptake inhibitors, SSRIs selective serotonin 
reuptake inhibitors

Case (Continued)
Prior to making a final decision about treating her vasomotor symptoms, Ann 
wishes to learn more about treatment for vaginal dryness and sexual 
discomfort.

M. Williams
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diminish. The introital tissues retract leading to a more prominent urethra meatus, 
which is subject to increased irritation and trauma. Acute and recurrent urinary tract 
infections (UTIs) may become more prevalent [24].

Collectively, these changes (Table 1.6) are termed the genitourinary syndrome of 
menopause (GSM) and are experienced by as many as 50% of menopausal women 
[24–26].

Women may report vaginal dryness, burning, itching, and irritation; and urinary 
frequency, urgency, and dysuria. Patients may experience these symptoms in the 
absence of sexual activity; those who are sexually active may experience dyspareu-
nia and postcoital bleeding due to decreased lubrication of the vagina and vulvar 
tissues. Many women report that these symptoms affect their quality of life. Despite 
the impact and prevalence of vulvovaginal symptoms, the GSM is often underdiag-
nosed and undertreated by many health care providers. Less than 5% of menopausal 
patients recognize these symptoms as being related to menopause [27].

�Treatments for Sexual Dysfunction Related to Genitourinary 
Syndrome of Menopause

Unlike vasomotor symptoms, GSM symptoms are chronic and progressive and do 
not improve over time unless they are treated, and will only get worse if not treated. 
First-line treatment for mild GSM includes vaginal moisturizers and lubricants 
(Table 1.7). Moisturizers do not cure atrophic conditions; however, using them two 
to three times weekly can provide temporary relief by reducing pain, itching, and 

Table 1.6  Genitourinary 
syndrome of menopause: 
symptoms and signs

Symptoms
 � Vulvar pain, burning, or itching
 � Vaginal dryness or discharge
 � Dyspareunia
 � Spotting or bleeding after intercourse
 � Urinary pain or discomfort, frequency, urgency, or 

recurrent infections
Signs, external genitalia
 � Decreased labial size
 � Loss of vulvar fat pads
 � Vulvar fissures
 � Receded or phimotic clitoris
 � Prominent urethra with mucosal eversion or prolapse
Signs, vagina
 � Introital narrowing
 � Loss of elasticity with constriction
 � Thin vaginal epithelial lining
 � Loss of mature squamous epithelium
 � Pale or erythematous appearance
 � Petechiae, ulcerations, or tears
 � Alkaline pH (>5.5)
 � Infection (yellow or greenish discharge)

Source: Adapted from Ref. [28]

1  Menopause Management
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irritation [24]. Moisturizers containing hyaluronic acid have been found to normal-
ize vaginal pH, reduce itching, dryness, dyspareunia, and improve symptoms of 
vaginal atrophy equivalent to local estrogen in some studies [29].

The options for over-the-counter lubricants and moisturizers are endless, though 
not all are created equally.

Many water-based lubricants have been found to be hyperosmolar with the 
potential to cause more damage to fragile vaginal tissue. The World Health 
Organization recommends lubricants not exceeding 380 mOsm/kg, though a maxi-
mum of 1200 mOSm/kg is acceptable. Recommended iso-osmolar products that fall 
within the pH range of a healthy vagina, 3.8–4.5, or those that are silicone based are 
ideal to prevent further tissue damage and recurrent UTIs, yeast infections, and 
bacterial vaginosis. Patients should avoid products containing flavors, warming 
properties, parabens, glycerin, and spermicides because they too may further irritate 
the vaginal and vulvar tissues. Natural oils (e.g., olive, coconut) may promote vagi-
nal infections.

Vaginal dilators and pelvic floor physical therapy may be utilized to improve and 
maintain vaginal patency and caliber for women who experience vaginismus associ-
ated with decreased elasticity of the introitus and pelvic floor hypertonicity that may 
result in dyspareunia. (See also Chapter 12). A list of nonpharmacologic therapies 
for GSM management is provided in Table 1.8.

There are a number of pharmacologic treatment options for treating GSM 
(Table 1.9).

Low-dose vaginal estrogen is the most effective local treatment for GSM and is 
the preferred treatment option for sexual dysfunction related to genitourinary 

Table 1.8  Nonpharmaco-
logic therapies for GSM 
management

Education and normalization
Lubricants
Moisturizers
Painless stimulation or sexual activity
Vaginal dilators
Pelvic floor physical therapy
Psychotherapy/behavior counseling 
and/or sex therapy

Table 1.7  Commonly 
recommended lubricants and 
moisturizers

Lubricants
Water based
 � Astroglide Liquid, Astroglide Gel, Liquid 

Astroglide
 � Just Like Me, K-Y Jelly, Pre-Seed, Slippery Stuff, 

Liquid Silk
Silicone based
 � Astroglide X, ID Millennium, K-Y Intrigue Pink, 

Pjur, Eros
Moisturizers
Replens, Me Again, Vagisil, Feminease, K-Y SILK-E, 
Luvena, Sliken Secret

M. Williams
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symptoms of menopause. Estrogen is important for the maintenance and function-
ing of the vaginal epithelium, thickens the basalis layer, and plays an important role 
in vasodilation to increase vaginal, clitoral, and urethral blood flow [30].

Improvement in the vulvar and vaginal tissue may be seen within 6–8 weeks. 
Prior to the use of estrogen, a physical exam should be performed to confirm a 
hypoestrogenic state and to rule out other pathologies. Local vaginal estrogen is 
available in many forms: cream, tablet, soft gel ovule, vaginal ring. Most have simi-
lar efficacy; thus, patient preference, cost, and ease of administration should be 
discussed with patients when choosing a method.

Progesterone is not generally indicated for endometrial protection with the use of 
local estrogen, though safety data for >1  year are not available [16]. Long-term 
follow-up data are not available to provide guidance about the optimal duration of 
use of vaginal estrogen, especially in those women who are breast cancer survivors. 
Low-dose vaginal estrogen use for 1–18 years did not appear to be associated with 
changes in breast density or Bi-RADS breast cancer risk scores in a small cohort of 
women, which included three breast cancer survivors [31].

For women who simultaneously experience systemic vasomotor symptoms and 
GSM and vasomotor symptoms, low-dose transdermal estradiol has demonstrable 
benefit in increasing frequency of sexual activity, sexual fantasies, and degree of 
enjoyment, and causing decrease in pain during intercourse. However, arousal and 
orgasm were not enhanced by transdermal estradiol treatment [32].

Ospemifene is a selective estrogen receptor modulator (SERM) that has demon-
strated statistical and clinical improvements in the vaginal maturation index, vaginal 

Table 1.9  Pharmacologic treatments for GSM

Treatment Product name(s) Initial dose Maintenance dose
Vaginal products
Creams
17β-estradiol Estrace Vaginal 

Cream
0.5–1 gm/d for 2 wk 0.5–1 gm/d × 1–3 

per wk
Conjugated estrogens Premarin Vaginal 

Cream
0.5–1 gm/d for 2 wk 0.5–1 gm 1–3 per 

wk
Vaginal ring
17β-estradiol vaginal 
ring

Estring 2 mg releases 7.5 μg/d for 
90 days

Change q 90d

Vaginal inserts
Estradiol hemihydrate 
vaginal tablet

Vagifem, 
Yuvafem, generic

10 μg insert 1/d × 2 wk 1 tablet twice per 
wk

17β-estradiol soft gel 
ovule

Imvexxy 4 or 10 μg 1/d × 2 wk, 
followed by 1 ovule twice 
weekly

1 gel ovule twice 
per wk

Prasterone (DHEA) Intrarosa 6.5 mg insert 1/d (DHEA) 6.5 mg insert 1/d
Vulvar products
Lidocaine 4% Aqueous 

lidocaine
Applied to vestibule before 
sexual activity

Oral products
Ospemifene Osphena 60 mg/d orally 60 mg/d orally

1  Menopause Management
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pH, and subjective vaginal dryness up to 1 year. With agonistic function at the geni-
tal tract and antagonistic properties on the breast and endometrial tissue, it has 
favorable effects on breast tissue and the endometrium, making it a safe option for 
current breast cancer patients or survivors or those in whom using an estrogen prod-
uct is not ideal or desired. Clinical evidence shows decrease in palpable and abnor-
mal mammographic findings, and the endometrium remains atrophic after 1 year of 
use [33].

In a review of preclinical and clinical studies, there were no reported cases of 
endometrial or breast cancer with ospemiphene use [34].

Ospemifene is dosed orally, 60 mg daily, and is a good option for those who can-
not or prefer not to use a vaginal product. Patients may require a 6-month trial 
before noticing an improvement in dyspareunia. Ospemifene should be avoided in 
patients with undiagnosed vaginal bleeding, estrogen-dependent neoplasia, and 
inpatients with venous or arterial thromboembolic disease.

Intravaginal dehydroepiandrosterone (DHEA), prasterone, is FDA-approved for 
treatment of moderate to severe dyspareunia associated with GSM. Prasterone binds 
to both estrogen and androgen receptors and is aromatized to estrone and estradiol. 
Daily use is associated with clinically and statistically proven benefits in the vaginal 
maturation index, vaginal pH, vaginal dryness, and dyspareunia. While estrogen 
therapy is effective in the superficial mucosal layer, DHEA improves all three layers 
of the vaginal epithelium, improving the density of collagen fibers in the intermedi-
ate layer and stimulating the muscular third layer. Maximal benefits are seen after 
2 weeks of daily dosing.

Currently, no hormonal formulation has been FDA-approved for use in women 
with a history of hormone receptor positive breast cancer. Nonhormonal therapy is 
first-line therapy for GSM symptoms in estrogen-sensitive breast and gynecologic 
cancer survivors. Prasterone, an estrogen precursor, has not yet been studied with 
breast cancer population. Use of vaginal estrogen or prasterone is considered off 
label and should be used with caution in estrogen- sensitive cancer survivors. The 
American Society of Clinical Oncology (ASCO) Sexual Health Guideline advises 
that clinicians may offer prasterone for women with a current or history of breast 
cancer who are on aromatase inhibitors and have not responded to previous treat-
ment [35].

Use of estrogen and other hormone therapy in this population requires shared 
decision-making. Treatment should focus on the lowest effective dose for the least 
amount of time to enable function and alleviate symptoms [36]. The patient’s 
oncology team should be consulted prior to initiating hormone therapy. Ospemifene 
use in breast cancer survivors is considered off label. While initial studies show 
promise in using CO2 laser therapy therapy to improve GSM symptoms, the FDA 
has issued a warning against its use for these symptoms until further studies are 
conducted.

Numerous effective pharmacologic and nonpharmacologic options are available 
to treat both menopausal vasomotor and genitourinary symptoms for older women. 

M. Williams



13

These include hormonal and nonhormonal treatment options. Shared decision-
making and individualization are important to address the menopausal concerns of 
older women.
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Key Points
•	 Randomized trials have consistently shown that screening mammography 

decreases breast cancer mortality in women aged 50–74.
•	 No randomized trials of breast cancer screening have included women 

over age 74.
•	 Women with less than 10 years of life expectancy likely will not benefit 

from screening detection of breast cancer.
•	 The majority of breast cancer risk for older women comes from age rather 

than hormonal exposures earlier in life.
•	 The decision to continue screening beyond age 74 should consider comor-

bidities and life expectancy, patient values, harms of screening, and the 
limited evidence in older women.

Case
Ms. Jones is a 77-year-old woman with hypertension, osteoarthritis, and obe-
sity (BMI 37) who comes to clinic for her annual exam. She had a myocardial 
infarction with stent placement 2 years ago but lives independently. She went 
through menopause at age 50, had two children, the first at age 23, and has not 
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�Breast Cancer Epidemiology

Breast cancer is the most common cancer for women in the United States, with 
approximately 12.8% of women being diagnosed with breast cancer in their lifetime 
[1]. The median age of diagnosis of breast cancer is 62 years. A significant propor-
tion of women is diagnosed at older ages, with 31% of breast cancer diagnoses and 
47% of breast cancer deaths in women 70 and older (Fig. 2.1) [1]. Breast cancer 
incidence increases with age and peaks at 452 cases per 100,000 women aged 70–79 
[1, 2]. A woman in the USA who has remained cancer free to age 75 still has a 5.2% 
chance of developing breast cancer in her lifetime [3].
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Fig. 2.1  The chart displays the percentage of new breast cancer cases and breast cancer deaths by 
age group using data from the Surveillance, Epidemiology, and End Results (SEER) Program [1]. 
(Link: https://seer.cancer.gov/statfacts/html/breast.html)

taken any hormone replacement therapy. She is engaged with her retired liv-
ing community. She has continued to receive screening mammograms regu-
larly since age 45. She had one breast biopsy at age 47 for calcifications that 
was benign. She wonders if she is due for a mammogram today.

L. Bozzuto
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�Screening Modalities

As with any screening program or test, the goals of breast cancer screening are to 
detect preclinical disease in asymptomatic patients, prevent adverse outcomes from 
more advanced stage at diagnosis, improve survival from detection at early stage, 
and decrease the need for more intense treatment.

�Mammography

Mammography is the gold standard for screening detection of breast cancer. 
Mammography has traditionally been performed in two views. In tomosynthesis, or 
3D mammography, the X-ray tube is moved through an arc and images are recon-
structed in layers [4]. This technology has been shown to have better ability to dis-
tinguish abnormalities in overlapping or dense breast tissue, which is less common 
in older patients.

The performance of mammography as a test to detect cancer increases with the 
age of patients. The sensitivity and specificity of mammography are highest in 
women over 80 (Table 2.1), leading to fewer false positive tests in this population [2].

�Clinical Breast Exams

Clinical breast exams (CBEs) may be offered to women, but there is uncertainty 
about the benefits (Table 2.2). A helpful video about CBE can be found at this link: 
https://www.youtube.com/watch?v=pJ55UtP0_nA

Table 2.1  Performance of screening mammography by age

Sensitivity Specificity Positive predictive value

Age 50 73% 92% 22%
Age 80 86% 94% 41%

Note: Table created using data from Walter et al. [2]

Table 2.2  Clinical breast exam recommendations for average-risk women by organization

National 
Comprehensive 
Cancer Network 
[5]

American 
Cancer 
Society [6]

US Preventative 
Services Task 
Force [7]

American College of 
Obstetricians and 
Gynecologists [8]

Recommendation Every 1–3 years 
for age 25–39; 
annually for age 
40+

Not 
recom-
mended

Insufficient 
evidence to 
recommend for 
or against

May be offered in context 
of shared decision-making 
every 1–3 years for age 
25–39; annually for age 
40+

2  Breast Cancer Screening in Older Women
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Systematic reviews conclude that clinical breast exams in addition to mammog-
raphy increase detection of invasive cancers by 2–6% compared to mammogram 
alone, but also significantly increase the rate of false positives, and do not signifi-
cantly improve outcomes [9, 10]. However, this research has been done in younger 
women, often simultaneously undergoing mammography. For older women, clinical 
breast exams may be an acceptable alternative after cessation of imaging screening.

�Other Screening Methods

Ultrasound and magnetic resonance imaging (MRI) are not recommended for pri-
mary screening for breast cancer. Ultrasound has been shown to have high false 
positives, is time intensive, and difficult to reproduce [11, 12]. MRI has high sensi-
tivity but low specificity, and it is used as an adjunct screening method for high-risk 
patients. High-risk patients are defined as those with a BRCA 1 or 2 mutation, other 
known gene mutation conferring a high lifetime risk of breast cancer, history of 
mantle irradiation, or lifetime risk of breast cancer over 20% based on other factors 
like family history, prior atypia, or other exposures [5]. There are no guidelines on 
when to stop supplemental MRI screening for high-risk patients.

Case (Continued)
You explain to Ms. Jones that guidelines about screening mammography differ. 
While it is clear that screening mammography saves lives in women up to age 
74, there are limited data to guide screening for women her age. She is terrified 
of breast cancer because her sister-in-law died from it. She feels like she is 
pretty healthy, other than knowing she should lose weight, and she would feel 
better continuing with annual mammograms. You order her mammogram.

�Estimating Benefits and Harms of Screening

�Benefits

Meta-analyses of randomized trials have consistently shown benefit from screening 
mammography in women aged 50–74, with decreases in breast cancer mortality of 
15–25% for women in this age group [2, 7, 13, 14].

None of the prospective randomized trials have included women aged 75 or older. 
Retrospective cohort studies and case-control studies have shown reduction in breast 
cancer mortality with screening for older women in good health (Charlson comorbid-
ity score < 2) [2]. Additionally, these studies show patients are diagnosed at earlier 
stages of disease, which may enable treatment with less aggressive options [3]. In 
one study, mammographic detection compared to physical exam detection of breast 
cancer was associated with a 50% lower risk of death in women 80 and older in good 
health [15]. These studies are at significant risk of selection and lead-time bias [2].
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Cost-effectiveness analyses also show it is cost-effective to screen women bien-
nially up until a life expectancy of 9.5 years [2, 16].

�Harms

Harms of breast cancer screening include pain, anxiety, cost, false positives, and 
overdiagnosis.

False positives are a significant risk for older women and lead to unnecessary 
tests and procedures with risks of complications. Among women 75 and older under-
going biennial screening, the cumulative probability over 10 years of screening of a 
false positive is 14–27%, a rate that doubles if annual screening is performed [2].

Cancers found by overdiagnosis are defined as cancer found by screening that 
would otherwise not affect the woman’s overall health and lifespan if not detected [17]. 
This risk increases with age as life expectancy declines and with less aggressive can-
cers found in older women. Estimations of overdiagnosis of breast cancer range greatly, 
from 0 to 54%; however, most experts suggest a reasonable estimation at 30% [2].

�Guidelines

Differences in judgments about the balance of the benefits and harms of the evi-
dence have led to lack of consensus among professional societies as to the ages to 
start and stop breast cancer screening, as well as the frequency of screening. 
Figure 2.2 displays breast screening recommendations by organization and includes 
recommendations from the American Cancer Society (ACS), the American College 
of Obstetricians and Gynecologists (ACOG), the American College of Radiologists 
(ACR), the United States Preventative Services Task Force (USPSTF), and the 
National Comprehensive Cancer Network (NCCN). Specific recommendations 
from each organization are listed in the caption.

Guidelines are limited in recommendations for older women. Because women 
75 years and older were excluded from randomized controlled trials on breast can-
cer screening, there is limited evidence on which to base guideline recommenda-
tions. Because of the lack of trial data in older women, most guideline organizations 
recommend an individualized approach rather than a specific age cutoff (Table 2.3).

Case (Continued)
Ms. Jones’ screening mammogram comes back with a new asymmetry in her 
left breast. She undergoes diagnostic mammogram and ultrasound, followed 
by a stereotactic biopsy. She develops a moderate hematoma after the biopsy. 
The results show a 7 mm grade 1 invasive ductal carcinoma that is estrogen 
receptor positive, progesterone receptor positive, and HER2 not amplified. 
She undergoes lumpectomy and sentinel node biopsy with a positive margin 
and requires a second surgical procedure. She then undergoes radiation. She 
has started an aromatase inhibitor for 5 years but now experiences significant 
joint pain and finds it difficult to remain as active as she once was.

2  Breast Cancer Screening in Older Women
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Screening recommendations by organization

Fig. 2.2  ACS: American Cancer Society [6, 9]; can offer age 40–45; recommend starting age 45; 
annual screening 40–54 if undertaken; biennial recommended after 54, but can continue annual. 
ACOG: American College of Obstetricians and Gynecologists [8]; screening age 40–49 after 
shared decision-making; recommend by age 50, annual or biennial. ACR: American College of 
Radiologists [18]; start age 40; annual. USPSTF: U.S. Preventative Services Task Force [7]; age 
40–49; individual discussion; recommend starting age 50, biennial. NCCN: National 
Comprehensive Cancer Network [5]; start age 40; annual

Table 2.3  Guidelines for screening mammography in older women

Organization
Year 
issued Screening recommendation

American Cancer 
Society [6]

2015 Screening should continue as long as a woman is in good 
health and is expected to live an additional 10 years or 
longer

American College of 
Obstetricians and 
Gynecologists [8]

2017 Continue until age 75 years; beyond age 75 years, the 
decision to discontinue should be based on a shared 
decision-making process that includes a discussion of the 
woman’s health status and longevity

American College of 
Radiology [18]

2017 No recommendation to stop on basis of age; screening 
should be tailored to individual circumstances such as life 
expectancy, comorbidities, and intention to see and tolerate 
treatment; if performed, annual screening recommended

U.S. Preventative 
Services Task Force [7]

2016 No recommendation; evidence on mammography screening 
in women aged 75 and older is insufficient, and the balance 
of benefits and harms cannot be determined; (Cat I)

National Comprehensive 
Cancer Network [5]

2019 No established upper age limit for screening; if a patient has 
severe comorbid conditions limiting life expectancy and no 
further intervention would occur based on screening 
findings, then the patient should not undergo screening 
regardless of age
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�Estimating Breast Cancer Risk

In older women, age is the major risk factor for breast cancer [2]. Hormonal expo-
sures in the distant past are less predictive of breast cancer risk in older women, and 
models that include these factors, such as the Gail model, perform poorly in women 
over 70 [2] (Link to Gail Model: https://bcrisktool.cancer.gov/calculator.html). One 
assessment of Gail model performance in a population of women 70 and older 
showed it accurately predicted breast cancer only 54% of the time [19].

�Breast Cancer Survivors

Some older women may have a distant history of breast cancer and no longer be 
followed by an oncologist. After a diagnosis of breast cancer, current guidelines 
from the American Cancer Society and American Society of Clinical Oncology 
(ASCO) recommend continued annual surveillance mammography for women with 
residual breast tissue due to evidence that recurrent or contralateral cancer events do 
not plateau [20]. However, this fails to take into consideration overall health status 
and the evidence that most older breast cancer survivors will die of other causes. 
More information about managing these patients can be found in Chapter 6.

A reasonable approach advocated by Freedman and others is to cease rigorous 
surveillance for women over 80  years or for women at any age with significant 
comorbidities and a life expectancy less than 5–10 years. Decisions can be individu-
alized taking into consideration patient preferences and individual risk due to tumor 
biology and current treatment [20].

�Life Expectancy

Life expectancy should be considered when determining whether to stop or con-
tinue screening. Older women with three or more comorbidities are 20 times more 
likely to die of another cause than of breast cancer [3, 21].

A useful tool that incorporates age, comorbidities, and functional status to esti-
mate life expectancy has been developed and validated and is available at the eProg-
nosis website [22] (link: eprognosis.ucsf.edu). Use of this tool provides both a risk 
of mortality over 1-, 5-, 10-, and 14-year time frames, and a median life expectancy 
given the patient’s prognostic factors.

�Individualizing Screening

Discussing decisions about screening can be difficult for providers and patients. 
Older patients consistently overestimate the benefits of screening and underestimate 
the harms [2]. In a study from 2010, 56% of US women who were 75 years or older 
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reported a screening mammogram in the prior 2 years, including 36% of women 
with a life expectancy less than 5 years [23].

Discussing the increasing harms of screening with age compared to decreasing 
benefits may be the most acceptable way to frame the discussion with patients. 
These include the harms of false positive tests, unnecessary biopsies, overdiagnosis, 
and lack of mortality benefit.

Additionally, patients and providers should consider the consequences of a posi-
tive screening test, including the ability for women to accept and tolerate the diag-
nostic workup and treatments for breast cancer, if detected.

One model of clinical decision-making for screening is presented in Fig. 2.3. Use 
of a shared decision-making model is recommended to discuss this choice. The 
patient’s preferred role in decision-making should be assessed, along with her val-
ues. Clinical health information should be incorporated by the health provider in the 
conversation to individualize the discussion. Consideration of life expectancy 
should be included.

A useful online tool is available to guide this decision-making by integrating key 
health questions at ePrognosis for breast cancer screening. This  tool generates a 
tailored risk assessment about whether screening is likely to help or harm this par-
ticular patient. The tool describes the risk of harm from screening, the risk of death 
from breast cancer, and the risk of death regardless of testing for breast cancer. This 
website also has useful  communication resources to aid such conversations.

Discussing Screening
Doctor:	� Now that you are over 75, we should talk about your screening 

options for breast cancer.
Patient:	 Oh, I figured I would just keep getting mammograms.
Doctor:	� Well that is an option, but there is really not a lot of evidence for 

mammograms in older women and so we should be thoughtful 
about the potential harms and benefits for you. You do have some 
other health conditions that may affect your health more. For a 
woman your age in your health, only 1 out of 1000 would avoid 
death from breast cancer in the next 10 years, but 100 out of 1000 
may experience an unnecessary biopsy or need treatment for a can-
cer that would never affect your life. Unfortunately, in the next 
10 years 300 out of 1000 people like you would die regardless of if 
they were screened for breast cancer. What are your thoughts 
about this?

Patient:	� Are there any other options for screening?
Doctor:	� We should continue to do breast exams in the office. And we can 

continue to reassess this decision each year.
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Woman > 74 years or <75
with significant
comorbidities

Elicit values, decision
making preferences

Life
expectancy
calculator

< 5 years 5-10 years >10 years

Discuss no further
mammogram screening.

Discuss CBE.

Shared Decision Making
continuing vs stopping

screening

Offer continued
screening

Screening decision-making for older patients

Fig. 2.3  Use an assessment of life expectancy such as ePrognosis or Charlson comorbidity score. 
CBE: clinical breast exam. Link ePrognosis: https://eprognosis.ucsf.edu/. Link Charlson comor-
bidity score: https://www.mdcalc.com/charlson-comorbidity-index-cci

�Concluding Summary

Recommendations on breast cancer screening in older women are limited by the 
lack of studies performed in this population. Providers should keep in mind the 
length of time needed to benefit from screening and competing comorbidities 
when discussing these decisions with patients using a shared decision-making 
approach.
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Key Points
	1.	 Bone health is particularly important in older women due to increased risk 

of osteoporosis.
	2.	 Osteoporosis is primarily due to effects of aging and decrease in sex 

steroids.
	3.	 Tobacco and alcohol use can increase risk of osteoporosis.
	4.	 Osteoporosis often presents with pathologic fractures of the vertebrae, hip, 

or radius.
	5.	 Routine screening for osteoporosis is recommended at age 65 or earlier in 

someone with a fragility fracture or other risk factors.
	6.	 Calcium and vitamin D supplementation are recommended in postmeno-

pausal women.
	7.	 Weight-bearing and resistance exercises are key components of bone health.
	8.	 Bisphosphonates are effective first-line treatments for osteoporosis.

Case
The next patient in your clinic is Ester, a 67-year-old woman with history of 
chronic kidney disease (CKD) stage 3A, hypertension, chronic obstructive 
pulmonary disease (COPD), and acid reflux, who is coming in for an annual 
exam after not being seen for several years. She quit smoking cigarettes 
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�Definitions

�Epidemiology and Risk Factors and Pathogenesis

�Epidemiology

Osteoporosis is the most common bone disorder seen in postmenopausal women. 
Osteoporosis is characterized by low bone density and disordered bone architecture 
and predisposes to fractures. Latest estimates suggest that close to 10 million 
Americans have osteoporosis and an additional 43 million have osteopenia [1]. 
Worldwide, it is estimated that one in three women over age 50 will experience an 
osteoporotic fracture during their lifetime [2].

�Risk Factors and Pathogenesis

The biggest risk factor for osteoporosis is low bone density. Bone density is deter-
mined by peak bone density and rate of bone loss. Peak bone mass is based on 
genetics and nutritional intake and is achieved by the second or third decade of life 
and starts to slowly decline around age 30 (Fig. 3.1) [3, 4]. Bone formation is bal-
anced with bone remodeling until menopause when the process becomes uncou-
pled, causing a rapid decline in bone density.

Osteoporosis is a disease characterized by low bone density and disordered 
architecture of the bones.

Osteopenia refers to bones that are weakened but not as severely as in 
osteoporosis.

The 44 million people in the USA with osteoporosis and osteopenia comprise 
55% of people over 50 years of age [2].

10 years ago and takes lisinopril, inhaled fluticasone, and omeprazole. She 
walks twice per week and recently started a plant-based diet. When you ask if 
she has any concerns, she says, “My older sister recently fractured her hip, 
and I am worried that I might have osteoporosis.”
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A recent cohort study of almost 6400 people measured bone density tests 
every 5 years between ages 10 and 25 and found that later age of puberty was 
correlated with lower peak bone density [6].

Other risk fractures for osteoporosis and fracture can be divided into two groups: 
fixed risk factors and medical or lifestyle factors (Table 3.1). Osteoporosis is more 
common in White and Asian women than in African American women.

�Pathophysiology

Not excited about reading about pathophysiology? Check out this Osmosis 
video for a helpful 9-minute summary of osteoporosis pathophysiology. 
https://www.youtube.com/watch?v=jUQ_tt_zJDo&vl=ru [7].
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Fig. 3.1  Bone growth and loss: bone mass starts to decline around age 30, leading to skeletal 
changes, including kyphosis [5]

Table 3.1  Fixed risk factors 
for osteoporosis

Risk factor

Age
Female gender
Family history of osteoporosis or fracture
Ethnicity (Caucasian or Asian)
Previous fracture
Early menopause (<40 years of age)

Note: Fixed risk factors for osteoporosis 
include personal characteristics and frac-
ture history
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https://www.youtube.com/watch?v=jUQ_tt_zJDo&vl=ru


28

Osteoporosis can result from primary and secondary causes. Primary osteoporo-
sis in women is due to bone loss as a result of two things: aging and decrease in sex 
steroids. During premenopausal years, bone remodeling by osteoblasts creates 
strong bones, but over time bone resorption from osteoclasts outpaces bone forma-
tion by osteoblasts leading to decreased bone formation.

Additionally, aging results in deterioration of the bone microarchitecture and 
decreased bone mass through bone-intrinsic factors such as oxidative stress, mito-
chondrial dysfunction, DNA damage, and lipid peroxidation, and also through 
bone-extrinsic factors such as changes in the immune system and ovaries [3, 4].

Sex hormones including estrogen and androgens help to maintain bone homeo-
stasis by keeping a balance between bone resorption and remodeling. When sex 
hormones decrease during menopause, this balance becomes off and bone resorp-
tion increases [3].

Secondary causes of osteoporosis include medical conditions and use of sub-
stances such as tobacco, alcohol, and medications that increase bone resorption and 
decrease calcium absorption (Tables 3.2 and 3.3).

Even Subclinical Hyperthyroidism Increases Fracture Risk [9]
A large meta-analysis (total of over 70,000 participants) found that people 
with subclinical hyperthyroidism (especially among people with a TSH 
<0.10 mIU/L) were at higher risk of hip and other fractures. This should be 
considered when assessing overall risk.

Table 3.2  Medical 
conditions that result in 
secondary osteoporosis [4, 8]

Medical condition

Blood disorders (leukemia, multiple myeloma)
Chronic kidney disease
Chronic obstructive pulmonary disease
Cushing’s disease
Diabetes mellitus
Eating disorders (anorexia)
Gastrointestinal disorders causing malabsorption 
(celiac disease)
Hyperparathyroidism
Hyperthyroidism
Liver disease
Multiple sclerosis
Rheumatoid arthritis
Substance use (alcohol and tobacco)

Note: Multiple medical conditions including pulmo-
nary, endocrine, and gastrointestinal disorders can 
lead to secondary osteoporosis

T. Hahn et al.
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How Glucocorticoids Impact Bone Health
Excess glucocorticoids affect osteoblasts, osteoclasts, and osteocytes by sup-
pressing osteoblastogenesis, which stimulates apoptosis of osteoblasts and 
osteocytes and increases the lifespan of osteoclasts, leading to increased bone 
destruction and decreased bone formation [3].

Table 3.3  Medications that 
increase risk of osteoporosis 
[10, 11]

Medication

GnRH agonists
Anticonvulsants
Tamoxifen (premenopausal) and 
aromatase inhibitors
Chemotherapy drugs
Depot medroxyprogesterone 
acetate (DMPA; bone loss is 
reversible)
Methotrexate
Proton pump inhibitors
Lithium
Antipsychotic medications

Note: Multiple medications can 
increase the risk of osteoporosis 
through decreased calcium absorp-
tion and increased bone destruction

Case (Continued)
What Are Ester’s Risk Factors for Osteoporosis?
Age > 65, female, family history of osteoporotic fracture, chronic conditions 
(CKD, COPD), history of tobacco use, and medications (PPI).

Case (Continued)
Clinical Presentation
When you ask more about why Ester is worried about osteoporosis, she dis-
cusses her sister’s recent fracture and also mentions that she has been having 
intermittent knee and shoulder pain over the past year and wonders if this 
might be due to osteoporosis.

Myth Buster
Some patient assume they have joint pain caused by osteoporosis and others 
assume they do not have osteoporosis if they do not have any symptoms. Both 
are false.

3  Bone Health in Older Women
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Osteoporosis and osteopenia are asymptomatic until a fracture occurs. Fragility 
or pathologic fractures are the most common presentations of osteoporosis and are 
fractures that occur spontaneously or as a result of minor trauma such as a fall from 
standing height that normally would not result in a fracture. The most common 
pathologic fracture sites are the vertebrae, femoral neck, and distal radius [12, 13].

The most clinically significant fractures are hip fractures, but vertebral fractures 
can cause chronic pain and disability as well (Table 3.4). Hip fractures are associ-
ated with significant excess mortality and disability. Only 40% of people with a hip 
fracture regain their pre-fracture level of independence and up to 20% will never 
leave a long-term care facility after a fracture [10].

�Screening and Diagnosis

�Screening

Osteoporosis screening with a direct bone density measurement should be consid-
ered in all women aged 65 and older regardless of risk factors according to the 
United States Preventive Services Task Force (USPSTF) [14]. These guidelines are 
based on evidence that though there is a rapid loss of bone mineral density (BMD) 
in the lumbar spine in all women after menopause, the risk of fracture does not 
begin to increase exponentially until age 70–79 [15].

Vertebral fractures can cause

Chronic pain
Kyphosis
Increased risk of falls
Restrictive lung disease
Significant morbidity
Decreased quality of life

Table 3.4  Effects of vertebral  
fractures

Short and Sweet: Who to Screen for Osteoporosis?
All women >65 years old and all women >50 years old who sustain a 
fragility fracture or whose osteoporosis risk using the Fracture Risk 
Assessment Tool (FRAX) is equal to that of a 65-year-old woman.

Case (Continued)
Ester has never had osteoporosis screening but would like to be screened due 
to her family history. Does she qualify for screening, and if so, what screening 
options would you recommend for her?
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There is less clear evidence regarding screening younger postmenopausal women 
for osteoporosis, in particular, which risk factors to consider and at what age to 
begin screening. A 2010 comparison review of screening instruments demonstrated 
that most include similar considerations and are generally equivalent in predicting 
fracture risk, regardless of the instrument complexity [16]. The USPSTF suggests 
using the FRAX to determine a patient’s risk for osteoporosis and consider screen-
ing women at an earlier age who have a 10-year fracture risk that is equal to a 
65-year-old white woman without additional risk factors (8.4% for a woman of 
mean height and weight) in conjunction with a shared decision-making conversa-
tion with the patient [14, 16]. The American Association of Clinical Endocrinologists 
(AACE)/American College of Endocrinology (ACE) recommends evaluating all 
premenopausal women age ≥ 50 utilizing a tool such as the FRAX or Osteoporosis 
Self-assessment Tool (OST) [17].

What is clear is that all women who sustain a “fragility fracture,” a fracture that 
occurs in the absence of significant trauma, over age 50 should be evaluated with a 
bone density measurement to evaluate for osteoporosis [11].

�Screening Methods

�Screening Methods (Table 3.5)

DEXA is the gold standard for bone mineral density (BMD) measurement as it 
directly measures the bone density at the vertebra and femur. In the DEXA scan, 
energy from two low-dose X-ray beams passes through and is absorbed by bones, 
and the energy that is not absorbed is detected on the other side of the body. Bones 
that are denser absorb more energy so less energy is detected. The amount of radia-
tion exposure is similar to that from a single chest X-ray [19].

Check out the interactive FRAX at this link: https://www.sheffield.ac.uk/
FRAX/ [18]

Watch this video to understand how a DEXA scan works: https://www.you-
tube.com/watch?v=7EkK1oMK5A8 [20]

�Short and Sweet: How to Screen?
Dual energy X-ray absorptiometry (DEXA) scan is the gold standard for 
screening.
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Peripheral DEXA (pDEXA) is similar to central DEXA but measures the BMD at 
peripheral sites. The measurement devices are portable, which may increase access, 
and limited data have corroborated its efficacy in identifying osteoporosis. However, 
it has not been correlated with central DEXA to validate treatment thresholds [14].

Calcaneal ultrasound predicts osteoporosis-related fracture and is generally 
more portable and less expensive than DEXA. However, it does not directly mea-
sure the BMD, nor does it correlate strongly with DEXA, which is the foundation 
for medication treatment thresholds that have shown efficacy [14].

Most national guidelines do not include vertebral imaging (plain films) as a stan-
dard recommendation for osteoporosis screening. The National Osteoporosis 
Foundation (NOF) suggests to consider plain films to screen for occult vertebral 
fractures in certain populations: (1) women over age 70 with normal T-score; (2) 
women over age 65 with osteopenia; and (3) postmenopausal women over age 50 
with risks (fragility fracture, loss of height, or glucocorticoid treatment) [11].

There are minimal data regarding the harms of osteoporosis screening; these may 
include radiation exposure, depending on the method, and opportunity cost [14]. 
There is one study demonstrating that screening does not impact anxiety levels or 
quality of life [22].

What About Labs?
Biochemical markers of bone remodeling are not a standard screening recom-
mendation. These markers may be useful in high-risk groups or in monitoring 
for response to treatment; however, further evidence is needed [21]. Screening 
for secondary causes of osteoporosis with tests like serum calcium, vitamin 
D, creatinine, glucose, parathyroid hormone, and thyroid stimulating hor-
mone may be appropriate in postmenopausal women with risk factors such as 
high-risk medications, strong family history of osteoporosis, and history of 
fragility fracture.

Table 3.5  Screening methods for osteoporosis

Method Pros Cons

Dual energy X-ray 
absorptiometry (DEXA)

Direct measurement of vertebral 
and femoral bone density
Well studied

Radiation exposure
Accessibility

pDEXA Direct measurement of bone 
density
Portable

Radiation
Not currently correlated with 
thresholds for treatment

Calcaneal ultrasound Predicts osteoporosis-related 
fracture
Portable
Less expensive

Does not directly measure 
bone density
Not currently correlated with 
thresholds for treatment

Note: There are multiple ways to screen for osteoporosis. DEXA is the gold standard, though it is 
not portable

T. Hahn et al.
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�Diagnosis

Bone density results are reported with a T-score, which indicates bone density rela-
tive to the bone density of a healthy 30-year-old woman. Normal bone density is 
above −1 and low bone density is −1 and below.

�Prevention and Management

�Prevention and Lifestyle Treatments

Osteoporosis: Fragility fracture or T-score < −2.5 at the lumbar spine, femo-
ral neck, or total femur (use the lowest T-score).

Osteopenia: Low normal bone density defined as T-score between −1 and 
−2.5 at the lumbar spine, femoral neck, or total femur (use the lowest T-score).

Case (Continued)
Ester elects to have a DEXA scan. Her results show that her lowest T-score is at 
her femoral neck and is −2.0 and she has a 10-year probability of hip fracture of 
1% and 10-year probability of major osteoporotic fracture of 10%. She is diag-
nosed with osteopenia and asks, “When do I need to have this test repeated?”

How Often Should Women Be Screened for Osteoporosis?
The optimal frequency of bone density measurement has not been determined, 
although two large studies demonstrated minimal additional benefit in pre-
dicting future fractures with a repeat screening at either 4 or 8  years for 
women not treated with bisphosphonates [23, 24]. For patients on medication 
therapy for osteoporosis, the National Osteoporosis Foundation recommends 
BMD testing 1–2 years after starting treatment and then every 2 years [12].

Case (Continued)
Ester is relieved that she does not have osteoporosis but is worried about her 
osteopenia and wants to do everything possible to prevent it from progressing 
to osteoporosis. She would like to avoid taking medication if possible but is 
eager to lead a healthy lifestyle. What options you would suggest to Ester?

3  Bone Health in Older Women
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Primary prevention of osteoporosis begins with achieving adequate peak bone den-
sity in adolescence and early adulthood through optimal nutrition and physical 
activity. Later in adulthood, primary prevention centers around maintaining bone 
mass and healthy skeletal microarchitecture. Strategies include adequate nutrition, 
and weight-bearing and resistance exercises (Table 3.6). Though the data are mixed, 
the National Osteoporosis Foundation recommends adequate calcium and vitamin 
D intake in persons over 50 years of age. Standard recommendations for most post-
menopausal women with osteoporosis include a total calcium intake of 
1000–1500 mg/day and a total vitamin D intake of 600–800 IU per day through diet, 
supplements, or both [25].

�Diet
A healthy, well-balanced diet is essential to developing and maintaining healthy 
bone mineral density and preventing fractures. In postmenopausal women, there is 
a positive association between higher fruit and vegetable intake and higher bone 
mineral density with less loss of bone mineral density over time. Fruits and vegeta-
bles are important sources of multiple nutrients for bone health, including calcium 
carotenoids, lycopene, vitamin K, potassium, and magnesium, all of which have 
demonstrated an inverse relationship with bone turnover, a positive relationship 
with bone density, or an inverse relationship with fracture risk [26].

When Should You Offer Preventive Medications to Patients with Osteopenia?
Preventive medications may be considered in people with osteopenia 
(T-score between −1.0 and −2.5 at the femoral neck or lumbar spine) and a 
10-year probability of a hip fracture ≥3% or a 10-year probability of a 
major osteoporosis-related fracture ≥20% based on the US adapted WHO 
algorithm [11].

Treatment

Well-balanced diet
Calcium (1200 mg) and vitamin D (800 IU) 
supplementation (or diet high in calcium and vitamin D)
Weight-bearing and resistance exercises
Tai Chi and yoga
Fall prevention

Note: A healthy lifestyle, including nutrition and physical 
activity, is an important part of maintaining adequate bone 
health and preventing osteoporosis

Table 3.6  Lifestyle 
preventive treatments  
for osteoporosis

T. Hahn et al.
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Milk and yogurt may have a protective effect against hip fractures, and this effect 
may be in part mediated by a positive effect of these foods on bone mineral density. 
Other dairy foods do not appear to affect fracture risk [26].

�Calcium and Vitamin D
The effect of calcium and vitamin D on fracture risk is controversial [26]. Calcium 
is stored in the bones and adequate calcium stores are essential to healthy bone 
microarchitecture [27]. Vitamin D3 is necessary for the absorption of calcium from 
the gut [27]. In a randomized controlled trial of more than 36,000 postmenopausal 
women, 1000 mg of elemental calcium and 400 international units of vitamin D 
daily failed to demonstrate a fracture benefit. However, subgroup analysis suggests 
that women over 60 and women who were adherent to the regimen of calcium and 
vitamin D did suffer fewer fractures. There are data from populations of institution-
alized elderly and elderly people with low dietary calcium and vitamin D intake that 
corroborate these findings. Therefore, the National Osteoporosis Foundation rec-
ommends calcium and vitamin D supplementation in persons over 50 years of age 
[11]. Standard recommendations for most postmenopausal women with osteoporo-
sis include a total calcium intake of 1000–1500 mg per day, and a total vitamin D 
intake of 600–800 IU per day through diet, supplements, or both [25].

The Framingham osteoporosis study demonstrated that men and women with 
diets rich in fish (>3 servings per week) over 4 years experienced an increase 
in bone mineral density, which was not observed in people with only low to 
moderate fish intake. These findings have been corroborated by multiple 
cross-sectional cohort studies of bone mineral density in postmenopausal 
Chinese women as well [26].

Calcium and Cardiovascular Disease
There is no evidence to date that dietary calcium increases the risk of coronary 
artery calcification or cardiovascular events. A list of calcium-rich foods can be 
found here: https://www.iofbonehealth.org/osteoporosis-musculoskeletal-dis-
orders/osteoporosis/prevention/calcium/calcium-content-common-foods [28]
There is some evidence that if someone is taking supplemental calcium and 
total calcium intake exceeds 1400 mg per day, there may be an increased risk 
of coronary artery calcification and myocardial infarction [29]. Experts agree 
that obtaining adequate calcium from food is the preferred way to promote 
optimal bone and cardiovascular health [29, 30].

Case (Continued)
When you discuss calcium and vitamin D with Ester, she says, “I’ve heard 
that calcium can increase my risk of heart disease. Is that true?”

3  Bone Health in Older Women
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�Exercise
Exercise decreases the risk of falls and fractures through improved bone mineral 
density, improved balance, and decreased risk of falls. The National Osteoporosis 
Foundation recommends a program of weight-bearing and resistance exercises to 
prevent falls and fractures, and a sample exercise regimen is available on the NOF 
website: https://www.nof.org/preventing-fractures/exercise-to-stay-healthy/ [31].

Nonweight-bearing high-force resistance exercises such as strength training for 
the lower limbs have the most robust evidence for BMD of the femur neck. For 
BMD of the spine, combined programs comprising more than one exercise type 
show the most benefit [32].

Tai Chi shows a protective effect against falls, decreasing the risk of falling at 
least once, and decreasing the rate of falls [33]. Taking part in yoga has been shown 
to decrease the risk of lower limb fractures [34]. Yoga programs specific to patients 
with osteoporosis are available.

�Smoking Cessation
First- and second-hand tobacco smoke have a negative effect on bone mass. Tobacco 
smoke directly affects osteogenesis and bone angiogenesis. Additionally, tobacco 
smoke mediates indirect effects on bone tissue through alteration of body weight, 
parathyroid hormone–vitamin D axis, adrenal hormones, sex hormones, and 
increased oxidative stress. These deleterious effects on skeletal health are largely 
reversible with tobacco cessation [35].

The Centers for Disease Control and Prevention (CDC) has a smoking cessation 
website specifically for adults aged 60 and older.

�Alcohol Consumption
The National Osteoporosis Foundation recommends screening for and treating 
excessive alcohol use (>2 alcoholic beverages per day for women) [11]. Alcohol use 
in moderation may have a protective effect on bone mineral density. In one study, 
compared to no consumption, low to moderate alcohol consumption was associated 
with a lower risk of hip fractures, particularly with red wine consumption among 
women [36].

�Fall Prevention
Exercise, personalized risk assessment and intervention, and home safety evaluation 
and modification performed by an occupational therapist all reduce the risk of falls. 
In people with vitamin D deficiency, vitamin D supplementation may reduce the 
risk of falls. There is no role for vitamin D supplementation in people with normal 
vitamin D levels for prevention of falls. Evidence is mixed for the review and man-
agement of psychotropic medication for reducing falls. The gradual withdrawal of 
psychotropic medications may have a positive impact on falls, though evidence for 
this is most robust when prescribers are supported by drug management 
protocols [37].

T. Hahn et al.
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�Pharmacologic Treatment

Pharmacologic agents for the treatment of osteoporosis have been shown to improve 
BMD and reduce the risk of fractures. These can be classified as antiresorptive, 
slowing osteoclast-mediated bone resorption, or anabolic, stimulating osteoblasts to 
form new bone [11].

�Bisphosphonates
These drugs are FDA approved for the prevention and treatment of osteoporosis, 
and they are the most prescribed class of drugs for these indications (Table 3.7). 
They work by inhibiting bone remodeling.

The Centers for Disease Control and Prevention (CDC) has a helpful falls 
prevention toolkit (Stopping Elderly Accidents, Deaths, and Injuries) for 
healthcare providers https://www.cdc.gov/steadi/index.html. Many commu-
nity organizations offer evidence-based falls prevention programs for older 
adults: the National Council on Aging provides information about how to find 
these programs in your community https://ncoa.org/ncoa-map.

Candidates for Pharmacologic Therapy
Postmenopausal women and men aged 50 and older presenting with any of 
the following should be considered for treatment:

	1.	 A hip or vertebral fracture in a patient with osteopenia or osteoporosis.
	2.	 T-score ≤−2.5 at the femoral neck, total hip, or lumbar spine.
	3.	 Low bone mass/osteoporosis (T-score between −1.0 and −2.5 at the femo-

ral neck or lumbar spine) and a 10-year probability of a hip fracture ≥3% 
or a 10-year probability of a major osteoporotic fracture ≥20% [18].

Case (Continued)
Ester opts to increase calcium in her diet, start calcium and vitamin D supple-
mentation, and introduce Tai Chi and strength training into her weekly rou-
tine. She is thankful that she quit smoking 10 years ago. Ester’s sister Lucy, 
who is 70 and recently broke her hip after tripping over a rug in her home, is 
also your patient and comes to see you for a hospital follow-up visit. She had 
a normal DEXA scan at age 65 and had not had a repeat scan. You order a 
DEXA scan, which shows osteoporosis. What treatment would you recom-
mend for Lucy?

3  Bone Health in Older Women
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Use of bisphosphonates should be limited to persons who have an estimated 
creatinine clearance greater than 35  mL/min. Symptomatic hypocalcemia can 
develop in patients with low vitamin D levels who are treated with bisphosphonates 
[25]. Therefore, the National Osteoporosis Foundation recommends screening for 
and correcting vitamin D deficiency in conjunction with bisphosphonate therapy. 
The therapeutic target for vitamin D supplementation is 30 ng/mL (75 nmol/L), and 
maintenance dosing should continue to maintain this level [11].

Minor gastrointestinal irritation may occur with oral bisphosphonate therapy; 
this side effect may be minimized by adherence to dosing instructions. It is esti-
mated that less than 40% of persons who are prescribed oral bisphosphonates are 
still taking them after 1 year. Intravenous preparations with less frequent dosing 
intervals may therefore be preferred [25].

Rarely, atypical femur fractures and osteonecrosis of the jaw are observed with 
bisphosphonate therapy. The risk of these complications increases with protracted 
(>5 years) use. Patients with atypical femur fractures may present with new thigh or 
groin pain and patients on bisphosphonate therapy should be screened for these symp-
toms, with bilateral femur X-rays as part of the initial evaluation of these symptoms [11].

�Estrogen
Estrogen treatment affects osteocytes, osteoclasts, and osteoblasts, causing inhibi-
tion of bone resorption and maintenance of bone formation [25]. Estrogen is FDA 
approved for osteoporosis prevention [11]. In women who have not had a 

Medication-related osteonecrosis of the jaw (MRONJ) is defined as exposed 
maxillofacial bone for greater than 8 weeks in patients with known exposure 
to an offending medication and no history of radiation or metastases to the 
jaw. This primarily occurs in patients on high-dose bisphosphonates for can-
cer therapy. Denosumab and other antiresorptive agents have also been impli-
cated in the development of MRONJ.  Physical examination may reveal 
exposed bone with no other symptoms. MRONJ requires dental consultation 
for further evaluation and management [38].

Initiation of Bisphosphonate Therapy in a Patient After Fracture
It is best to wait 4–6 weeks after a fracture before starting bisphosphonate 
therapy.

Case (Continued)
You and Lucy decide to initiate bisphosphonate therapy for Lucy. When 
should you start bisphosphonate therapy in a patient with fracture?

3  Bone Health in Older Women
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hysterectomy, estrogen is administered with progesterone to prevent endometrial 
cancer [11]. In the large multicenter Women’s Health Initiative trials, estrogen sig-
nificantly reduced the incidence of new vertebral, nonvertebral, and hip fractures. 
Estrogen is not recommended as first-line therapy for osteoporosis prevention, in 
part due to concerns about nonskeletal risks associated with estrogen use including 
breast cancer and coronary, cerebrovascular, and thrombotic events [25].

�SERMs
Selective estrogen-receptor modulators (SERMs) activate tissue receptors for estro-
gen that affect bone turnover. Raloxifene is a SERM with FDA approval for the 
treatment of osteoporosis. It inhibits bone resorption, increases spine BMD, and 
decreases the risk of vertebral fractures by 30%. Raloxifene has no effect on the risk 
of hip or other nonvertebral fractures [25]. Like estrogen, Raloxifene increases the 
risk of deep vein thrombosis. Hot flashes and leg cramps are other commonly 
observed side effects [11].

�Estrogen/SERM
Conjugated estrogens/bazedoxifene is a combination of estrogen and a SERM 
approved by the FDA to prevent osteoporosis after menopause. This drug signifi-
cantly increases mean lumbar spine BMD after a year of therapy as compared to 
placebo in women who have been postmenopausal between 1 and 5 years. This drug 
also significantly increases total hip BMD [11].

�Denosumab
Denosumab is a human monoclonal antibody that inhibits bone resorption by 
inhibiting osteoclasts [25]. Denosumab is approved by the FDA for the treatment 
of osteoporosis in postmenopausal women at high risk of fracture [11]. This drug 
lowers risk of vertebral fractures by 68%, hip fractures by 40%, and other nonver-
tebral fractures by 20% as compared to placebo. It can be used in women with 
compromised renal function. As with bisphosphonates, rare cases of atypical femur 
fractures and osteonecrosis of the jaw have been observed with denosumab treat-
ment [25].

�Calcitonin
Calcitonin nasal spray is FDA approved for women who are at least 5 years post-
menopausal when other osteoporosis treatments are not appropriate. Calcitonin 
reduces vertebral fracture occurrence by about 30% in those with prior vertebral 
fractures but has not been shown to reduce the risk of nonvertebral fractures. 
Calcitonin may cause rhinitis, epistaxis, and allergic reactions, particularly in those 
with a history of allergy to salmon. Calcitonin may be associated with malignancy, 
and need for this therapy should be frequently reassessed [11].

�Teriparatide
Teriparatide (recombinant human parathyroid hormone [rhPTH]) stimulates osteo-
blastic bone formation to increase bone mass and improve bone architecture [39]. 
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Teriparatide is FDA approved for the treatment of osteoporosis in men and post-
menopausal women with high risk of fracture, including those with a history of 
glucocorticoid use [40]. Teriparatide is administered daily by self-injection for 
24 months [39]. This drug lowered the risk of vertebral fractures by 65% and non-
vertebral fractures by 53% in a large randomized placebo-controlled trial [41]. 
These benefits persisted beyond the treatment interval. In clinical trials, rare cases 
of osteosarcoma were observed, though no causal link has been established [39].

�Duration of Therapy

The recommended duration of therapy for bisphosphonates is 3–5 years, after which 
time a 3–5 year drug holiday is recommended because the potential for additional 
therapeutic effect wanes and the risk of osteonecrosis of the jaw and atypical femur 
fractures increases. The benefits of bisphosphonate therapy persist for a few years 
after discontinuation of therapy. The effects of nonbisphosphonate therapies attenu-
ate rapidly after therapy discontinuation, with the exception of teriparatide [11].

There is not clear evidence or guidelines about when to restart bisphosphonates after 
a drug holiday. Patients with risk factors such as decrease in BMD, new fracture, or 
other clinical risk factors for fracture who were previously treated may benefit from 
restarting therapy if there has been persistent bone loss (about 5%) on at least two 
DEXA scans taken at least 2 years apart. Additionally, if a patient with osteoporosis 
was treated and had a 3–5 year holiday with documented improvement from therapy 
and no history of fractures, you can also consider restarting therapy [42].

Bone health can have a significant impact on the lives of older women. Healthy 
bones can pave the way for a healthy, active lifestyle whereas osteoporosis can lead 
to significant morbidity. Thus, routine bone health risk assessment and screening 
and discussion of preventive and therapeutic treatment options are very important in 
order to maximize bone health and quality of life.
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Key Points
•	 Depression in older adults can present with mainly physical symptoms 

and/or behavioral changes.
•	 Evaluate for medical causes of symptoms of depression and cognitive 

impairment.
•	 Nonpharmacologic treatments like psychotherapy are beneficial in the 

treatment of older women with depression and grief and are often preferred.
•	 There are specific antidepressants that are safer in older women.
•	 When prescribing antidepressants, “start low, go slow, and keep going” 

until therapeutic effect is achieved. Monitor carefully for side effects.
•	 Distinguish between normal and complicated grief, and offer psychother-

apy and pharmacotherapy as indicated.

Case 1
Avis is an 87-year-old woman who is brought to your clinic by her daughter 
because she has been sleeping most of the day and does not seem like herself. 
She has given up quilting and no longer wants to meet her friends for 
Sunday brunch.

You are concerned that she may have depression, but also want to rule out 
other causes of her symptoms.
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How common is depression in older women like Avis?
•	 Clinically significant depressive symptoms are common in later life and affect 

10–15% of people aged 55 and older. Minor depression affects 10% of older 
adults and major depression affects 2% [1, 2].

•	 The lifetime prevalence of depression is almost two times higher in women than 
men [3].

•	 Some groups of older adults have much higher rates of depression. The preva-
lence of depression is 25% in elders with chronic medical illness and 25–50% in 
nursing home residents [4].

•	 The risk of suicide attempts is higher in women, but the risk of suicide comple-
tion is lower in women [5].

•	 Depression is not a part of normal aging. The diagnosis and treatment of depression 
is important to decrease suffering and improve function and quality of life in older 
women. Up to 80% of patients achieve remission with appropriate treatment [4].

What questions would you ask Avis to assess her symptoms?
•	 The diagnostic criteria for depression are the same in older and younger people 

(Box 4.1). You should ask about the typical symptoms of depression, including 
depressed mood and anhedonia. Here is a quick reference:  MD-Calc: DSM-5 
Criteria for Major Depressive Disorder.

•	 Some women may not meet the diagnostic criteria for depression, but still have 
significant depressive symptoms. Minor depression is usually defined as the 
presence of one of the two major symptoms of depression (depressed mood, 
anhedonia) plus one to three additional symptoms. Dysthymia (persistent depres-
sive disorder) is also less severe than major depression and lasts for 2 or more 
years [4].

•	 Older women with depression may not report depressed mood. Patients often 
present with physical symptoms or changes in behavior. In addition to asking 
about sleep, appetite, and energy level, you should ask about pain, memory prob-
lems, and other unexplained physical symptoms. Check for weight loss or 
weight gain.
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Box 4.1 DSM-5 Diagnostic Criteria for Major Depressive Episode
Five (or more) of the following symptoms have been present during the same 
2-week period:

•	 Depressed mood (e.g., feels sad, empty, hopeless; appears tearful)
•	 Markedly diminished interest or pleasure in all, or almost all, activities
•	 Significant weight loss/gain or change in appetite
•	 Insomnia or hypersomnia
•	 Psychomotor agitation or retardation
•	 Fatigue or loss of energy
•	 Feelings of worthlessness or excessive or inappropriate guilt
•	 Diminished ability to think or concentrate, or indecisiveness
•	 Recurrent thoughts of death, suicidal ideation, or a suicide attempt or a 

specific plan for committing suicide

At least one of the symptoms is either (1) depressed mood or (2) loss of 
interest or pleasure.

Symptoms represent a change from previous functioning and cause clini-
cally significant distress or impairment in social, occupational, or other 
important areas of functioning.

There has never been a manic episode or a hypomanic episode.
Note: Do not include symptoms that are clearly attributable to another 

medical condition,* the physiological effects of a substance, or another psy-
chiatric disorder such as schizoaffective disorder, schizophrenia, schizo-
phreniform disorder, delusional disorder, or other psychotic disorders.

Adapted from the Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM-5).

*Since depression commonly manifests with physical symptoms in older 
adults, many geriatric psychiatrists suggest that symptoms should be counted 
toward the diagnosis regardless of other possible medical explanations [4].

4  Depression and Grief in Older Women
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•	 Take a careful social history.
–– Ask about recent life events, losses, and stressors.
–– Depression can present with significant functional impairment in older adults. 

Ask about activities of daily living and functional status. Try using the  Katz 
Index of Independence in Activities of Daily Living (ADL) and the Lawton 
Instrumental Activities of Daily Living (IADL) Scale.

–– Ask about the patient’s living environment and social support system.
–– Ask about alcohol and other substance use.

•	 Explore whether the patient is withdrawing from social activities, refusing to eat 
or drink, refusing medications, or having difficulty caring for themselves. It can 
be helpful to get collateral information from a family member or caregiver.

•	 Assess the patient for delusions and hallucinations, which can be signs of delu-
sional or psychotic depression that requires specialized treatment.

•	 Consider screening for elder abuse. The Elder Abuse Suspicion Index is one tool 
that may be used for screening.

Elder Abuse Suspicion Index (EASI)

Questions 1–5 answered by patient; Question 6 answered by doctor
Within the last 12 months:
1. � Have you relied on people for any of the following: bathing, dressing, 

shopping, banking, or meals?
Yes No Did not 

answer
2. � Has anyone prevented you from getting food, clothes, medication, 

glasses, hearing aids, or medical care, or from being with people you 
wanted to be with?

Yes No Did not 
answer

3. � Have you been upset because someone talked to you in a way that made 
you feel shamed or threatened?

Yes No Did not 
answer

4. � Has anyone tried to force you to sign papers or to use your money 
against your will?

Yes No Did not 
answer

5. � Has anyone made you afraid, touched you in ways that you did not want, 
or hurt you physically?

Yes No Did not 
answer

6. � Doctor: Elder abuse may be associated with findings such as: poor eye 
contact, withdrawn nature, malnourishment, hygiene issues, cuts, 
bruises, inappropriate clothing, or medication compliance issues. Did 
you notice any of these today or in the last 12 months?

Yes No Did not 
answer

The EASI was developed to raise a doctor’s suspicion about elder abuse to a level at which it 
might be reasonable to propose a referral for further evaluation by social services, adult 
protective services, or equivalents. While all six questions should be asked, a response of “yes” 
on one or more of questions 2–6 may establish concern.

•	 Ask about the person’s past history of psychiatric disorders (depression, bipolar 
disorder, manic episodes, anxiety, psychosis) and psychiatric hospitalizations. 
Also ask about family history of psychiatric disorders.
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�Assessment Tips

•	 Depression in older adults can present with mainly physical symptoms.
•	 Interview the patient’s caregiver, especially for older adults with cognitive 

impairment.
•	 Obtain a detailed social history.

Avis has several risk factors that increase her risk for depression. Table 4.1 gives 
examples of risk factors and triggers for depression in older women.

What tools can you use to assess Avis’s depression symptoms?
•	 Perform a mental status examination.
•	 You can use the Patient Health Questionnaire-9 (PHQ-9) or the Geriatric 

Depression Scale (GDS) to assess depression symptoms and track symptoms 
over time.

Table 4.1  Risk factors and triggers for depression in older women

Demographics Age > 85, female sex, family history of depression [2]
Psychological Cognitive impairment, personality disorders, personal history of depression
Social Stressful life events, retirement, financial difficulty, grief, trauma, functional 

impairment, loss of independence, social isolation, nursing home placement, 
awareness of mortality

Medical 
conditions

Chronic illness (stroke, cancer, diabetes, heart disease, lung disease), sexual 
dysfunction, incontinence, falls, frailty, hospitalization

Medications/
substances

Chemotherapy, corticosteroids, antiparkinsonian medications, 
metoclopramide, interferon, various cardiovascular and antihypertensive 
medications, alcohol [4]

Case 1 (Continued)
Avis has lost 10 lbs. in the past 6 months. She tells you that she has difficulty 
sleeping due to chronic shoulder pain. You discover that she recently lost a 
close friend. Avis was in the hospital 3 months ago for a fall and pneumonia 
and had to go to a nursing home for rehab. She still needs to use a walker and 
has not been able to leave her house without help. Her children have been 
helping her with shopping and housekeeping. She has never been diagnosed 
with a psychiatric disorder, but her father struggled with depression.
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•	 It is very important to conduct a suicide risk assessment. MD-Calc: 
Columbia Suicide Severity Rating Scale. Consider psychiatric hospitaliza-
tion if patient is at high risk for suicide.

•	 Since depression and anxiety commonly occur together, you can use the General 
Anxiety Disorder-7 (GAD-7) scale to assess anxiety symptoms.

Cognitive evaluation is an important part of evaluating depressive symptoms in 
older adults.
•	 Older adults with depression can have varying degrees of cognitive impairment, 

which sometimes improves when depression is treated. Depression is associated 
with an increased risk of developing dementia later in life. Depression can also 
develop in people with dementia [4].

•	 There are several brief cognitive screens available. The Mini-Cog includes a three-
item recall (3 points) and clock-draw test (2 points). This can be administered in 
less than 5 min. A score of 3 or less is abnormal and requires further testing.

•	 If the Mini-Cog is abnormal, you should perform a more detailed cognitive eval-
uation such as the Mini-Mental State Examination (MMSE: proprietary), the St. 
Louis University Mental Status Examination (SLUMS) or the Montreal Cognitive 
Assessment (MOCA).

Case 1 (Continued)
Avis has a score of 13 on the PHQ-9 and 11 on the GAD-7, suggesting moder-
ate depression and anxiety. She has been struggling to take care of herself at 
home. This could be from physical limitations and depression, but you want 
to make sure that she is not developing cognitive impairment.

How can you distinguish depression from dementia?
You assess Avis’s cognition using the Mini-Cog. She remembers two out 

of three words and draws a normal clock (score = 4, normal screen).

Case 1 (Continued)
Avis has reported fatigue, difficulty sleeping, pain, and weight loss. You won-
der if some of her symptoms could be explained by a medical problem. How 
do you distinguish depression from other medical problems?
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•	 Look for other medical causes of the patient’s symptoms (Table 4.2). For exam-
ple, Avis’s fatigue could be caused by sleep apnea, another sleep disorder, sedat-
ing medications, hypothyroidism, heart failure, or another medical problem.

•	 You should carefully review her medication list for medications that could be 
contributing to her symptoms. Ask about over-the-counter medications including 
sleep aids, decongestants, antihistamines, and NSAIDs.

•	 Perform a physical exam relevant to her symptoms.
•	 Consider checking labs, for example a complete blood count (CBC) to evaluate 

for anemia, thyroid stimulating hormone (TSH) level to evaluate for thyroid dis-
ease, and basic metabolic panel to assess for renal impairment, hyponatremia, 
and diabetes.

•	 A basic metabolic panel (BMP) can also be helpful because some antidepressants 
require dose adjustments or are contraindicated in renal impairment, and many 
antidepressants can cause hyponatremia during treatment, especially in the elderly.

•	 Neuroimaging may be useful if the patient has an abnormal neurologic examina-
tion suggesting cerebrovascular disease or significant cognitive impairment.

MRI is usually preferred because it is more sensitive than CT for a broad range of 
pathologies.

Case 1 (Continued)
Avis’s physical exam is normal. She recently had a normal CBC, BMP, and 
TSH in the hospital. Her daughter says she does snore sometimes, so you 
order a sleep study to rule out sleep apnea as the cause of her symptoms. You 
discover that she takes Tylenol PM (acetaminophen with diphenhydramine) 
for shoulder pain at night. You discuss that the diphenhydramine could be 
contributing to her fatigue and ask her to switch to plain acetaminophen and 
topical lidocaine for pain.

Case 1 (Continued)
You see Avis back in 1 week. Her sleep study was normal. Her pain is well 
controlled. You discuss treatment options for depression. She would rather not 
start a medication. What nonpharmacologic treatment options for depression 
would you discuss with Avis?
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•	 Psychotherapy can be recommended as first-line treatment for mild to moderate 
depression in the elderly. Psychotherapy can also be combined with medication 
for moderate to severe depression. There are many types of psychotherapy; cog-
nitive behavioral therapy is the most studied and is effective.

•	 Exercise therapy can be beneficial if patients can safely exercise.
•	 Light therapy can be considered, especially for seasonal affective disorder.

Table 4.2  Differential diagnosis for symptoms of depression

Symptom Differential diagnosis
Examples of contributing 
medications

Weight loss, decreased 
appetite

Decreased taste/smell
Dental problems
Dysphagia
Gastritis/peptic ulcer disease
Celiac disease
Inflammatory bowel disease
Microscopic colitis
Advanced cardiac/pulmonary 
disease
Adrenal insufficiency
Cancer
Diabetes
Hyperthyroidism
Infectious diseases
Eating disorder/dietary restrictions
Alcohol use disorder
Elder abuse/neglect

Antibiotics
Anticonvulsants
Antidepressants (bupropion, 
SSRIs)
Digoxin
Donepezil
Metformin
Stimulants
Thyroid medication 
(overtreatment)
NSAIDs
Opioids

Insomnia Alcohol use
Caffeine use
Nicotine use
Gastroesophageal reflux disease
Nocturia
Menopause
Restless leg syndrome
Pain
Pruritus
Hyperthyroidism
Sleep apnea

Bronchodilators
Antidepressants (bupropion, 
fluoxetine)
Diuretics
Glucocorticoids
Stimulants
Thyroid medication 
(overtreatment)

Fatigue Advanced cardiac/pulmonary 
disease
Adrenal insufficiency
Anemia
Hypothyroidism
Infectious disease
Sleep apnea
Renal failure

Anticholinergics
Antihistamines
Antidepressants (paroxetine)
Benzodiazepines
Beta-blockers
Gabapentin
Opioids
Sedative hypnotics

Source: Gaddey [6]
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Older adults often need the same doses of antidepressants as younger adult patients, 
but they are frequently given doses that are subtherapeutic. When prescribing anti-
depressants to older patients, remember the mantra “start low, go slow, but keep 
going” until a therapeutic effect is achieved.

What factors should you keep in mind when choosing antidepressants for 
older women?
•	 Antidepressant medication should be considered in older patients with moderate 

to severe depression (PHQ > 10).
•	 The response rate to antidepressants is almost 50% in patients 55 and older, but 

their efficacy decreases with increasing age.
•	 The elderly are at higher risk for adverse events from medications due to comor-

bid medical conditions and drug–drug interactions. Monitor carefully for side 
effects.

•	 Polypharmacy (taking multiple medications) is common in the elderly and can 
increase the risk of side effects and drug interactions from antidepressants, espe-
cially in frail patients. The 2019 Beers Criteria [8] and the 2015 STOPP/START 
Criteria [9] identify potentially inappropriate medications for older adults. 
Deprescribing, or discontinuing nonessential medications, can reduce the risks 
of polypharmacy.

•	 The older antidepressant classes, tricyclic antidepressants (TCAs) and monoamine 
oxidase inhibitors (MAOIs), are rarely used due to side effects and safety concerns.

•	 Selective serotonin reuptake inhibitors (SSRIs) are often prescribed first-line 
because of their relative safety and efficacy. Among the SSRIs, sertraline, esci-
talopram, and citalopram are preferred in the elderly because they have fewer 
side effects and drug interactions. Use fluoxetine with caution as it can be over-
stimulating and has many drug interactions. Paroxetine should be avoided in the 
elderly as it is highly sedating and causes anticholinergic side effects (dry mouth, 
constipation, urinary retention, confusion).

•	 Serotonin norepinephrine reuptake inhibitors (SNRIs) and other antidepressants 
(bupropion and mirtazapine) can also be prescribed. SNRIs can be beneficial for 
pain. Mirtazapine may be beneficial in older adults who have insomnia and 
decreased appetite.

•	 Many antidepressants require dose adjustments based on renal function, or are 
contraindicated in renal failure; renal function should be monitored. Most anti-
depressants can cause hyponatremia, especially in the elderly; periodically mon-
itor sodium as well. (Table 4.3)

Case 1 (Continued)
Avis starts seeing a counselor and tries to walk around her house for 10 min 
per day. One month later, Avis is not feeling much better and is interested in 
discussing medication.
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Category Major side 
effects

Medications Special 
considerations

Selective
serotonin
reuptake
inhibitors
(SSRIs)    

*First line*

Headache

GI upset

GI bleeding

Weight loss

Insomnia

Sedation

Sexual 
dysfunction

Hyponatremia

Prolonged QT

Falls

Serotonin 
syndrome

Sertraline

Escitalopram

Citalopram Check QTc for 
doses > 20 mg

Fluoxetine Use with 
caution due to 
drug-drug 
interactions, 
long half-life

Paroxetine Avoid in the 
elderly. Highly 
anticholinergic 
and sedating

Serotonin 
norepinephrine 
reuptake 
inhibitors 
(SNRIs)

Similar to 
SSRIs

Can increase 
blood 
pressure

Venlafaxine Short half-life, 
taper slowly to 
avoid 
withdrawal, 
difficult to 
discontinue

Duloxetine May improve 
pain

Dopamine/
norepinephrine
reuptake
inhibitor   

Headache

GI upset

Insomnia

Weight loss

Hyponatremia

Bupropion Causes less 
sexual 
dysfunction 
than 
SSRIs/SNRIs

Alpha-2 
antagonist

Sedation

Weight gain

Hyponatremia

Mirtazapine Increases 
appetite and 
sleep

Table 4.3  Medications for depression in the elderly

Lexicomp, 2019 Beers Criteria [7, 8]
Green = okay to use in the elderly, Yellow = use with caution, Red = avoid use in the elderly
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•	 Antidepressants can take 4–6 weeks to have a therapeutic effect, and it may take 
much longer to reach a therapeutic dose. Only 1/3 of older adults treated with an 
antidepressant achieve remission. [2]

•	 If initial medical therapy does not work, you have the following options:
–– Incorporate nonpharmacologic treatments.
–– Titrate to the maximum adult dose of the initial medication.
–– Switch to a different medication in the same class or a medication from a dif-

ferent class.
–– Add a second antidepressant from a different class.
–– Augment with lithium or atypical antipsychotics (in consultation with 

psychiatry).
•	 Patients who have failed two adequate trials of medication therapy have 

treatment-resistant depression.
•	 Electroconvulsive therapy (ECT) can be a very effective treatment for depression 

in the elderly. Response rates are much higher with ECT (80–90%) and symp-
toms improve more quickly compared to medication therapy [2].
–– Indications for ECT include the following:

Severe or treatment-resistant depression
Psychotic depression
Catatonic depression
Severe malnutrition or a medical condition that worsens because the 
patient refuses to take medication

–– ECT is relatively safe, but does require general anesthesia and can cause 
short-term cognitive impairment.

•	 Transcranial Magnetic Stimulation (TMS) has not been well studied in the geri-
atric population.

•	 Consider referring to psychiatry for complicated cases including treatment-
resistant depression, difficulty tolerating medications, high suicide risk, bipolar 
disorder, psychosis, and diagnostic uncertainty.

Case 2
Avis’s sister, Betty, comes to see you later that year for a diabetes follow-up 
visit. She usually comes in with her blood sugar log, but today she is embar-
rassed that she has not been checking her sugars. As you ask her more about 
that she breaks down in tears and tells you that her husband passed away last 
month. How would you respond?

Case 1 (Continued)
Avis is prescribed sertraline 25 mg once daily. At her monthly follow-up visits 
she is improving, but still symptomatic, so sertraline is gradually increased to 
100 mg daily. Six months later, Avis returns again and is doing much better. 
She asks if she can stop her medication.
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Table 4.4  Timing of 
discontinuation of 
antidepressants Episodes of depression

When to consider 
discontinuing 
antidepressants

One After 1 year in remission
Two After 2 years in remission
Three or more After 3 years in remission, 

or continue indefinitely

When would you advise discontinuing antidepressant medication?
•	 For a single episode of depression antidepressant medication should be contin-

ued for at least 1  year after remission is achieved, based on expert opinion. 
(Table 4.4) [2]

•	 In addition to expert guidelines, you should consider patient preference, severity 
of episodes, difficulty of achieving remission, and risk factors for recurrence 
when deciding whether to discontinue medications.

•	 Gradually taper medications and monitor the patient carefully for recurrence of 
symptoms. Medications should be tapered over at least 4  weeks, and many 
patients will need a much longer taper to avoid a withdrawal syndrome. 
Symptoms of withdrawal can include mood changes, flu-like symptoms, insom-
nia, hyperarousal, nausea, balance impairment, and sensory disturbances. 
Paroxetine and venlafaxine have short half-lives, contributing to significant with-
drawal symptoms if they are stopped abruptly.

How to talk to someone experiencing grief:
•	 All clinicians have an opportunity to provide compassionate care to patients 

experiencing grief and direct them to additional resources.
•	 Discussions with grieving individuals should be warm, inviting, and open ended. 

It is important to try to be present without trying to fix the problem.
•	 It can be helpful to preface difficult conversations about loss with a statement 

such as, “Although I speak with a lot of people who have experienced the loss of 
a loved one, each person’s experience is unique. I would like to talk to you more 
about what you are going through.”

•	 Try to begin this difficult conversation by asking about the person who died, the 
specific circumstances around their death, and how they have been coping since 
their death (e.g., how the loss is affecting their emotions, daily activities, social 
interactions, and work).

•	 It is then important to ask about their support system and the effectiveness of this 
support system.

How are bereavement and grief defined?
Bereavement is the experience of losing a loved one to death. Grief is the response 
to bereavement, which comprises a variety of emotional and physical symptoms and 
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signs that fluctuate over time and vary greatly between individuals [10]. Culture, 
ethnicity, gender and spiritual beliefs greatly influence one’s experience and strate-
gies for coping with grief.

How can you help someone like Betty overcome grief?
•	 Utilizing a person’s natural support system is important for overcoming grief.
•	 Additional peer or faith-based support can be helpful. Many health care systems, 

senior centers, and faith-based agencies offer individual and group-based sup-
port services for grief.

•	 Some patients may benefit from referral to a grief counselor.
•	 Trusted clinicians can also help patients to accept the reality of the death, gradu-

ally confront reminders of the deceased loved one, and start to consider what 
they want for their future.

•	 Treatment for the physical symptoms of grief should emphasize self-care and 
maintaining a healthy lifestyle. Management of sleep disturbances should focus 
on addressing sleep hygiene and avoidance of sedatives or hypnotics [11].

Emergence from grief is characterized by the following:

•	 Comprehension of the reality and consequences of the death
•	 Emergence of positive emotions or memories
•	 Thoughts and memories of the deceased are accessible but not 

preoccupying
•	 Restoration of sense of self and sense of purpose and belonging; feelings 

of competence and well-being
•	 Interest and engagement in life and other relationships

Typical symptoms of acute grief include the following:

•	 Intense yearning, longing, sorrow, emotional pain, physical symptoms, 
abdominal discomfort, frequent yawning, dizziness/fogginess

•	 Feelings of disbelief, difficulty comprehending the reality of the death
•	 Insistent distracting thoughts of the deceased, inattention, forgetfulness
•	 Loss of sense of self or sense of purpose and belonging, feeling aimless or 

incompetent
•	 Feeling disconnected from other people

Case 2 (Continued)
You learn that Betty has excellent support from her family and her faith com-
munity. You make a plan for her to return in 6 months to recheck her diabetes 
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How would you distinguish complicated grief from normal or acute grief? 
Complicated grief is a condition that is recognized by many experts; however, the 
terminology and diagnostic criteria for complicated grief are not well defined.
•	 DSM-5 [5] includes provisional criteria for the diagnosis of “Persistent Complex 

Bereavement Disorder” (PCBD) defined as a “severe and persistent grief and 
mourning reaction” based on criteria set by expert consensus.

•	 ICD11 [14] includes a new diagnosis of “Prolonged Grief Disorder,” defined as 
a “persistent and pervasive grief response characterized by longing for the 
deceased or persistent preoccupation with the deceased accompanied by intense 
emotional pain (e.g. sadness, guilt, anger, denial, blame, difficulty accepting the 
death, feeling one has lost a part of one’s self, an inability to experience positive 
mood, emotional numbness, difficulty in engaging with social or other 
activities).”

Features of complicated grief

•	 Estimated to affect 2–3% of the population worldwide.
•	 Risk factors include the following:

–– Female
–– Age > 60
–– Loss of a child or partner
–– Sudden death of a loved one by violent means
–– History of mood or anxiety disorders
–– History of substance use disorder
–– Multiple recent losses

and see how she is doing. When she returns to clinic 6 months later and you 
ask how she is doing, she says, “I don’t feel right. I miss my husband every 
day. Nothing is the same without him.” She breaks down in tears. You ask her 
more about how she has been coping. You find that she has stopped going to 
church and is no longer getting together with her friends for coffee because 
these activities remind her of her husband. She finds it too painful to do things 
that she and her husband used to do together.

You are concerned about the severity of her ongoing symptoms. You step 
out and ask her to complete the Brief Grief Questionnaire [12]. She scores a 9 
(>4 is positive). Further screening for complicated grief and depression is 
indicated so you ask her to complete the Inventory of Complicated Grief [13].
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It is also important to distinguish between complicated grief, depression, and 
PTSD (Table 4.5).

What treatment options are available for complicated grief?
Psychotherapy

•	 Psychotherapy has been shown to be effective for managing complicated grief 
and is considered first-line treatment.

•	 A short-term approach called complicated grief treatment that typically consists 
of 16 weekly sessions has been the most well-studied [15].

•	 Interventions that focus on strategies to target avoidance of thoughts or remind-
ers of the loss have been shown to be most effective [10].

Table 4.5  Distinguishing complicated grief, major depression, and post-traumatic stress disor-
der (PTSD)

Symptoms Complicated grief Major depressive disorder PTSD

Depressed mood +++ +++ +
Anhedonia (loss of interest or pleasure) − +++ +
Anxiety + + +++
Yearning or longing +++ − −
Guilt ++ ++ +
Difficulty concentrating + ++ ++
Preoccupying thoughts ++ + +++
Suicidal ideation ++ ++ ++
Change in appetite/eating behaviors +++ +++ −
Sleep disturbance + +++ +++
Nightmares − + +++

Source: Adapted from Shear [10]
+++ diagnostic criterion
++ usually present
+ may be present
− usually not present

•	 Impairs function and is unusually severe and prolonged (minimum of 
6 months).

•	 Characterized by persistent preoccupation with the deceased and inability 
to accept the loss or imagine a future without the deceased person.

•	 May include dysfunctional behaviors such as avoiding people, places, or 
activities that hold reminders of the person or trying to feel close to the 
person by excessively looking at pictures, listening to recordings of their 
voice, smelling clothes.
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Pharmacotherapy

•	 The combination of psychotherapy and antidepressants has been shown to be 
more effective than either approach alone [16].

•	 Pharmacotherapy data are limited. The same principles of pharmacotherapy for 
depression apply to grief in older adults. Escitalopram and paroxetine have been 
studied in small, open-label trials and shown to be effective [17]; however, par-
oxetine is not recommended for older adults due to side effects.

•	 Benzodiazepines have not been shown to be effective. Short-term hypnotics have 
not been well-studied in this population and should be used with extreme caution.

References

	 1.	Beekman AT, Copeland JR, Prince MJ. Review of community prevalence of depression in later 
life. Br J Psychiatry. 1999;174:307–11.

	 2.	Kok RM, Reynolds CF 3rd. Management of depression in older adults: a review. 
JAMA. 2017;317(20):2114–22.

	 3.	Kessler RC, Berglund P, Demler O, et al. The epidemiology of major depressive disorder: results 
from the National Comorbidity Survey Replication (NCS-R). JAMA. 2003;289(23):3095–105.

	 4.	Casey DA.  Depression in older adults: a treatable medical condition. Prim Care. 
2017;44(3):499–510.

	 5.	American Psychiatric Association. Diagnostic and statistical manual of mental disorder. 5th 
ed. Washington, DC: American Psychiatric Association; 2013.

	 6.	Gaddey HL, Holder K.  Unintentional weight loss in older adults. Am Fam Physician. 
2014;89(9):718–22.

	 7.	Lexicomp Online. Wolters Kluwer Clinical Drug Information, Inc. Accessed 30 Nov 2019.
	 8.	By the American Geriatrics Society Beers Criteria Update Expert P.  American Geriatrics 

Society 2019 Updated AGS Beers Criteria(R) for potentially inappropriate medication use in 
older adults. J Am Geriatr Soc. 2019;67(4):674–94.

	 9.	O’Mahony D, O’Sullivan D, Byrne S, O’Connor MN, Ryan C, Gallagher P. STOPP/START 
criteria for potentially inappropriate prescribing in older people: version 2. Age Ageing. 
2015;44(2):213–8.

	10.	Shear MK. Clinical practice: complicated grief. N Engl J Med. 2015;372(2):153–6.
	11.	Shear MK, Muldberg S, Periyakoil V.  Supporting patients who are bereaved. 

BMJ. 2017;358:j2854. https://doi.org/10.1136/bmj.j2854.
	12.	 Ito M, Nakajima S, Fujisawa D, et al. Brief measure of screening complicated grief: reliabil-

ity and discriminant validity. PLoS One. 2012;7(2):e31202. https://doi.org/10.1371/journal.
pone.0031209.

	13.	Prigerson HG, Maciejewski PK, Reynolds CF III, et al. Inventory of complicated grief: a scale 
to measure maladaptive symptoms of loss. Psychiatry Res. 1995;59(1–2):65–79.

	14.	 ICD-11. Lancet. 2019;393(10188):2275.
	15.	Shear MK, Frank E, Houck PR, et al. Treatment of complicated grief: a randomized controlled 

trial. JAMA. 2005;293(21):2601–8.
	16.	Simon NM, Shear MK, Fagiolini A, et al. Impact of concurrent naturalistic pharmacotherapy 

on psychotherapy of complicated grief. Psychiatry Res. 2008;159:31–6.
	17.	Simon NM. Treating complicated grief. JAMA. 2013;310(4):416–23.

Case 2 (Continued)
After discussing treatment options, Betty agrees to meet with a behavioral 
health clinician and start low-dose escitalopram. She also decides to start 
attending a weekly grief support group and starts attending church again.
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Caring for Caregivers

Kendra D. Sheppard

Key Points
	1.	 Women are the primary caregivers for family members.
	2.	 Approximately 25% of caregivers serve for 5 years or more.
	3.	 The more help a loved one needs, the more hours a caregiver serves.
	4.	 Caregivers self-report fair or poor health in higher numbers than the gen-

eral population.
	5.	 Caregiver burden is common but preventable, and there are screening tools 

available for clinicians to evaluate.
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Case
Jackie, aged 75, has been the main caregiver for her husband since his stroke 
2 years ago. Today, she presents to the clinic for a blood pressure check. Her 
blood pressure is elevated. You note in the chart that she has not seen you in a 
year. When you ask how she is doing, she bursts into tears.

A caregiver is a person who provides unpaid care for a dependent child or adult.
According to the American Association of Retired Persons (AARP) Public 

Policy Institute’s report, Caregiving in the United States [1],

•	 An estimated 43.5 million adults in the United States have provided unpaid care 
to an adult or child in the prior 12 months.

•	 On average, caregivers are mostly women (60%) and approximately 49 years old.
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Case (Continued)
After Jackie has stopped crying, you ask her again how she has been doing. 
She states that she has been overwhelmed taking care of her husband. He is 
requiring help with bathing and dressing and his medicines are very compli-
cated. Additionally, she is managing their finances, which was always his pri-
mary responsibility.

What Do Caregivers Do? [2]
	1.	 Assist with basic activities of daily living: bathing and grooming, dressing, 

toileting, and transferring from car or shower
	2.	 Assist with instrumental activities of daily living: preparing meals, shopping, 

housekeeping, laundry, finances, medication oversight, and transportation 
assistance

	3.	 Attend doctor visits: Make and attend appointments
	4.	 Provide emotional support: Serve as primary companion and supporting 

both spiritual and emotional needs (not just medical)
	5.	 Provide back-up care (or respite) services: Often siblings or children will 

provide a break to the primary caregiver

Approximately 1 in 3 caregivers use paid caregiving services. Use of paid 
help is more common among caregivers who are less physically present 
(long distance or currently employed) and among those whose care recipi-
ent’s condition has a presumed need for more help with daily activities 
(such as Alzheimer’s disease) [1].
Care recipients of caregivers employed full time are as follows [3]:
–– Less likely to receive large amounts of care from their caregivers
–– More likely to receive personal care from paid care providers
–– More likely to use community services
–– More likely to experience service problems than care recipients of non-

employed caregivers

Many caregivers report not being comfortable with medical/nursing tasks. 
The AARP public policy institute published a series of “How-To” videos 
and resource guides for family caregivers about specific medical/nursing 
tasks—including preparing special diets, managing incontinence, wound 
care, mobility, and managing medications. https://www.aarp.org/ppi/ini-
tiatives/home-alone-alliance/

•	 The recipients of their caregiving are also most often women who are approxi-
mately 69 years old.

•	 Twenty-four percent of caregivers serve for 5 years or more.

K. D. Sheppard
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There are several scales available to measure caregiver stress. The Caregiver 
Self-Assessment Questionnaire was developed by the American Medical 
Association specifically for doctors to use in the clinic setting. It is available both 
online and in a pdf format for printing (https://www.healthinaging.org/tools-and-
tips/caregiver-self-assessment-questionnaire) and generates a scale that suggests 
caregiver-related distress. The American Psychological Association has a website 
with several other self-assessments, including the Zarit Burden Interview (https://
www.apa.org/pi/about/publications/caregivers/practice-settings/assessment/tools/
stress-burden).

Caregiving can adversely affect the caregivers’ mental and physical health [6]. 
Caregivers self-report worse physical health and have an increased risk of prema-
ture death. They also have increased rates of depression and anxiety and use more 
medication than noncaregivers.

Caregiver stress or burden may first manifest as a decline in health. Other signs of 
caregiver stress mimic depressive symptoms are as follows [7]:

•	 Feeling overwhelmed, alone, isolated, or deserted by others
•	 Sleeping too much or too little
•	 Gaining or losing a lot of weight
•	 Feeling tired most of the time
•	 Losing interest in activities you used to enjoy
•	 Becoming easily irritated or angered
•	 Feeling worried or sad often
•	 Having headaches or body aches often

Taking steps to relieve caregiver stress helps prevent health problems. Box 5.1 
lists several tips to mitigate caregiver stress.

Case (Continued)
Jackie is exhibiting symptoms of caregiver burnout. You ask her to fill out a 
caregiver stress self-assessment form which comes back positive.

In the AARP’s Public Policy Report, over half (53%) of caregivers indicate 
that a decline in their health compromises their ability to provide care.

5  Caring for Caregivers
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The U.S. Department of Veterans Affairs has a dedicated website for caregiver 
support (www.caregiver.va.gov). On this site, you will find a caregiver support line, 
how to contact your local caregiver support coordinator, and a wealth of resources 
related to caregiving support.

For nonveterans, caregiver support resources can be found via other governmen-
tal agencies, nonprofit organizations, and organizations related by chronic condition.

In an office visit, it is possible to bill for care related to caregiver support. 
Table 5.1 lists several ICD-10 codes.

Box 5.1 Preventing or Managing Caregiver Stress
Suggested Tips from the NIH Office of Women’s Health to prevent or manage 
caregiver stress include:

•	 Support Classes. Some hospitals offer classes that can teach you how to 
care for someone with an injury or illness. To find these classes, ask your 
doctor or call your local Area Agency on Aging.

•	 Community caregiving resources including respite. Many communities 
have adult daycare services or respite services to give primary caregivers a 
break from their caregiving duties.

•	 Help from friends and families. Make a list of ways others can help you. 
Let helpers choose what they would like to do. For instance, someone 
might sit with your care recipient while you do an errand or attend your 
doctor’s appointments.

•	 Join a support group. The Family Caregiver Alliance is just one source to 
find a caregiver support group (not disease specific) or a group with care-
givers (specifically caring for those with the same illness or disability as 
your loved one). These groups offer a safe space to share stories, pick-up 
caregiving tips, and get support from the other facing the same chal-
lenges as you.

•	 Get and stay organized. A daily routine is helpful for both the caregiver 
and the care recipient.

•	 Take time for yourself. Continue to maintain your hobbies, rest, and stay 
connected with family and friends.

•	 Maintain your health. This means choosing to be physically active, eating 
healthy foods, and getting restful sleep.

•	 Get regular checkups from your doctor. Share with the physician/nurse 
team that you are a doctor. Be up front with any symptoms that you 
are having.

•	 Take a break. Caring for someone can be overwhelming. Consider taking a 
break from your job. Under the federal Family and Medical Leave Act, 
eligible employees can take up to 12 weeks of unpaid leave per year to care 
for relatives. Companies are beginning to also provide time for caregiving. 
Ask about your options from your human resources office.

K. D. Sheppard
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Table 5.1  ICD-10 codes 
related to caring for 
caregivers

Code Definition

Z63.6 Dependent relative needing care at home
Z74.8 Other problems related to care provider dependency
Z63.8 Other specified problems related to primary support 

group
V61.49 Cares for dependent relative at home

Did You Know?
In 2000, the United States designated November as National Family Caregivers 
Month to honor the 40 million informal caregivers who take care of aging parents, 
ill spouses, or other loved ones with disabilities who remain at home.

Table 5.2  Resources for caregivers

Resource Organization/website

AARP Home and Family Caregiving 
Resource Center

https://www.aarp.org/caregiving/

Alzheimer’s Association online tools 
page

https://www.alz.org/help-support/resources/
online-tools

American Cancer Society Caregivers and 
Family page

https://www.cancer.org/treatment/caregivers/
caregiver-resource-guide.html

American Heart Association Support 
Network

https://supportnetwork.heart.org/

Area Agency on Aging https://www.n4a.org/caregivers
Eldercare Locator https://www.n4a.org/eldercarelocator
Family Caregiver Alliance https://www.caregiver.org/
AGS Health in Aging https://www.healthinaging.org/tools-and-tips
National Academy of Elder Law 
Attorneys

https://www.naela.org/

National Alliance for Caregiving https://www.caregiving.org/
Rosalynn Carter Institute for Caregiving https://www.rosalynncarter.org/
SAGE National Resource Center 
Caregiving Resource Page

https://www.sageusa.org/resource-category/
caregiving/

Case (Continued)
You talk to Jackie about her stress. You emphasize that it is common for care-
givers to need more support and gently remind her that if she lets her own 
health suffer, she will not be able to care for her husband. You refer her to 
community resources (Table 5.2) so that she can get some help at home and 
maybe respite care. You schedule a follow-up visit to see her in a month and 
also refer her to your social worker to help her connect with community 
resources.

5  Caring for Caregivers
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Key Points
	1.	 A cancer survivor is “any person with a history of cancer, from the time of 

diagnosis through the remainder of life.” Thus, the term “survivor” includes 
patients treated with both curative and palliative intent.

	2.	 The number of cancer survivors in the United States exceeds 16 million 
and the estimated number of survivors treated with curative versus pallia-
tive intent is not entirely understood. However, most survivors are expected 
to live 5 or more years past diagnosis, many with chronic needs related to 
cancer diagnosis as well as higher rates of comorbid chronic health 
conditions.

	3.	 Cancer-related information that should be easily available in patients’ 
charts includes cancer type, stage, past treatment, complications of past 
treatment, and plans for ongoing cancer-related care. This may be 
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�Introduction

The term “cancer survivor” is now widely agreed upon as “any person with a history 
of cancer, from the time of diagnosis through the remainder of life” [1, 2]. This defi-
nition encompasses a wide range of experiences and includes the time of diagnosis, 
periods of treatment, cancer-free survival, chronic or intermittent disease, and end-
of-life care. The term “cancer survivor” does not necessarily imply that a patient 
was treated with curative intent. However, most patients at very high risk for recur-
rence or with advanced/metastatic disease are followed continuously by their cancer 
care team. Survivors treated with curative intent, particularly those with lower risk 
of recurrence or at some distance from diagnosis, may be discharged to primary care 
or have their care shared between primary care and other specialties, although mod-
els and standards for follow-up care vary widely [3].

Therefore, for this overview of cancer survivorship in women over age 65, we 
will focus on patients without metastatic cancer that have transitioned from active 
cancer treatment to extended and long-term survival from their cancer. The number 
of cancer survivors in the United States has increased from approximately 3.6 mil-
lion in 1975 to an estimated 16.9 million as of January 1, 2019 and is projected to 
exceed 22 million by 2030 based on the growth and aging of the US population 
alone [1, 4]. Of these estimated 16.9 million survivors, roughly 8.8 million are 
women and over 5.2 million are aged 65 or older. With the aging of the baby boom-
ers and consequent increasing incidence of cancer, the average age of cancer survi-
vors is expected to continue rising in the next decade [5]. Nearly half of these female 
cancer survivors were diagnosed with breast cancer. Solid tumors of adult-onset 

Most Prevalent Cancers in US Women >65 [1]
	1.	 Breast cancer
	2.	 Colorectal cancer
	3.	 Uterine cancer

provided to patients by oncology clinicians as a treatment summary and/or 
a survivorship care plan, which may act as tools for communication, col-
laboration, and care coordination.

	4.	 Common preventative health interventions such as maintaining positive 
energy balance through diet and exercise, quitting tobacco, and reducing 
alcohol can reduce the risk of cancer recurrence, death, and all-cause mor-
tality in cancer survivors.

	5.	 Common long-term adverse effects of cancer and cancer-related treat-
ments are likely to be encountered and treated by nononcology clinicians.

J. E. Haine et al.
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(e.g., breast, colon) vastly outnumber hematologic malignancies (e.g., leukemia, 
lymphoma) [1], but hematologic malignancy survivors have significant differences 
in treatment and thus late and long-term effects.

In addition to late and long-term effects from cancer and/or cancer treatments, 
rates of comorbid health conditions are higher in cancer survivors compared with 
patients without a history of cancer (54% vs. 45%, respectively) [6]. Follow-up with 
primary care is central to ensuring appropriate care for comorbid conditions [7]. 
Common long-term adverse effects of cancer and cancer-related treatments are also 
likely to be encountered and treated by primary care providers (PCPs) [8]. Finally, 
shortages of both primary and oncology physicians are predicted in the near future 
[9, 10] increasing the need to better coordinate and shared care for survivors in order 
to meet essential components of high-quality cancer survivorship care [11].

The essential components of cancer survivorship care were defined in the 2000s, 
and emphasize a combination of screening for recurrence or late effects, and man-
aging persistent late and long-term effects [2]. For example, a cancer follow-up visit 
for a patient with Stage III colorectal cancer who is a few years out from diagnosis 
and treatment might include the following:

•	 Prevention of recurrence and new cancers by ensuring that the patient is taking 
aspirin daily.

•	 Surveillance for late psychosocial effects such as depression.
•	 Intervention with management for oxaliplatin-induced neuropathy.
•	 Coordination of follow-up colonoscopy.

Emphasis has been placed on attempting to coordinate this care with primary 
care, including either sharing or transitioning this care entirely to PCPs as appro-
priate. Practically speaking, what this looks like varies a great deal from region 

Late or future effect: Often rare, late side effects cancer treatment may only 
develop in the (distant) future (e.g., second cancers from radiation).

Long-term or chronic effect: These typically develop on or shortly after treat-
ment, and then persist life-long (e.g., neuropathy from chemotherapy).

Essential Components of Cancer Survivorship
	1.	 Prevention
	2.	 Surveillance
	3.	 Intervention
	4.	 Coordination

6  Cancer Survivorship in Women 65 Years and Older
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to region, clinic to clinic, provider to provider, and patient to patient. This hetero-
geneity is among the most challenging aspects of cancer survivorship.

A plethora of resources exist online, and like the internet in general, some are 
well-vetted than others. Listed in the table below are common, widely used, and 
freely available resources that we recommend to providers, although some also 
have patient-facing information. For specific cancer types, guidelines may exist 
with specific follow-up recommendations, which are updated periodically 
(Table 6.1).

Case
You are meeting “Barbara” for the first time at an office visit. She is a 70-year-
old woman who has recently moved to the area to live closer to children. She 
needs a new primary care provider. She is able to tell you that she has a history 
of left-sided breast cancer diagnosed 3 years ago, and that she had surgery, 
chemotherapy, and radiation. She is taking anastrozole and needs a refill 
of this.

She notes that she has ongoing hot flashes, recurrent difficulty with left 
arm swelling, vaginal dryness and pain, and moderate burning and tingling in 
both feet since cancer treatment that she indicates are bothersome to her daily 
life. PHQ 9 and GAD 7 screening scores are both elevated at 12.

Table 6.1  Brief guide to available online resources

The American Society of Clinical Oncology (ASCO). 
Both ASCO.org and Cancer.net have specific 
survivorship sections.

ASCO.org
Patient-facing: Cancer.net

The National Comprehensive Cancer Network (NCCN) 
has both patient and clinician facing informational sites 
each with specific survivorship sections.

NCCN.org
It is free to create a login—You don’t 
have to be a member, but you do need 
an account.

The American Cancer Society (ACS) website for patient 
and clinician resources. ACS also has a survivorship app 
available for iPhone (but not currently available for 
other operating systems) with FAQ in survivorship care.

cancer.org
cancer.org/health-care-professionals
FAQ: https://www.cancer.org/
health-care-professionals/national-
cancer-survivorship-resource-center/
survivorship-guidlines-app-faq.html

The Centers for Disease Control and Prevention (CDC) 
has cancer informational resources for both patients and 
clinicians including specific survivorship sections.

CDC.gov/cancer

The National Cancer Survivorship Resource Center at 
the George Washington University Cancer center. This 
includes clinician and patient toolkits as well as a cancer 
survivorship eLearning series for primary care 
providers.

https://smhs.gwu.edu/gwci/
survivorship/ncsrc
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What Cancer-Related Information Is Important for PCPs to Have on 
Hand?  Keeping the above case study in mind, we’ve attempted to outline the gen-
eral cancer-related information that is helpful for PCPs to have available.
•	 What is the diagnosis? What type of cancer, and what was the stage? Are there 

any available receptors or markers on pathology that affect prognosis and 
treatment?

–– This information can generally be located in oncology notes, pathology 
reports, and survivorship care plans.

–– There are many cancer staging systems. Cancer staging systems may be spe-
cific to certain cancer types. The most widely used for solid tumors is the 
TNM staging system. This includes information listing the tumor location and 
cell type (i.e., pancreatic adenocarcinoma). This is followed by staging of 
primary tumor size and possible invasion of adjacent structures (T0–4), num-
ber and location of involved lymph nodes (N0–4), and whether or not the 
cancer has metastasized (M0–1). An “X” rather than number means primary 
tumor, lymph node involvement, or metastatic disease that cannot be mea-
sured or has not been assessed. M1 typically (but not always) indicates meta-
static disease for which treatment is not curative but may be life prolonging or 
for palliation of symptoms.

–– Additional information that may be reported includes tumor grade and recep-
tors or markers specific to different types of cancer.

–– For instance, in breast cancer cases diagnosed 2012–2016, approximately 
77% of tumors express estrogen receptors (ER) and progesterone receptors 
(PR), 14% overexpress human epidermal growth factor receptor 2 (HER 2), 
approximately 14% are “triple negative” (meaning negative for ER, PR, and 
HER 2), and 8% are receptor status unknown [12]. Expression of all, some, or 
none of these is important to know when deciding treatment and communicat-
ing with oncology providers.

–– Hematologic malignancies such as leukemia, lymphoma, and myeloma have 
disease-specific staging systems.

•	 What cancer-related treatment has been rendered? What are the possible com-
plications of cancer or cancer-related treatment? The treatments used, in combi-
nation with patient health and age, determine the specific complications likely to 
be faced. Hematologic cancers are typically treated primarily with systemic 
therapies. Solid tumors, by contrast, are typically treated with both local and 
systemic options, unless the risk of metastatic recurrence is low and/or the patient 
is not expected to benefit (e.g., life expectancy and frailty).

–– Surgery and radiation tend to cause localized side effects to the site of treat-
ment (e.g., fibrosis and lymphedema).

–– Medical therapies (chemotherapy, targeted therapy, etc.) can cause systemic 
side effects (e.g., peripheral neuropathy and osteoporosis).

6  Cancer Survivorship in Women 65 Years and Older
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•	 Is treatment ongoing? If treatment is ongoing, what future treatments are planned, 
what is the proposed end date? What is the planned monitoring and/or possible 
complications?

–– It is not unreasonable to revisit the need for monitoring for recurrence or new 
primaries as survivors develop other life-limiting illnesses or as they advance 
in age. However, because this typically varies based on type and stage of can-
cer, it is likely best to do so after touching base with the oncology clinic or 
cancer care team.

•	 Was genetic testing done? Has any genetic testing been done or been recom-
mended to assess for inheritable (germline) conditions?

–– Family history changes over time, as do genetic testing guidelines! New infor-
mation may arise that is concerning for inherited cancer syndrome, and 
patients that did not meet criteria for genetic testing in the past may now meet 
them. Patients with histories concerning for an inherited cancer syndrome 
should be referred for genetic counseling prior to testing.

–– This includes considering updated recommendations for patients who are 
more distant from diagnosis. Current guidelines for ovarian and pancreatic 
patients indicate that all patients should be tested, regardless of family history. 
This applies to patients who have been discharged from oncology and may 
only follow with a PCP.

Survivorship Care Plans  Survivorship care plans have been recommended to 
improve communication among oncology specialists, patients, and primary care 
providers. Survivorship care plans are typically patient-centered documents that 
include a summary of information recommended above plus additional recommen-
dations for improving overall health. These are typically provided to survivors at 

Possible Treatment Modalities
Local

•	 Surgery, including organ transplant
•	 Radiation
•	 Interventional procedures

Systemic

•	 Cytotoxic chemotherapy, including hematologic stem cell transplants
•	 Targeted therapy, including HER2, and small-molecule tyrosine kinase 

inhibitors
•	 Endocrine therapy
•	 Immunotherapy

J. E. Haine et al.
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the end of active treatment (e.g., surgery, chemotherapy, and/or radiation) and not 
at the time of discharge from oncology. There is great variability surrounding their 
use in the oncology community. However, if available, a survivorship care plan 
should contain all of the recommended cancer-related diagnosis and treatment 
history.

What Are Common Cancer Survivorship Issues That PCPs Are Likely to 
Encounter?  Keeping the case study in mind, we’ve attempted to outline the gen-
eral cancer-related issues that are likely to arise in the primary care clinic and may 
be best addressed there.

•	 Many cancer survivors have questions about the impact of healthy lifestyle 
choices. Promoting healthy lifestyle choices such as quitting smoking, 
minimizing or ceasing alcohol, and maintaining positive energy balance through 
diet and exercise as key components of cancer survivorship is crucial.

–– Quitting smoking or other tobacco use is recommended by the American 
Cancer Society (ACS) for everyone.

Case (Continued)
You find and document her cancer stage (Stage Ib), receptor status (ER+ PR+ 
HER2-), past surgery (lumpectomy with sentinel lymph node removal), radia-
tion therapy completed, and chemotherapy (TC or Taxotere/Cytoxan).

Her PHQ—9 and GAD 7 scores indicate possible anxiety and/or depres-
sion present that can be explored and possibly treated further. She has likely 
lymphedema and peripheral neuropathy related to past cancer treatment that 
can be ameliorated. She walks 30 min daily and asks what over-the-counter 
supplements will help her fight cancer.

She wonders if she can receive a flu shot while taking anastrozole.

Key Points
	1.	 Local therapies typically address spread of the cancer in a region, and may 

prevent a local recurrence. Systemic therapies typically address the risk of 
widespread or metastatic recurrence.

	2.	 Hematologic cancers are typically treated with systemic therapies. Solid 
tumors, by contrast, are typically treated with both local and systemic 
options.

	3.	 Revisit the need for monitoring for recurrence with the patient’s oncol-
ogy team.

	4.	 Periodically review need for genetic testing.
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–– The ACS has guidelines on nutrition and exercise for cancer survivors [13]: 
https://www.cancer.org/healthy/eat-healthy-get-active/acs-guidelines-nutri-
tion-physical-activity-cancer-prevention/guidelines.html

–– A brief summary of the guidelines includes the following:
	1.	 Maintain a healthy weight. If overweight, even a small amount of weight 

loss can have benefits.
	2.	 Weekly exercise goal of 150 min of moderate intensity or 75 min of vigor-

ous intensity exercise preferably spread throughout the week.
	3.	 Healthy diet with five or more servings of fruits and vegetables per day and 

limited amount of red meats and processed foods.
	4.	 Limit alcohol intake to no more than one drink per day for women and two 

drinks per day for men.

•	 Safety and timing of vaccinations are frequently the subject of questions. Per 
2014 NCCN guideline [14]:

–– Vaccination of solid tumor cancer survivors is encouraged, and can generally 
follow the usual schedule for other patients of similar age and health status as 
long as they are not actively immunosuppressed (e.g., on cytotoxic 
chemotherapy).

	1.	 Inactivated influenza vaccine is encouraged. Administration >2  weeks 
before or >3 months after completion of chemotherapy is preferred due to 
better immune response. However, influenza vaccine can be administered 
during cancer treatment, if necessary. Vaccination of caregivers and close 
contacts is also encouraged.

	2.	 Other inactivated or recombinant vaccines should be administered 
>2  weeks before cancer treatment and >3  months after cancer 
chemotherapy.

	3.	 Live vaccines are contraindicated in actively immune-suppressed patients 
and should be given >4 weeks before or >3 months after completion of 
cancer chemotherapy. Consultation with oncology or other providers 
experienced in vaccination of patients with cancer is encouraged prior to 
administration of live vaccines.

–– Vaccination of hematologic cancer survivors is likewise encouraged, but can 
be more nuanced, especially if the survivor has undergone hematologic stem 
cell transplant (also known as bone marrow transplant, whether autologous or 
allogenic).

	1.	 In survivors who have received anti-B-cell antibody treatment (i.e., 
Rituximab), vaccinations other than inactivated influenza should be 
delayed for at least 6 months after last dose of such therapy.

	2.	 For patients who have received a stem cell transplant (whether autologous 
or allogenic), the treating Transplant Center should be consulted or may 
have provided specific recommendations.
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•	 Many cancer survivors utilize complementary and alternative medicines and 
treatments [15].

–– Like many other Americans, cancer survivors often access complementary 
and alternative medications and treatments to treat either cancer or cancer 
treatment side effects. Asking about the use is an important aspect of history. 
The NIH National Center for Complementary and Integrative Health has an 
excellent online resource to provide additional information and help answer 
patient and clinician questions: https://smhs.gwu.edu/gwci/survivorship/ncsrc

•	 Fear of cancer recurrence is a significant and common concern among cancer 
survivors [16].

–– Fear of cancer recurrence is not strongly linked with prognosis and may occur 
in patients despite a relatively good prognosis [17].

–– Clinicians should reinforce that fear of recurrence is common, normal, and 
may be helpful if it leads to increased commitment to making healthy lifestyle 
choices and following through with recommended follow-up [18].

–– However, if fear of recurrence is significant and distressing, intervention with 
health psychology can be beneficial [17].

–– Information to help patients cope with fear of recurrence can be found at 
Cancer.net—https://www.cancer.net/survivorship/life-after-cancer/
coping-with-fear-recurrence

•	 Symptoms of anxiety and depression are common in cancer survivors [19].
–– As with other cases of anxiety and depression, treatment with cognitive 

behavioral therapy, mindfulness-based stress reduction, physical activity, and 
medication such as SSRI, SNRI, and gabapentin can be beneficial [19].

–– Gabapentin or SNRI may also help other symptoms such as hot flashes and 
peripheral neuropathy [19].

•	 Fatigue in cancer survivors may have more than one cause.

–– Chemotherapy, radiation therapy, and many medications used to treat cancer 
can cause fatigue, but generally improve over time as survivors recover. Not 
all survivors will feel that they recover completely to a precancer baseline.

–– Anemia, insomnia, anxiety and depression, and changes in activity and nutri-
tion may also contribute.

–– Treatment of fatigue is aimed at adjusting comorbid medications when pos-
sible, treating other underlying disorders if present, and encouraging healthy 
lifestyle. Moderate exercise, yoga, and psychosocial interventions such as 
cognitive behavioral therapies, and mindfulness-based therapies are recom-
mended for treatment [20].

–– The 2014 American Society of Clinical Oncology (ASCO) clinical guideline 
on management of fatigue in cancer survivors can be found at: https://asco-
pubs.org/doi/abs/10.1200/JCO.2013.53.4495
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•	 Cancer survivors may complain of post-treatment cognitive impairment

–– Patients often refer to their symptoms as “Chemo brain” or “Chemo fog”. 
However, while symptoms are more commonly reported in survivors that 
have received chemotherapy, symptoms are also reported after surgery, radia-
tion (especially, brain radiation), or hormone therapy.

–– Risk factors and etiology are being investigated and are likely multifactorial.
–– Typically, patients will note short-term memory difficulties such as difficulty 

in remembering a list of items or trouble with word finding. It is very unusual 
to develop progressive impairment that affects daily function at a substantial 
level or for the symptoms to progressively worsen over time.

•	 Post-treatment cognitive impairment is a diagnosis of exclusion. New, severe, or 
persistent cases should be evaluated for other causes of impairment such as 
metastatic disease.

–– Treatment is largely aimed at other underlying disorders if present (e.g., 
depression and sleep disturbance), and encouraging healthy lifestyle.

•	 Sexual dysfunction and low libido are significant concerns for female cancer 
survivors, particularly those undergoing treatment for breast and pelvic cancers 
[22]. Specific considerations that may apply include the following:

–– Fatigue, anxiety, depression, and altered body image can contribute to sexual 
dysfunction and low libido.

–– Vaginal stenosis due to pelvic radiation or surgery can cause vaginal pain and 
bleeding [23].

–– Endocrine therapy can block or lower systemic estrogen levels and can result 
in hot flashes, low libido, and atrophic vaginal symptoms [24]. Venlafaxine 
and less commonly gabapentin can be used to treat hot flashes.

	1.	 Nonhormonal therapies, including vaginal lubrication, may help dryness 
(See also Chapter 1).

	2.	 Risks from systemic absorption of vaginal estrogen may be lower when 
combined with tamoxifen since tamoxifen blocks estrogen receptor in 
breast tissue.

In patients with breast cancer, it is advisable to touch base with medical 
oncology before starting a vaginal hormone therapy as safety data are mixed or 
largely unavailable.

•	 Cancer survivorship can carry a significant financial “toxicity” with effects last-
ing years after diagnosis and treatment [25].

Forty-five percent of patients with breast cancer report a decline in cognitive 
function following chemotherapy [21].
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–– Clinicians should inquire about fiscal and/or insurance burdens and refer 
patients to social work or other support services available.

Symptoms, late, and long-term effects for cancer survivors are mediated by many 
factors. These include host (age, weight, co-morbidities, etc.), cancer location 
(breast, colon, left vs. right, etc.), and treatment factors (surgery, radiation, medical 
therapies used, etc.), making it difficult to generalize. Keeping the case study in 
mind, we have attempted to outline the general site-specific concerns, based on 
common cancers and treatments typically used in older female survivors.

Common Issues After Cancer Surgery  Surgery tends to cause local complica-
tions, with findings confined to the area operated on. Most long-term and late effects 
of treatment are caused by scarring and/or abnormal adhesions in the area. Issues 
include lymphedema (as noted below, radiation is a risk factor for lymphedema as 
well); scarring including retractions leading to reduced range of motion, abdominal 
adhesions and fistulas, and changes in organ function (such as diminished lung 
capacity following lobectomy). Specific concerns for breast and GI survivors 
include the following:

•	 Lymphedema or abnormal lymphatic fluid collection (pitting or nonpitting) can 
occur after removal or damage to lymph nodes.

–– Most commonly perceived in an extremity after removal of axillary or pelvic 
lymph nodes, but may also occur in trunk (breast or chest wall), genitals, or 
head. The risk increases with the number of nodes removed, radiation therapy 
to lymph node areas, and obesity.

–– Mainstay of treatment is prompt occupational therapy to supervise manual 
lymphatic drainage and compression as well as prompt treatment of infection 
if present.

–– Flares can be prevented by avoiding trauma and weight gain and using com-
pression sleeves as needed.

Case (Continued)
You discuss with Barbara that at this point, influenza and all other vaccina-
tions are safe and recommended. She is congratulated on and encouraged to 
continue regular walking. You discuss concerns about over the counter sup-
plements and give her information to look through from the ACS so that she 
can make an informed decision about taking them.

Given her elevated PHQ 9 and GAD 7 scores, you discuss seeing a health 
psychologist and the possibility of treating her with an antidepressant. Venlafaxine 
or duloxetine, both SNRIs, may help mood disorders as well as reduce discom-
fort from peripheral neuropathy and hot flashes (See also Chapter 4).

On examination, you note mild left arm swelling and multiple telangiecta-
sias on the skin over her left breast.
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•	 Malabsorption or diarrhea may result from hemicolectomies for colon cancer, 
abdominoperineal resection for rectal cancer, or pancreatic insufficiency due to 
pancreatic resection.

–– Nearly half of all colorectal cancer survivors have chronic diarrhea at comple-
tion of treatment [26, 27]. First line treatment for persistent diarrhea follow-
ing hemicolectomy or abdominoperineal resection includes fiber and 
antidiarrhea medication such as loperamide or diphenoxylate/atropine. 
Chronic diarrhea may predispose to fecal incontinence (See  also Chapter 11).

–– Pancreatic enzyme replacement may be beneficial in the setting of pancreatic 
resection.

–– For patients with permanent ostomy placement, significant quality-of-life 
challenges on physical activity, sexuality and intimacy, travel, and psycho-
logical well-being have been reported [28].

–– Potential ostomy-related complications include skin conditions, hernia and 
fistula formation, and urinary retention.

Common Issues After Cancer Radiation  Radiation tends to cause local compli-
cations, with findings confined to the field irradiated. Most long-term and late 
effects of radiation treatment are due to tissue fibrosis in the radiation field. The risk 
of long-term effects from radiation is typically based on techniques developed 
decades ago, and may not reflect the likelihood with more modern radiation tech-
niques. Issues include lymphedema; scarring including retractions, abdominal 
adhesions, and lung fibrosis; fistulas; and skin discoloration and/or telangiectasias. 
Radiation can also result in second cancers, such as sarcomas, squamous cell and 
basal cancer, and fragile bones within a radiation field. Specific concerns for Breast, 
GI, and Gyn survivors include the following:

•	 Range of motion changes due to scarring and retraction over the chest wall.
•	 Vaginal stenosis can cause dyspareunia and postcoital bleeding. A pelvic exam is 

highly recommended to exclude malignant cause of symptoms but should be 

Common Persistent Issues After Surgery
•	 Lymphedema
•	 Scarring, adhesions, and fistulas
•	 Diminished organ function

Case (Continued)
Barbara appears to have ongoing difficulty with lymphedema in her left arm 
due to her cancer surgery and radiation. She is offered occupational therapy 
referral.
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carried out by an experienced clinician. Vaginal dilators are commonly used to 
treat stenosis, although evidence of benefit is lacking. Other optimal topical 
treatments and hormone replacement also require additional study [23]. Pelvic 
floor physical therapy may also be beneficial for dyspareunia [44].

•	 Radiation cystitis can vary in severity and may cause hematuria, suprapubic pain, 
urinary frequency, urgency, dysuria, and increased risk of infection. Bladder 
infection and malignancy should be ruled out. Treatment can include anticholin-
ergic medications for mild cases or urologic intervention for moderate-to-severe 
symptoms [29]. Pelvic floor physical therapy may also be beneficial [44].

•	 Chronic radiation proctitis (CRP) occurs in 5–10% of patients that receive pelvic 
radiation. Presenting symptoms include rectal bleeding, fecal urgency, diarrhea, 
and mucous discharge. Endoscopy is needed to evaluate for malignancy, stric-
ture, and the extent of radiation-induced disease. Mild CRP with minimal bleed-
ing can be treated with loperamide, fiber, stool bulking agents, and topical 
steroids [29]. These patients may also be predisposed to fecal incontinence (See 
also Chapter 11).

Radiation to the central or left chest wall can potentially increase the risk of 
cardiovascular disease because the heart may be included in the field. Increased 
rates of coronary artery disease, valvular heart disease, conduction abnormalities, 
restrictive cardiomyopathy with heart failure, and constrictive pericarditis have 
been observed but this risk typically takes years to develop [33]. Consensus guide-
lines on screening patients for cardiac disease after chest radiation are lacking, espe-
cially for older adults.

Common Late and Long-Term Issues After Medical Therapy  In contrast to sur-
gery and radiation, medical therapies for cancer can cause systemic side effects. 
Medical therapies currently include a broad and ever-expanding list of options. 
Common chemotherapies that would be used in older female survivors include 
doxorubicin, paclitaxel or docetaxel, and cyclophosphamide in breast cancer; 
5-fluoruracil and oxaliplatin in colorectal cancer; and paclitaxel and cisplatin or 
carboplatin in gynecologic cancers.

Common Persistent Issues After Radiation
•	 Lymphedema
•	 Scarring, adhesions, and fistulas
•	 Skin discoloration

Case (Continued)
Barbara is reassured that skin telangiectasias following radiation therapy are 
benign. She is examined for skin cancer.
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•	 Peripheral neuropathy is common although incidence varies based on chemo-
therapy drug used, dose, and duration [30]. The drugs with the highest incidence 
are platinum agents (cisplatin, carboplatin, or oxaliplatin), taxanes (paclitaxel or 
docetaxel), vinca alkaloids, and bortezomib.

–– Chemotherapy-induced peripheral neuropathy is predominantly sensory 
rather than motor or autonomic and presents in a symmetrical “stocking-
glove” distribution.

–– There may be initial worsening of symptoms even after chemotherapy is 
stopped, then gradual improvement followed by stabilization of symptoms. 
Peripheral neuropathy that appears more than 6 months after completion of 
therapy is less likely to be due to chemotherapy and alternate explanations 
should be explored.

–– Oxaliplatin-related neuropathy is made worse with exposure to cold. The 
other neuropathies are largely dose-related effects.

–– Physical therapy for patients with gait and mobility limitations may reduce 
risk of falls [31].

–– For patients with painful chemotherapy-induced peripheral neuropathy, 2014 
American Society of Clinic Oncology (ASCO) guidelines recommend trial of 
duloxetine to treat pain [32].

	1.	 Other pharmacologic modalities such as gabapentin/pregabalin, tricyclic 
antidepressants, and a topical compounded gel (ketamine, amitriptyline, 
and baclofen) do not have evidence to support efficacy but may be tried 
given lack of other options and benefit in other conditions with neuro-
pathic pain [32].

	2.	 Small trials show acupuncture may offer benefit, but a systemic review 
concluded that there is insufficient evidence to recommend it [34]. 
However, given the low likelihood of harm, trial of acupuncture in a patient 
who desires it is reasonable.

Case (Continued)
The trial of duloxetine previously discussed may help with mood hot flashes 
and peripheral neuropathy. Venlafaxine has more data to support use for hot 
flashes but not significant data to support use for peripheral neuropathy.

Types of Medical Therapy
•	 Cytotoxic chemotherapy
•	 Endocrine therapy
•	 Immunotherapy
•	 Targeted antibody
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•	 Cardiac complications. Medication-induced damage to heart muscle resulting in 
systolic congestive heart failure can occur from exposure to many different che-
motherapeutic agents.

–– Monoclonal antibodies used to treat many different cancers, such as trastu-
zumab for HER2-positive cancers (breast as well as other cancers such as 
esophageal, gastric, and cholangiocarcinomas), can cause reduced ejection 
fraction during treatment. This is generally reversible with significant recov-
ery possible when treatment is completed.

–– Irreversible cardiac damage, which can become apparent during treatment or 
late onset, is most commonly associated with anthracycline chemotherapy 
frequently used in treatment of breast and gynecologic cancers, sarcoma, and 
lymphoma.

–– ASCO recommends counseling and treatment regarding other modifiable risk 
factors such as smoking, hypertension, dyslipidemia, diabetes, and obesity to 
lessen cardiac risk [35].

–– In patients with other risk factors, such as age > 65 with exposure to anthra-
cyclines, an echocardiogram performed 6–12  months after completion of 
therapy is reasonable. There is no consensus to recommend additional moni-
toring in asymptomatic individuals, although threshold to evaluate for systolic 
dysfunction with echocardiogram should be low in patients with symptoms of 
heart failure [35].

–– Treatment of cancer therapy-related heart failure is similar to that for other 
forms of chronic systolic congestive heart failure with beta-blockers, ACE-
inhibitor or angiotensin receptor blockers, and diuretics. Referral to cardiolo-
gist is recommended [35].

For the most part, non-metastatic colorectal and gynecologic cancer survivors do 
not receive long-term maintenance therapy. However, patients with hormone-
receptor positive breast cancer will typically be on an endocrine therapy for 5 or 
more years. For this reason, we have devoted a little additional time to specific 
considerations with these agents.

Endocrine Therapy  Women that have been diagnosed with hormone-receptor 
positive breast cancer will commonly receive endocrine therapy with tamoxifen or 
an aromatase inhibitor (anastrozole, letrozole, or exemestane) for a variable dura-
tion of 5–10 years.

•	 Aromatase inhibitors (letrozole, anastrozole, and exemestane) block the periph-
eral conversion of androgens to estrogen to lower estrogen levels below normal 
post-menopausal levels. They are frequently preferred for cancer treatment in the 
post-menopausal setting as they are more effective at reducing risk of cancer 
recurrence than tamoxifen and have a potentially more acceptable safety pro-
file [36].
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–– Diffuse arthralgia is a common side effect commonly seen within the first few 
months of starting the medication and tends to affect multiple joints after an 
individual has been at rest. Switching among AIs is a common practice, but 
duloxetine and acupuncture may also be options [37].

–– Accelerated loss of bone density is also a risk. Regular monitoring for and 
treatment of osteopenia/osteoporosis is recommended [38]. There is some 
variance in guidelines on how often to check a bone density test while taking 
an aromatase inhibitor; typically, bone density testing is recommended every 
1–3 years. Medicare will generally not cover checking more often than every 
2 years.

–– Coronary artery disease is a potential concern based on meta-analysis 
data [39].

•	 Tamoxifen and toremifene are selective estrogen receptor modulator that inhibits 
growth of breast cancer cells by competitive antagonism of the estrogen receptor. 
Tamoxifen is typically used in the United States.

–– In contrast to aromatase inhibitors, tamoxifen will improve bone density in 
postmenopausal women, but mildly increases the risk of DVT/PE (2–3×) and 
endometrial cancer (1/1000/year → 2/1000/year).

–– Guidelines recommend against asymptomatic screening for endometrial can-
cer on tamoxifen [40], but it is important to inquire regularly about postmeno-
pausal vaginal bleeding and arrange prompt evaluation for endometrial biopsy 
in women taking tamoxifen.

–– Tamoxifen is converted into active form by CYP2D6 and there are potential 
interactions with inhibitors of this.

	1.	 Many antidepressants interact with CYP2D6 to reduce active form of 
tamoxifen. Paroxetine, fluoxetine, and bupropion have the most effect. 
Citalopram/escitalopram and venlafaxine have the least.

	2.	 A recent cohort study did not show difference in mortality between patients 
taking antidepressants that were potent inhibitors of CYP2D6 and those 
that were not potent inhibitors [41].

	3.	 In patients already taking tamoxifen, we generally avoid starting one of the 
potent CYP2D6-inhibiting antidepressants. However, in patients already 
stable on a potent CYP2D6-inhibiting antidepressant that are starting 
tamoxifen, we do not require a change in antidepressant.

	4.	 Tamoxifen also has a significant interaction with warfarin, causing 
increased INR and risk of bleeding. If they are used together, a dose 
reduction in warfarin and frequent monitoring are recommended. Other 
anticoagulant options should be considered when possible.

Case (Continued)
Recognizing that Barbara is taking anastrozole, an aromatase inhibitor, you 
specifically review her history to ensure that she has up-to-date bone density 
testing every 2 years.
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Monitoring for Cancer Recurrence  Updated evidence-based guidelines on mon-
itoring for cancer recurrence for various cancer types are available at the online 
resources noted above. If a survivorship care plan is available, it should include 
recommended follow-up testing. Multiple available reviews show poor adherence to 
follow-up guidelines in the United States, both by oncologists and PCPs, with a 
wide variation of over- and under-testing [42, 43].

�Conclusion

The number of cancer survivors in the United States, particularly over age 65, is 
growing rapidly. Primary care clinicians currently have a key role in promoting 
quality cancer survivorship care, and this role will likely continue to expand in the 
upcoming decade based on the increasing number of survivors.
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Key Points
•	 The prevalence of obesity in older women is increasing. Non-Hispanic Black 

women and women with lower education level are at particularly high risk.
•	 Waist circumference is a better predictor of obesity-associated risk than 

body mass index (BMI) in older women.
•	 Using nonjudgmental and inclusive language and motivational interview-

ing techniques will optimize productive discussions with patients about 
their weight.

•	 The goal of obesity treatment is to mitigate associated risks and improve 
function and quality of life.

•	 Weight loss may improve hypertension, hyperlipidemia, progression from 
impaired glucose tolerance to diabetes, urinary incontinence, sleep apnea, 
depression, physical functioning, quality of life, joint pain, and mobility.

•	 Older women are vulnerable to sarcopenia, osteoporosis, and nutritional 
deficiency when attempting weight loss. Gradual weight loss and main-
taining adequate protein intake are important.
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�Introduction

The obesity epidemic continues to grow in the United States and worldwide, across 
ethnicities and age groups. By 2030, it is estimated that almost half of US adults 
will be obese and almost one quarter will be severely obese [1]. In 2010, more than 
one-third of adults aged 65 and older were obese, and as the Baby Boomer genera-
tion ages, it is anticipated that the percentage of older people with obesity will also 
rise [2, 3].

The prevalence of obesity is higher in women than men and disproportionately 
affects non-Hispanic Black women and those with lower levels of educational 
attainment (Fig. 7.1) [3]. Approximately half of non-Hispanic Black women aged 
65 and older are obese. Obesity is associated with multiple comorbidities and can 
reduce functionality and negatively impact quality of life.
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Fig. 7.1  Prevalence of obesity among US adult women over 65 years old by age, race, and educa-
tion, 2007–2010. This figure uses data from the National Center for Health Statistics as reported 
by Fakouri et al. in 2012 [3];. HS, high school

•	 Lifestyle modifications including behavior changes, increased physical 
activity, and decreased caloric intake are first-line recommendations.

•	 Intensive lifestyle interventions to support patients in their weight loss are 
available in the community, commercially, and online.

•	 Additional treatment options include pharmacotherapy and bariatric 
surgery.

•	 Obesity is an important topic to address throughout the lifespan, with spe-
cific changes being recognized and tailored as a woman ages.

P. Perumareddi et al.
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Case
Beth S. is a 65-year-old woman whom you know well. She is following up for 
a new diagnosis of prediabetes (HgA1C of 6.1). She also has well-controlled 
hypertension, elevated lipids, and obesity (BMI 35). She tells you that she has 
tried diets in the past but none have worked. She wonders why it is so hard to 
lose weight.

�Pathophysiology of Obesity in Older Women

Body weight is influenced by a combination of genetics, metabolism, environment, 
behavior, and culture (Box 7.1) [4, 5].

Obesity results from the storage of excess energy as fat when caloric intake 
exceeds caloric requirements. As we become more sedentary with aging, our level 
of physical activity declines. As our basic metabolic rate decreases with age, our 
daily caloric need declines so that older adults need 300–500 fewer kCal/day than 
younger adults [6]. Importantly, despite this decrease in daily caloric consumption, 
older adults have unique nutritional requirements because of their vulnerability to 
diseases such as osteoporosis (See also Chapter 3) and sarcopenia. Box 7.2 describes 
the obesity paradox, whereby a higher weight in older adults may actually benefit 
health where it would worsen health in younger adults.

Sarcopenia, the progressive loss of skeletal mass with increasing age, can predis-
pose older adults to sarcopenic obesity. Illness or inactivity can lead to loss of mus-
cle mass, while body fat is preserved and redistributed. Sarcopenic obesity is 
associated with functional decline, frailty, and higher morbidity and mortality. It is 
thus recommended that older adults maintain or even increase their daily protein 
consumption.

Box 7.1 How Do Genetics, Environmental, and Behavioral Factors Contribute to 
Obesity?
•	 Genome-wide association studies have identified more than 140 genetic 

chromosomal regions related to obesity. Only a few of these genes have a 
large effect on BMI (such as genes encoding leptin and melanocortin sig-
naling). It is thus likely that familial trends in obesity represent both genetic 
and environmental influences.

•	 Humans in environments with high food availability and reminders of food 
through conditioned stimuli and media cues may struggle with overeating.

•	 Altered connectivity between the salience and inhibitory network and 
other cortical areas (hedonic control) as well as interactions with the hypo-
thalamus (homeostatic controls) can interfere with processing emotional 
control and reward-based decision making in food choices.

7  Obesity and Aging
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Hormonal changes, such as reduced production of growth hormone and testos-
terone, and decreased responsiveness to thyroid hormone and leptin, predispose 
older adults to obesity. For older women, these changes may be more pronounced. 
Women have more body fat as a percentage of body weight than men do from 
puberty onward and gain more fat during adult life than men. Pregnancy may result 
in modest but adverse changes in body weight and fat distribution that persist 
throughout the lifespan [7, 8]. Following menopause, reduced estrogen states fur-
ther decrease the lipolytic effects of an energy negative state [6].

Common medications can contribute to weight gain in older adults, including 
many that treat common comorbidities such as diabetes, depression, and hyperten-
sion. The Obesity Action Coalition has a helpful resource that includes a table of 
drugs that may be associated with weight gain and suggested alternatives that may 
have a more favorable impact on weight. While underlying diseases such as hypo-
thyroidism, polycystic ovarian syndrome, Cushing’s syndrome, and Prader–Willi 
syndrome can lead to obesity, these causes are less common in older adults.

Obesity is associated with numerous physiologic changes that impact overall 
health [9]. Secretion of excess adipokines from white adipose tissue results in insu-
lin resistance, diabetes mellitus, dyslipidemia, hypertension, and atherosclerosis. 
Obesity affects inflammation and is thus a risk factor for breast, colon, endometrial, 
esophageal, hepatocellular, and renal cancer. Obesity enhances degenerative joint 
disease not only from increased weight bearing on joints, but also from the damag-
ing effect of inflammatory adipokines such as resistin on joint synovia and muscle 
function. Extra adipose tissue in the upper respiratory tract and hypopharynx predis-
poses to sleep apnea, impaired ventilation, secondary hypoxia, and hypercapnia. 
Finally, obesity negatively affects functional ability, resulting in social isolation and 
decreased ability to perform activities of daily living. Obesity is associated with 
incontinence and depression, and associated stigma can lead to worsening social 
isolation.

Box 7.2 What Is the Obesity Paradox? [10]
•	 Obesity in younger adults shortens life expectancy, but in older adults, the 

optimal weight for survival increases with age.
•	 Above age 75, the relative risk of all-cause mortality decreases with 

increasing BMI, resulting in a U-shaped curve where risk of death increases 
at both extremes of BMI (too low and too high).

•	 The effects of weight loss in older adults remain controversial with an 
emphasis on physical function showing benefit rather than absolute 
weight loss.

P. Perumareddi et al.
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�Clinical Risks of Obesity

Obesity increases the risk of cardiovascular disease, sleep apnea, nonalcoholic fatty 
liver disease, osteoarthritis, depression, urinary incontinence, and impaired quality 
of life in older women.

Women with obesity have a higher mortality risk if they also have coronary heart 
disease, type 2 diabetes mellitus (T2DM), or sleep apnea.

It is important to identify modifiable risk factors for cardiovascular disease in 
women with obesity that can independently reduce their risk of death. These factors 
are as follows:

•	 Hypertension
•	 Hyperlipidemia
•	 Impaired glucose tolerance
•	 Sleep apnea
•	 Tobacco use

Importantly, weight loss may improve hypertension, hyperlipidemia, progression 
from impaired glucose tolerance to diabetes, urinary incontinence, sleep apnea, 
depression, physical functioning, quality of life, joint pain, and mobility.

�Diagnosing and Evaluating Persons with Obesity

It is important to discuss obesity using sensitive and inclusive language. It is useful 
to frame the discussion around managing chronic medical conditions like diabetes 
and hypertension. In a survey of 390 patients with obesity with a mean age of 
51 years old, the term “weight” was preferred over the “obesity,” “heavy,” and “fat,” 
which were perceived to as judgmental; “BMI” was also considered an acceptable 
term [11].

Most patients have been through the process over many years of losing (and 
gaining back) weight, so we should understand that the issue is almost never lack of 
insight. Often times, the bigger challenge is maintaining (not achieving) a healthy 
weight. Many patients are already frustrated and impatient with themselves and 
their lack of sustained progress and it is vital to impart understanding, respect, and 
empathy in the discussion about their weight.

Motivational interviewing can be a helpful technique when broaching the topic 
of weight. Motivational interviewing has four key components: (1) expressing 
empathy and not arguing; (2) developing discrepancy; (3) rolling with (not fight-
ing) resistance; and (4) supporting self-efficacy. In this process, the provider 
assesses the patient’s readiness for and interest in making lifestyle changes and 
guides discussion and action based on her current state of mind and stage of con-
templation [12].

7  Obesity and Aging
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Best practices for building trust and improving conversations around weight 
include the following:

•	 Share the agenda. “Is it OK if we talk about ways to improve your health and 
quality of life?”

•	 Raise the issue. “I would like to talk about your weight.”
•	 Be respectful and express empathy.
•	 Build on what you hear (ask, tell, ask). “What have you tried in the past? It 

sounds like losing weight has been important to you for a long time. You’ve tried 
very hard and have been frustrated and disappointed. Can you tell me about some 
moments that were rewarding?”

•	 Cultivate change talk. “It sounds like you are ready to make a change.”
•	 Guide toward a specific plan. “How would you feel about a referral to a program 

to support you in making these changes? There are in-person and online pro-
grams, and they have helped a lot of my patients.”

Training in motivational interviewing is helpful not only for supporting patients 
in behavior change around weight, but also for smoking cessation, mental health, 
substance use disorders, and diabetes. The Obesity Medicine Academy offers a 
webinar for healthcare providers with limited experience using motivational inter-
viewing. Trusted resources about motivational interviewing can be found here.

�Classifying Obesity in Older Women

Body mass index (BMI), measured in kilograms per meter squared, does not take 
into account body composition, making it less accurate in older persons, whose fat-
free mass (FFM) is lower than that of younger adults [13]. As muscle mass declines, 
BMI can underestimate obesity. Older women may also lose height from vertebral 
compression fractures, further complicating the interpretation of BMI in this 
population.

When using BMI to define obesity (Fig.  7.2), a BMI of 30 kg/m2 or more is 
obese. Obesity is subdivided into classes, with BMI of 30–34.9 kg/m2 being Class 
1, 35–39.9  kg/m2 Class 2, and BMI ≥40  kg/m2 Class 3, also known as severe, 
extreme, or massive obesity.

Waist circumference correlates highly with total fat and intra-abdominal fat and 
is a better predictor of obesity-related risk in women. Waist circumference should 
be measured in women with a BMI between 25 and 35  kg/m2. A waist 

<18.5 18.5-24.9 25.0-29.9 30.0-39.9 >40

Under
Weight

Healthy
Weight

Over
Weight

Obesity
Severe
Obesity

Weight Categories Based on BMIFig. 7.2  Weight categories 
based on BMI
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circumference of >35″ (88 cm) correlates with increased cardiometabolic risk. Of 
note, Asian women are at increased risk with a BMI > 23 kg/m2 and a waist circum-
ference >31 in (80 cm).

Obesity-related comorbidities should be assessed and treated in any woman with 
a BMI ≥ 25 kg/m2.

A waist circumference should be measured and a weight and lifestyle history 
obtained. If a patient is not ready to make lifestyle changes to achieve weight loss, 
she should be advised to avoid weight gain, and her weight, BMI, and waist circum-
ference should be measured at least annually.

Table 7.1 outlines the diagnostic evaluation of women with obesity. The mini-
mum basic evaluation of a woman with obesity includes history and physical, 
including careful medication review, fasting glucose or Hemoglobin A1c, thyroid 
stimulating hormone, liver enzymes (ALT, AST), and fasting lipid panel (total cho-
lesterol, LDL, HDL, and triglycerides) so that you can further characterize her risk 
and guide her treatment.

All patients with overweight and obesity should be clinically evaluated for com-
plications and comorbidities such as cardiovascular disease, diabetes mellitus, 

Table 7.1  Diagnostic evaluation of women with obesity [14]

Complications of 
obesity Recommended evaluation

Metabolic syndrome Waist circumference (https://www.youtube.com/
watch?v=3XNBeam5NoM)

Hypertension Blood pressure (https://www.youtube.com/watch?v=-LqKmrmaHsk)
Diabetes mellitus type 2 Fasting serum glucose/hemoglobin A1C
Hyperlipidemia Lipid panel (total cholesterol, triglycerides, high-density lipoprotein 

(HDL), and low-density lipoprotein (LDL))
Non-alcoholic fatty 
liver disease

Liver function (total protein, albumin, bilirubin (total and direct), 
alkaline phosphatase (ALP), aspartate aminotransferase (AST), 
alanine aminotransferase (ALT))

Obstructive sleep apnea STOP BANG, sleep study (See also Chapter 8) (http://www.stopbang.
ca/osa/screening.php)

Urinary incontinence Symptom assessment  (i.e., questionnaire for female urinary 
incontinence diagnosis (QUID) (See also Chapter  11): https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC2891326/

Degenerative joint 
disease

Symptom assessment (i.e., arthritis symptom checker: https://arthritis.
ca/about-arthritis/signs-of-arthritis/symptom-checker/)

Depression PHQ-9 (https://hign.org/consultgeri/try-this-series/geriatric-depression-
scale-gds), Geriatric Depression Scale (https://hign.org/consultgeri/
try-this-series/geriatric-depression-scale-gds) (See also Chapter 4.)

Binge eating disorder Binge eating disorder screener (BEDS-7:   https://www.vyvansepro.
com/documents/Adult-Binge-Eating-Disorder-Patient-Screener.pdf)
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nonalcoholic fatty liver disease, obstructive sleep apnea, and depression (see Table 
7.1). Appropriate follow-up and treatment for identified comorbidities should be 
pursued as medically indicated. Underlying contributing conditions such as hypo-
thyroidism should be explored where indicated, and a thorough history including 
recent health changes, reduction in functional status, or social factors that may be 
contributing to weight gain should be obtained.

�Medication Reconciliation

Medications may cause weight gain via various mechanisms:

•	 Fluid retention
•	 Stimulation of appetite
•	 Lowering of metabolism
•	 Stimulation of fat storage
•	 Impaired exercise tolerance

Given the importance of reducing polypharmacy in older adults, a risk-benefit 
assessment of each medicine is of inherent value, and can also reduce the risk of 
medication-related weight gain. Sometimes, medications associated with weight 
gain can be substituted for weight-neutral options; occasionally, a lower dose of a 
particular medication can attenuate weight gain. Box 7.3 provides a list of medica-
tions that may have an impact on weight.

Prior to undergoing a weight loss program, postmenopausal women should have 
their baseline bone mineral density tested. Intervention should begin with a weight 
history, previous strategies for weight loss, amount of physical activity and functional 
barriers, sleep, and social support. Older adults are particularly vulnerable to food 

Box 7.3 Medications That May Impact Weight
•	 Diabetes therapies (insulin, sulfonylureas, and thiazolidinediones)
•	 Selective Serotonin Reuptake Inhibitors (SSRIS)
•	 Anticonvulsants (including gabapentin)
•	 Oral corticosteroids
•	 Hormone therapy (estrogen and progesterone)
•	 Tricyclic antidepressants
•	 Antihistamines
•	 Beta-blockers
•	 Antipsychotics
•	 Lithium

P. Perumareddi et al.
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insecurity and social isolation and should be screened and appropriately addressed if 
identified [6]. Cognitive impairment or reduced executive functioning is also impor-
tant to identify and to modify patient goals and clinician approach accordingly.

�Intensive Lifestyle Interventions for Weight Loss

According to the Guidelines for the Management of Overweight and Obesity in 
Adults [15], the first-line treatment for patients who are ready to make lifestyle 
changes to achieve weight loss is an intensive lifestyle intervention for a minimum 
of 6 months. An intensive lifestyle intervention (Fig. 7.3) includes (1) a reduced-
calorie diet, (2) increased physical activity, and (3) behavior therapy [16].

Such intensive lifestyle interventions may be offered within a medical setting by 
staff such as registered dietitians but are rarely performed by a primary care pro-
vider because of their intensity. These in-person interventions typically result in a 
weight loss of approximately 8 kg or 8% of initial weight and improve health and 
quality of life; programs delivered by telephone, internet, or smartphone are also 
effective but usually result in less weight loss [16]. If your health system does not 
offer an intensive lifestyle intervention, you can refer patients to community-based 
programs, commercial programs, or weight management apps (see Fig. 7.3). The 
most extensively tested and proven one of these interventions is the Diabetes 
Prevention Program (DPP), disseminated by the Centers for Disease Control and 
Prevention (CDC) and the YMCA. To be eligible for the DPP, patients must have 
evidence of prediabetes without an existing or prior diagnosis of DM (Box 7.4).

Case (Continued)
Beth wants to talk to you today about losing weight so that she doesn’t have 
to start on medications for diabetes. She does not do much exercise, but 
recently got a pedometer. She takes 3500 steps per day on average. You jointly 
talk about having her do a daily food log, schedule her for an appointment 
with the nutritionist, and set a goal for her to increase her daily steps by 1000 
every week. She feels like it will be challenging to make these changes on 
her own.

Community based (in 
person/online)
 � Diabetes Prevention 

Program
  �https://www.cdc.gov/

diabetes/prevention/
info-hcp.html

 � https://www.ymca.net/
diabetes-prevention/
health-professionals.html

Commercially available
 � WW (formerly Weight 

Watchers)
 � https://www.

weightwatchers.com
  Jenny Craig
 � https://www.jennycraig.

com

App based (free & paid versions)
  My fitness Pal (under Armor)
  https://www.myfitnesspal.com
  Smart loss
 � https://www.amway.com/bodykey/

smartloss

Fig. 7.3  Intensive lifestyle interventions for weight loss
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Primary care providers can also provide and be reimbursed for intensive behav-
ioral therapy (Box 7.5) that includes a dietary assessment and counseling to pro-
mote high intensity changes related to nutrition and exercise, either in conjunction 
with a formal intensive lifestyle intervention or independently if this is not available 
locally.

Those patients with a BMI >30 (or >27 with at least one obesity-related medical 
comorbidity) are candidates for pharmacotherapy in conjunction with their trial of 
an intensive lifestyle intervention; those with a BMI >40 (or >35 with at least one 
obesity-related medical comorbidity) are candidates for concurrent consultation 
with a weight management program for consideration of bariatric surgery.

Box 7.5 Intensive Behavior Therapy for Obesity
Medicare pays for this!

Intensive Behavior Therapy (IBT) for Obesity
For Medicare patients with a BMI > 30 kg/m2, face-to-face counseling for 

obesity (15 min) can be billed under the code G0447 in a primary care set-
ting for:

•	 One visit every week for 4 weeks.
•	 One visit every other week for months 2–6.
•	 One visit every month for months 7–12 if the patient has lost at least 3 kg 

(6.6 lb) during the first 6 months.

Box 7.4 Diabetes Prevention Program Eligibility
•	 >18 years old with BMI >25 (>23 if Asian)
•	 No prior diagnosis of DM
•	 Evidence of prediabetes (any one of these qualifies)*

–– Hgb A1c 5.7–6.4% within last year
–– Fasting BG 100–125 mg/dL in last year
–– 75 g GTT → 140–199 mg/dL (2 h) in last year
–– History of gestational DM
–– High risk for type 2 DM on Prediabetes Risk Test

* Medicare beneficiaries must have blood test clinically administered in 
last year to qualify (self-reporting not allowed)

P. Perumareddi et al.
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Treating Obesity in the Much Older Adult

In the elderly, because weight loss can actually worsen comorbidities, it is important 
to assess whether and to what extent an individual patient may benefit from weight 
loss. Improved health depends not only on weight loss but also on correlation with 
functionality. Though data are limited, a combination of lifestyle modifications is 
likely the best approach to weight loss for much older women. The goal is to create 
a calorie deficit of 300–500 kCal /day through a combination of dietary changes 
and exercise.

A combination of aerobic activity, resistance training, and weight management 
(through dietary calorie reduction) has been shown to improve weight loss, frailty, 
cardiovascular fitness, and functional ability in adults over 65 with a BMI >30 [17].

�Physical Activity

The American College of Sports Medicine suggests at least 150  min of low-to-
moderate intensity aerobic activity in all people, including older adults. Those with 
reduced cardiovascular fitness or other physical limitations should be advised to 
break up the 150 minutes into small, attainable increments and build from there as 
they are able. It is important to incorporate both aerobic exercise, preferably weight 
bearing to aid in bone health/density, and resistance training, which benefit muscle 
strength, bone density, and functional capacity for everyday movement and activity, 
which is helpful to prevent falls.

The National Institute on Aging has a free exercise guide to download for patients 
to use at home: https://www.nia.nih.gov/health/publication/exercise-physical-activ-
ity/introduction

Case (Continued)
Beth opts for referral to a Diabetes Prevention Program near you. While she 
is a candidate for pharmacotherapy or referral to a bariatric surgeon based on 
her BMI and medical comorbidities, she is motivated to avoid additional med-
ication and declines consult with bariatric surgery right now. You schedule a 
follow-up appointment for her in 3 months to monitor her progress. At that 
visit, she is very proud of her progress and asks whether the same program 
would be appropriate for her mother, who is 92.
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�Dietary Changes

While calorie reduction relative to calorie consumption results in weight loss, losing 
lean muscle mass is a concern for the elderly. Ensuring adequate nutrition helps pre-
serve muscle mass in this vulnerable population, so weight loss at a measured pace 
is more desirable than rapid weight loss. Patients should be advised to track calories 
by hand or using an app (see Fig. 7.3 on Intensive Lifestyle Interventions above).

Dietary protein is particularly important for older adults and contributes to mus-
cle mass, reserve capacity, skin resilience, immune function, and healing [18, 19]. 
In fact, observational data show a correlation between higher protein intake and 
better physical function and muscle strength in older women [20].

While attempting weight loss, older women should get at least the recommended 
daily amount (RDA) of protein, if not more, to maintain muscle mass [21]. The 
RDA for this age group is 0.8–1.2 g protein/kg body weight per day. Some experts 
suggest that the RDA for older adults should be >1.2 g per kg/day, especially given 
that a high protein diet has not been shown to have a negative impact on renal and 
bone health in humans [22].

Timing of dietary protein intake is also likely important, and older women should 
be advised to consume protein-rich foods with each meal to maximize muscle pro-
tein synthesis and combat sarcopenic changes [23]. Dietary animal protein contains 
valuable iron, vitamin B-12, folic acid, biotin, and eggs that are particularly nutri-
tious and affordable [19].

It is best to coordinate with a clinical nutritionist or a registered dietitian when 
recommending weight loss in older adults so that they can help patients consider 
their ideal daily calorie deficit, provide recommendations about adequate protein 
intake and low glycemic foods, and educate patients about how to read and interpret 
nutritional labels, in particular looking at serving sizes and macronutrients (percent-
ages of proteins, fats, and carbohydrates).

�Next Steps and Other Treatments

If a patient achieves at least 5% weight reduction after 6 months of an intensive 
lifestyle intervention, she should then be transitioned at weight loss maintenance 
program including at least monthly counseling with a trained interventionist for at 

Case (Continued)
At her 6-month follow-up visit, Beth’s weight loss has plateaued, though her 
HgA1C has gone down to 5.8. She is now getting, on an average, 7000 steps 
a day and feels better. She is ready to talk about other options. She is hesitant 
to start on medications due to potential side effects, but agrees to go to see the 
weight management program to discuss a medically supervised very low cal-
orie diet.
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least 1 year [16]. While patients may consider their obesity a temporary problem, it 
is important to discuss obesity as a chronic medical condition and emphasize the 
importance of long-term adherence to treatment.

If a patient does not achieve at least 5% weight loss after 6 months of an inten-
sive lifestyle intervention, she is a candidate for pharmacotherapy or referral for 
consultation with a weight management program for consideration of bariatric sur-
gery, usually in that order. While we need more data about pharmacotherapy and 
bariatric surgery in older adults, older age should not preclude these advanced 
options for appropriately selected patients [24]. Once goal weight loss is achieved, 
patients should be transitioned to a weight loss maintenance program as 
described above.

�Medications for Treatment of Obesity

There are five medications that are currently available and FDA approved for weight 
loss (see Table 7.2).1 Though there is insufficient evidence to definitively recom-
mend these medications in older adults [14], preliminary data and the known phar-
macologic profiles of the medications suggest that there is minimal difference 
between older and younger populations [6]. That said, the risk of polypharmacy in 
older patients should not be underestimated, and a new medication should not be 
prescribed lightly.

In conjunction with lifestyle change, medication for weight loss can be consid-
ered for all patients with a BMI ≥ 30 kg/m2, or with a BMI of ≥27 kg/m2, and at 
least one associated comorbid medical condition such as hypertension, dyslipid-
emia, type 2 diabetes mellitus (T2DM), and obstructive sleep apnea [25].

Overall evidence of efficacy of weight loss medication is modest but significant, 
with effects averaging 5–9% of body weight loss when prescribed along with adher-
ence to lifestyle changes [25]. In general, the FDA approved antiobesity medica-
tions that can be considered for any adult for whom diet and lifestyle changes are 
inadequate. The risk of side effects should always be considered; however, medica-
tion should be used with caution and close monitoring. Efficacy and safety of medi-
cations should be assessed after the first 3 months. The medication is considered 
successful if a patient has lost >5% of their body weight by that time [25]. If this has 
not occurred, stop the medication.

Insurance must also be taken into consideration, as coverage for antiobesity med-
ication is poor. In 2017, a study that analyzed commercial healthcare plan coverage 
of antiobesity medications found that only 11% included some kind of coverage 
[26], and at the time of publication there is no Medicare coverage.

1 A sixth medication, Lorcaserin, was FDA approved for treatment of obesity in 2012 but was taken 
off the market in February 2020 because of associated increased risk of cancer.
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In spite of the lack of insurance coverage, cost, and side effects of antiobesity 
medication, clinicians can benefit their patients by thinking of potential synergy for 
other clinical applications. GLP-1 agonists, such as liraglutide, have shown signifi-
cant benefit for diabetes control, and also have the benefit of weight loss. Similarly, 
a patient with depression and/or chronic pain may benefit from a combination of 
buprenorphine and naltrexone.

Table 7.2  FDA-approved pharmacotherapy for obesity

Drug Dosage
Mechanism of 
action Side effects Contraindications

Phentermine* 30–37.5 mg/d Norepinephrine-
releasing agent

Dry mouth, 
constipation, 
anxiety, 
tachycardia, 
hypertension, 
insomnia, 
dysphoria, 
tremor, and 
psychosis

Glaucoma, heart 
disease, 
hyperthyroidism, 
and arrhythmias

Phentermine/
Topiramate 
(ER)

3.75 mg/23 mg 
ER/d (starting) 
7.5 mg /46 mg 
ER/d 
(recommended) 
15 mg/92 mg 
ER/d (high dose)

Norepinephrine-
releasing agent/
GABA receptor 
modulation

See above, also 
paresthesia, 
mental 
cloudiness, and 
fatigue

See above

Orlistat 60–120 mg TID Pancreatic and 
gastric lipase 
inhibitor

Decreased 
absorption of 
fat-soluble 
vitamins, 
steatorrhea, oily 
spotting, 
flatulence, and 
fecal 
incontinence

Cholestasis and 
malabsorption 
syndrome

Bupropion/
Naltrexone

32 mg/360 mg two 
tablets QID (titrate 
up)

Reuptake inhibitor 
of dopamine and 
norepinephrine 
(bupropion) and 
opioid antagonist 
(naltrexone)

CNS effects, 
nausea, 
vomiting, 
constipation, 
headache, and 
dizziness

Seizure disorder, 
severe hepatic 
impairment, and 
concurrent chronic 
opioid prescription

Liraglutide 3.0 mg injectable GLP-1 agonist Nausea, 
vomiting, 
diarrhea, and 
hypoglycemia

History of 
medullary thyroid 
cancer or multiple 
endocrine neoplasia 
type 2

*Phentermine alone is only FDA approved for use for 3 months
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�Surgery

Bariatric surgery is an effective and well-validated treatment for obesity and 
related comorbidities in the general population. The majority of studies evaluating 
the efficacy and safety of bariatric surgery have excluded patients aged >60. Given 
the known increased perioperative risk with age, conflict exists regarding the role 
of surgery in this population [24]. However, a meta-analysis including over 8000 
patients aged 60  years or older who underwent Roux-en-Y gastric bypass or 
sleeve gastrectomy determined that outcomes and complication rates of bariatric 
surgery in this population are comparable to patients aged <60, with pooled mean 
excess weight loss of 53.7% and diabetes resolution 54.5% at 1 year [27]. The 
decision to refer a woman for consideration of bariatric surgery should be indi-
vidualized based on her overall health status, goals, and personal preferences, 
regardless of age.

Patients who are interested and appropriate candidates should be counseled that 
bariatric surgery may not be as effective for weight loss and remission of diabetes 
or hypertension for patients >60  years of age as it is for younger patients [28]. 
Insurance coverage should be confirmed (Box 7.6) and chronic disease control 
should be optimized to the extent possible, along with the screening for undiag-
nosed mental health disorder, nutritional deficiency, and cognitive impairment, prior 
to surgery. Adequate social support is essential in the immediate postoperative 
period. Dietary protein and weight bearing physical activity is important in the post-
operative period to reduce the risk of sarcopenia.

�Conclusion

The management of older women with obesity is complex, primarily due to risks of 
sarcopenia, osteoporosis, and nutritional deficiency in the setting of attempted 
weight loss. The goals of obesity treatment in older women include reducing the 
risk of associated chronic conditions and improving functionality and quality of life. 
Approach and management should be tailored to an individual patient and her spe-
cific comorbidities. A balanced approach of lifestyle modifications addressing 
behavior, diet, and exercise is a good starting point. Intensive lifestyle interventions 
are available in the community, commercially, and online. Additional treatment 
options include pharmacotherapy and bariatric surgery. Obesity is a chronic condi-
tion and an extremely important topic to address throughout the lifespan, with spe-
cific changes being recognized and tailored as a woman ages.

Box 7.6 Bariatric Surgery Requirements for Coverage by Medicare
•	 BMI >35 kg/m2 plus at least one obesity-related medical condition (diabetes, 

hypertension, coronary artery disease, sleep apnea, cardiomyopathy)
•	 Trial and failure of other treatments

7  Obesity and Aging
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8Insomnia and Sleep Disorders in  
Older Women
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Key Points
•	 Sleep disorders can adversely affect a woman’s quality of life and impor-

tant areas of functioning.
•	 Older women face unique underlying factors that contribute to poor sleep 

such as menopausal symptoms, lower urinary tract symptoms, chronic 
medical conditions, mood disorders, and dementia.

•	 Women, especially older women, are at higher risk of insomnia and sleep 
disorders than men.

•	 Cognitive behavioral therapy for insomnia (CBT-I) is the first-line therapy 
option for patients with insomnia.

•	 Combining multiple nonpharmacotherapy treatments and medications is 
an effective strategy to manage sleep problems.
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Case
Martha is a 59 year old who has been unable to get a restful night of sleep for 
2 years. She has cut out her daily coffee and sleeps in a cool room, but still has 
trouble falling asleep and wakes up twice overnight. You take a detailed 
history.

�Epidemiology, Causes, and Terminology
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�Epidemiology

Sleep problems are common, occurring in 25% of adults [1]. Women and older 
people, such as Martha, are more likely to have difficulty with sleep. Women are 
more commonly affected due to hormonal changes such as pregnancy and meno-
pause, and because of a higher prevalence of depression and anxiety. There is also 
an increased risk of certain medical and psychiatric conditions that can make women 
more susceptible to sleep problems.

Insomnia is associated with a higher cardiovascular risk and higher prevalence of 
mental health problems. Sleep problems result in a lower quality of life, increased 
risk for suicide, increased risk for accidents and substance use, and decreased work 
performance [1].

�Definitions and Causes of Insomnia and Sleep Disorders

Box 8.1 lists the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition 
(DSM-5) criteria for insomnia disorder [2]. Insomnia may increase the risk of medi-
cal conditions and vice versa [3].

Box 8.1 DSM-5 Criteria for Insomnia Disorder
•	 A predominant complaint of dissatisfaction with sleep quantity or quality, 

associated with one or more of the following symptoms:
–– Difficulty initiating sleep.
–– Difficulty maintaining sleep, characterized by frequent awakenings or 

problems returning to sleep after awakenings.
–– Early morning awakening with inability to return to sleep.

•	 The sleep disturbance causes clinically significant distress or impairment 
in social, occupational, educational, academic, behavioral, or other impor-
tant areas of functioning.

•	 The sleep difficulty occurs at least three nights per week.
•	 The sleep difficulty is present for at least 3 months.
•	 The sleep difficulty occurs despite adequate opportunity for sleep.
•	 The insomnia is not better explained by and does not occur exclusively 

during the course of another sleep–wake disorder.
•	 The insomnia is not attributable to the physiological effects of a substance.
•	 Coexisting mental disorders and medical conditions do not adequately 

explain the predominant complaint of insomnia.

K. M. Desai et al.
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Box 8.2 Conditions That May Contribute to Insomnia

Medical conditions Menopause symptoms such as hot flashes
Hyperthyroidism
Pain syndromes
Osteoarthritis
Gastroesophageal reflux disease (GERD)
Sleep apnea
Cardiopulmonary disease causing shortness of breath
Alzheimer’s disease
Parkinson disease
Nocturia

Psychiatric conditions Anxiety
Depression
Persistent complex bereavement disorder (grief)
Post-traumatic stress disorder (PTSD)
Psychosocial stressors

Medications Stimulants, such as amphetamines and decongestants
Theophylline
Beta blockers
Levothyroxine
Some antidepressants, such as fluoxetine
Steroids

Other substances Caffeine
Alcohol
Nicotine
Cocaine

Box 8.2 lists common medical conditions that are associated with insomnia. 
These potential causes should be evaluated before considering treatment for 
insomnia.

Other underlying sleep disorders that patients may present with include hyper-
somnolence disorder, narcolepsy, breathing-related sleep disorders (obstructive 
sleep apnea or hypopnea, central sleep apnea, sleep-related hypoventilation), circa-
dian rhythm sleep–wake disorders, and parasomnias (nonrapid eye movement sleep 
arousal disorders, nightmare disorder, rapid eye movement sleep behavior disorder, 
restless legs syndrome).

8  Insomnia and Sleep Disorders in Older Women
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�Terminology

Commonly used terms related to sleep disorders are listed in Box 8.3. These defini-
tions will help to evaluate and then treat Martha’s sleep problems.

�Evaluation

A person who presents with difficulty sleeping should have a detailed history 
including medical and psychiatric concerns. The history should include medical 
conditions, mental health issues, sleep disordered breathing, restless legs, and 
menopausal symptoms, and others as noted in Box 8.2. For example, snoring may 
be a clue to sleep apnea, and nocturia (urinary frequency overnight) may cause dis-
rupted sleep or be a sign of sleep apnea (See also Chapter 11). A physical exam 
should focus on medical conditions that may cause difficulty sleeping, such as body 
mass index and enlarged tonsils for sleep apnea; changes in hair, nails, skin, eyes, or 
tremors for thyroid disorders; jugular venous pulsation, cardiac exam, lung exam, 
and evaluating extremities for swelling to evaluate for signs of congestive heart 
failure. If dementia or cognitive impairment is suspected, patients should be evalu-
ated with an appropriate office screening tool such as the Mini-Cog.

Once conditions that may contribute to insomnia have been ruled out or miti-
gated, a sleep history will help to classify the sleep problems. The sleep history 
should include sleep quality, sleep latency and total time in bed (which allows 

Box 8.3 Common Terminology for Insomnia
Sleep quality Overall satisfaction with the sleep experience
Sleep latency Amount of time it takes to go from fully awake to asleep
Total sleep time 
(TST)

Time during a total sleep episode minus time awake, which 
includes tossing and turning

Time in bed (TIB) The total time in bed, including time asleep and any time spent 
awake in bed (reading, texting, lying awake in bed)

Sleep efficiency (SE) Percentage of time asleep while in bed (TST/TIB × 100). Please 
see section “Sleep Restriction (SR)” for an example

Wake after sleep onset 
(WASO)

A period of being awake after the initial sleep onset

Sleep window Defined by TST and the patient’s preference for going to bed and 
schedule demands

Case (Continued)
Martha tells you that she has been having hot flashes that wake her up at 
nighttime. She often drinks two glasses of wine with dinner, and says that 
helps her sleep.
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calculation of sleep efficiency), wake after sleep onset (WASO), and the desired 
sleep window. It is also important to assess caffeine use, naps, and the bedroom 
environment (temperature, television use, etc.). You can find information about 
where to download sleep logs in Box 8.10.

Normal sleep efficiency is 80% or greater. In Martha’s case, her decreased sleep 
efficiency is caused both by an increased sleep latency and by her nighttime awakenings.

For evaluation of insomnia, the American Academy of Sleep Medicine (AASM) 
recommends the following [4]:

	1.	 A general medical/psychiatric questionnaire to identify comorbid disorders
	2.	 The Epworth Sleepiness Scale to identify issues with daytime sleepiness
	3.	 A 2-week sleep log to identify general patterns of sleep–wake times and day-to-

day variability

The AASM gives a conditional recommendation to the use of actigraphy, which 
is the use of a wrist or ankle monitor to measure movement during sleep. Actigraphy 
can be useful to evaluate sleep–wake and circadian rhythm disorders, especially 
when information from the sleep log is inconsistent or unclear. This is different 

Case (Continued)
Martha’s Sleep History
Martha gets up at 7 am for work. She usually goes to bed at 10 pm, but often 
has difficulty falling asleep and does not fall asleep until midnight. She wakes 
up twice per night and needs about 30 min to fall asleep again each time. She 
completed the sleep diary located here: http://sleepeducation.org/docs/
default-document-library/sleep-diary.pdf

TWO WEEK SLEEP DIARY
INSTRUCTIONS: 
(1) Write the date, day of the week, and type of day: Work, School, Day Off, or Vacation. (2) Put the letter “C” in the box when you have coffee, cola or tea. 
Put “M” when you take any medicine. Put “A” when you drink alcohol. Put “E” when you exercise. (3) Put a vertical line ( | ) to show when you go to bed. 
Shade in the box that shows when you think you fell asleep. (4) Shade in all the boxes that show when you are asleep at night or when you take a nap during 
the day. (5) Leave boxes unshaded to show when you wake up at night and when you are awake during the day.
  
SAMPLE ENTRY BELOW:  On a Monday when I worked, I jogged on my lunch break at 1 PM, had a glass of wine with dinner at 6 PM, fell asleep watching TV from 7 to 8 PM, went to bed at 
10:30 PM, fell asleep around Midnight, woke up and couldn’t got back to sleep at about 4 AM, went back to sleep from 5 to 7 AM, and had coffee and medicine at 7 AM.
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Sleep diary from http://sleepeducation.org and used with permission from the American 

Academy of Sleep Medicine

Time in bed (TIB): 9 h (10–7)
Martha’s total sleep time (TST) is only 6 h, since it takes her 2 h to fall 

asleep and she is awake for 1  h overnight. Her sleep efficiency (SE) is 
6 h/9 h × 100 = 67%.
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from polysomnography (also known as a sleep study), which measures multiple 
parameters including brain waves, oxygenation, heart rate, respiratory rate, eye 
movements, and leg movements. Polysomnography and laboratory testing are not 
recommended for the routine evaluation of insomnia [4].

�Nonpharmacologic Treatments for Insomnia

�Overview

Nonpharmacological treatments incorporate educational, behavioral, and cognitive 
components. Combinations of these approaches are often referred to as cognitive 
behavioral therapy for insomnia (CBT-I) with some heterogeneity in methodologies 
and techniques noted across clinical research protocols [6, 12]. While sleep hygiene 
techniques, such as decreasing caffeine, minimizing alcohol, and increasing exer-
cise, have minimal associated risk, they are less likely to be effective for patients 
with insomnia as opposed to occasional sleeplessness [31, 33–35].

Generally, CBT-I is a structured, time-bound approach that is recommended as the 
first-line treatment for insomnia [5, 7]. Common components of CBT-I include educa-
tion, treatment rationale, symptom tracking, behavioral and cognitive components, 
and problem solving (Fig.  8.1) . Although initially developed for the treatment of 
primary insomnia, CBT-I has shown effectiveness for secondary insomnia with asso-
ciated psychiatric and medical conditions such as alcohol use disorders, depression, 
PTSD, chronic pain, (breast) cancer, hearing impairment, chronic obstructive pulmo-
nary disease (COPD), and osteoarthritis [8]. CBT-I is associated with significant 
improvements in sleep efficiency, quality, and sleep onset latency, while decreasing 

Case (Continued)
You diagnose Martha with insomnia which is exacerbated by menopausal hot 
flashes. She wants to discuss treatment options. She has heard about Ambien 
but is not sure if she should really take medication all the time. She also wants 
to know about nonmedication options to help her. She has tried chamomile tea 
which helps sometimes.

Symptom
Tracking

Education

Treatment
Rationale

Sleep Norms
Circadian Rhythms
Effect of Aging
Sleep Deprivation

Behavioral
Components

Stimutus Control
Sleep Restriction

Congnitive
Components

Congnitive
Desputation
Paradoxical

Intention

Follow Up/
Problem
Solving

Fig. 8.1  Common components of CBT-I
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awakenings with smallest effect noted on the total sleep time [6]. Therapy can be 
delivered in various formats such as individual, group, phone, or online.

Evidence supporting digital delivery of CBT-I has been growing, with reported 
large short-term effects and ongoing (albeit smaller) effects for up to 18 months [26] 
and utility across diverse populations [27, 28]. However, further research is needed 
to better understand the mechanisms, dissemination, as well as limitations including 
higher dropout rates and limited tailoring to address patients’ needs [28, 29].

Techniques of CBT-I aim to deepen and consolidate sleep, promote regular sleep 
patterns, elicit and support psychogenic relaxation response, and correct maladap-
tive sleeping thoughts and behaviors [9].

�Components of Cognitive Behavioral Therapy for Insomnia

�Education
Education links pretreatment evaluation to the intervention and provides education 
to develop realistic sleep expectations and to correct common misconceptions about 
sleep norms, circadian rhythms, aging, and sleep deprivation. Several age-related 
sleep changes have been outlined by the National Sleep Foundation (2003) includ-
ing the following:

	1.	 Changes in sleep architecture: decrease in rapid eye movement (REM) sleep, ear-
lier bed and wake up times, decreased SE as the sleep becomes more fragmented.

	2.	 Increased sensitivity to environmental disruptions (e.g., temperature), hormonal 
changes (e.g., menopause-related), and physical conditions (e.g., cancer)

For further information concerning sleep education as outlined in CBT-I, please 
refer to work of Hunter and colleagues [29] and Overcoming Insomnia: A Cognitive 
Behavioral Therapy Approach by Edinger and Carney [30]. It needs to be noted that 
CBT-I protocols do not specifically focus on the needs of either older or female 
patient populations.

�Symptom Tracking
Symptom tracking allows for the review of current sleep patterns and coping behav-
iors, as well as the assessment of patient’s total sleep time (TST), wake after sleep 
onset (WASO), time in bed (TIB), sleep window, and sleep efficiency (SE) (please 
refer back to Box 8.3). Symptom tracking is used to guide interventions and make 
adjustments throughout treatment. The patient should complete at least a 2-week  
sleep log at baseline. Resources to access sleep logs are provided at the end of this 
chapter (see Box 8.10, Patient Handouts and Resources).

�Behavioral Components

Stimulus Control (SC)
Developed by R. Bootzin, stimulus control is based on classical (Pavlovian) condi-
tioning. SC aims to “strengthen the cues of bed and bedroom for sleep and 
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weakening the cues for activities that interfere with falling asleep” [10]. Activities 
and mental acts, such as reading, watching tv, worrying, which are done in bed, are 
viewed as “competing with sleep” as these weaken associations between bed and 
sleep. SC therapy has been effective as monotherapy or as a part of multicomponent 
CBT interventions. Box 8.4 lists behaviors that achieve SC.

Of note, to limit awake time in bed, the patient is specifically advised to leave the 
bed if she is unable to fall asleep in 10–20 min and/or becomes frustrated with her 
inability to fall asleep. She is advised to get up and go to another room until she 
begins to feel sleepy again. Generally, she is instructed to stay awake for at least 
15 min before returning to the bedroom. During this time, she should not engage in 
any stimulating activities and should avoid screen time. This step is repeated as 
often as needed throughout the night.

Sleep Restriction (SR)
Based on the work of A. Spielman, sleep restriction has been described as “system-
atic, controlled, partial form of sleep deprivation designed to consolidate sleep rap-
idly and then gradually increase the scheduled time allotted for sleep when adequate 
sleep efficiency has been achieved” [11]. Stand-alone SR is an effective treatment 
for improvement of core insomnia symptoms [12, 13] with improvements main-
tained at 3-month follow-up [12]. Literature reviews outline SR among other non-
pharmacological treatments in older adults. Box 8.5 lists specific steps for 
SR. Important warnings and considerations that are outlined in Box 8.6 should be 
discussed in detail with the patient prior to recommending SR. Shared decision-
making is very important for patient safety and success of the treatment.

Box 8.4 Behaviors to Achieve Stimulus Control
	1.	 Limit bedroom activities to sleep and sex only.
	2.	 Limit awake time in bed.
	3.	 Only go to bed when already feeling sleepy.
	4.	 Keep the same wake up time 7 days of the week.
	5.	 Avoid daytime naps. However, for elderly patients, a brief (30 min) day-

time nap can be scheduled. The specifics of the nap time and duration 
should be determined in collaboration with the patient.

Case (Continued)
Recall that Martha spends 9 h in bed every day and sleeps for only 6 h, for a 
sleep efficiency of 67%. She needs to get up at 7 am for work. She agrees to 
get up at the same time on the weekend. You ask Martha to go to bed at 1 am 
and get up at 7 am. This will ensure that she is only in bed as long as she cur-
rently sleeps. She should not nap during the day, but if she feels very sleepy 
during the day, she can go to bed at 12:45. Martha can go to bed 20 min earlier 
every week, as long as she maintains a sleep efficiency of at least 85%.
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�Cognitive Components

Cognitive Disputation
Patient’s thoughts and beliefs can act as antecedent and/or maintaining factors of 
sleep difficulties. Specific thinking patterns, although possibly rooted in facts, can 
lead to significant distress incompatible with state of relaxation required for sleep 
(Box 8.7). The goal of cognitive disputation is to help the patients interpret their 
own thoughts as hypotheses rather than facts and in doing so, reduce distress and 
promote coping.

Patient’s thoughts can be elicited using a question: “What is going through 
your mind when you cannot sleep?”

Box 8.5 Sleep Restriction Instructions
•	 Provide education, ensure patient is in agreement and understands the risks 

and benefits of SR.
•	 Assess SE, TIB, sleep window.
•	 Agree on a daily wake-up time.
•	 Instruct patient to go to bed based on the current sleep window and get up 

at a set wake-up time.
•	 Avoid daytime naps.
•	 Continue tracking: once SE reaches 85%, increase time in bed by 

15–20 min every week.

Box 8.6 Sleep Restriction (SR) Warnings and Considerations
•	 SR is not appropriate for patients suffering from: excessive daytime som-

nolence, neurologic conditions such as seizure disorders, non-REM para-
somnias, and bipolar disorder. Sleep deprivation in these conditions may 
lead to increased distress, impairment, and/or decompensation.

•	 Specifics of SR methodology vary significantly across research trials [13].
•	 Before attempting SR, review the literature. Kyle and colleagues offer a 

good overview of the differences in SR therapy procedures [12].
•	 Research indicates that patients undergoing SR have significant impair-

ments on the vigilance tasks throughout the treatment course of 4 weeks [12].
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Once patient’s thoughts are identified, these are examined together with the 
patient. Remember, that the goal is not to argue the patient out of her current think-
ing but rather help her examine evidence for and against her beliefs, developing a 
thought or belief that is less distressing to the patient. Example of a cognitive dispu-
tation form is found in Box 8.8.

Paradoxical Intention
Paradoxical intention is a prescriptive technique that instructs the patient to engage 
in feared or avoided behavior. For example, the patient who is afraid of not being 
able to fall asleep will be asked to go to bed and make an effort to stay awake. The 

Box 8.8 Sample Cognitive Disputation Form

Situation Mood Thought

Evidence 
supporting my 
thought

Evidence not 
supporting 
my thought

New thought, 
including 
evidence 
supporting and 
not supporting 
first thought Current mood

I’m at 
home, in 
bed, at 
2 am, and 
I’m awake

Worried, 
frustrated, 
heart 
racing

If I don’t 
get good 
sleep, my 
health will 
deteriorate 
and I will 
die.

My doctor told 
me sleep is 
important to 
my health.
My mom also 
had insomnia 
and she died.

I am in good 
health even 
though I 
have 
insomnia.
My mom 
didn’t die 
from her 
insomnia.

Sleep is important 
for my health, 
and I want to 
work on getting 
better sleep, but 
insomnia will not 
kill me.

Less worried, 
less 
frustrated, 
heart rate 
back to 
normal.

Adapted from [29, 30]

Box 8.7 Common Thinking Patterns Associated with Distress

Common thinking patterns associated with distress
Term Description Example

Jumping to 
conclusions

Making a negative 
interpretation despite of 
definite facts supporting it

My bad mood/work problems are all 
because I did not get enough sleep

All or nothing 
thinking

Seeing the situation in 
black-and/or-white terms. 
There are no compromises

If I cannot get 8 h of sleep, my whole 
day will be ruined

Self-fulfilling 
prophecy

Anticipate bad outcomes 
and treat predictions as facts

Because I was not able to fall asleep at 
night, I will not be able to get anything 
done today

Catastrophizing Predicting the worst 
possible outcome

I am going to develop a serious health 
issue/die early because I cannot sleep

Adapted from [29, 30]
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paradoxical intention aims to decrease sleep-related performance anxiety leading to 
a fewer difficulties with sleep initiation. Paradoxical intention (as well as relaxation 
training for insomnia) was the common component in CBT-I research published in 
the 1970s; however, paradoxical intention is not frequently found in more recent 
CBT-I research protocols [6].

Follow-Up
Within mental health settings, CBT-I is delivered within 4–10, weekly, hour-long 
sessions by a therapist (Substance Abuse and Mental Health Administration, 2018) 
[32]. Additionally, there is limited understanding of the CBT-I-related adherence 
and patient-specific factors. Specifically, we do not know the best patient profile for 
CBT-I and cannot be sure about dose–response relationship between symptom 
improvement and CBT-I techniques. With the emergence of online and app-based 
CBT-I, these questions are yet to be answered. CBT-I should be performed by pro-
viders who are familiar with the CBT techniques and principles or those who receive 
adequate supervision by a qualified professional.

�Other Nonpharmacologic Techniques

Sleep Hygiene Education
Sleep hygiene instructions have limited utility for patients with chronic insomnia 
and may be better suited for patients with occasional sleep difficulties or those with 
poor sleep environments. Overall, while principles of good sleep hygiene should be 
followed by all, there is insufficient evidence to support sleep hygiene as an effec-
tive, stand-alone intervention for insomnia [5].

Sleep hygiene, also known as “good sleep habits,” consists of behaviors, prac-
tices, and habits that may promote good sleep. The National Sleep Foundation out-
lines the following strategies for improvement of sleep hygiene: limiting daytime 
naps to 30 min; avoiding stimulants (caffeine, nicotine) close to bedtime; regularly 
exercising; avoiding foods that can be disruptive to sleep by producing indigestion; 
ensuring natural exposure to sunlight; establishing a relaxing nighttime routine; 
creating a pleasant sleep environment. Sleep hygiene instructions also frequently 
incorporate elements of sleep restriction or stimulus control strategies.

Relaxation Training
Relaxation techniques such as progressive muscle relaxation and diaphragmatic 
breathing can create conditions of physical and cognitive relaxation which are nec-
essary for sleep. Regular practice of relaxation training is needed to ensure success. 
Additionally, practitioners should be aware of the paradoxical anxiety—increase in 
cognitive, physiological, or behavioral anxiety components in response to system-
atic relaxation training [14]. It has been reported that progressive muscle relaxation 
may be associated with less paradoxical anxiety compared to other relaxation tech-
niques [14].
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Biofeedback
Biofeedback is a group of therapeutic procedures whereby physiological functions 
such as heart rate, electrodermal activity, electroencephalogram (EEG), breathing, 
and others are measured, recorded, and transmitted to the patient via auditory or 
visual feedback. The patient is taught to develop awareness and voluntary control of 
these functions [15]. Utilization of biofeedback in insomnia treatment is controver-
sial. Two recent review studies highlight methodological concerns in biofeedback 
research studies for insomnia calling for further randomized clinical trials (RCT) of 
higher methodological quality [16, 17].

Additional Considerations
Heterogeneity of methods within CBT-I components and some overlaps between 
nonpharmacological techniques (e.g., use of SR in sleep hygiene) can be confusing 
for both physicians and patients. As with any lifestyle intervention, shared decision-
making with the patient is critical to ensure safety and success.

�Pharmacotherapy Treatments for Insomnia

There are several classes of medications commonly used to treat insomnia. 
Some of these medications are FDA-approved for insomnia, while many are used 
off label for their sedating properties. In older adults, benzodiazepines are poten-
tially harmful and should generally be avoided if possible. These agents have 
decreased metabolism and increased sensitivity in older patients resulting in sig-
nificant side effects such as cognitive dysfunction and falls which can result in 
fractures and motor vehicle accidents [23]. Box 8.9 lists classes of medications 
used in the treatment of insomnia and important points to keep in mind regarding 
each class of drugs.

Case (Continued)
You see Martha for a follow-up in 3 months and she has been working with a 
therapist using manualized CBT-I treatment. You note there is improvement in 
her symptoms but she continues to have delayed sleep onset two to three times 
per week. She is interested in discussing medication options.

Relaxation apps CBT-i Coach by US Department of Veterans Affairs (VA)
Insomnia Coach by Palo Alto Veterans Institute for Research
Sleep Cycle: smart alarm clock [26]
Sleep as Android Unlock [26]
Sleep Center Free [26]
Good Morning Alarm Clock [26]
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Box 8.9 Sedative-Hypnotics for Insomnia [24, 36]

Benzodiazepine 
receptor agonists
Nonbenzodiazepine 
drugs

Zaleplon
Zolpidem
Eszopiclone

Side effects:
Morning sedation
Anterograde amnesia
Anxiety
Impaired balance and falls
Complex sleep-related behaviors 
(sleepwalking, sleep-related eating, driving, 
and sexual behavior)

Benzodiazepine 
receptor agonists
Benzodiazepine 
drugs

Triazolam
Temazepam
Estazolam
Flurazepam
Alprazolam
Lorazepam
Clonazepam

Generally avoid or use with extreme caution 
in older patients due to increased risk of 
cognitive impairment and falls
Risk for addiction and dependence
Avoid with alcohol
Avoid in patients with hepatic impairment
Avoid in patients with untreated sleep apnea 
and respiratory failure

Melatonin agonists Melatonin
Ramelteon

Generally well tolerated with a few adverse 
effects

Sedating 
antidepressants

Doxepin
Nortriptyline
Trazodone
Mirtazapine

Side effects:
Orthostatic hypotension
Anticholinergic side effects
Cardiac conduction delay
Mirtazapine: increased appetite and weight 
gain

Sedating 
antipsychotics

Olanzapine
Quetiapine

Side effects:
Weight gain and metabolic syndrome
Dizziness
Extrapyramidal symptoms
Hypotension

Antihistamines Diphenhydramine
Doxylamine

Side effects:
Anticholinergic
Dystonia
Urinary retention

Anticonvulsants Gabapentin
Pregabalin

Side effects:
Ataxia
Renally excreted: caution in patients with 
renal disease

Orexin receptor 
antagonists

Suvorexant
Lemborexant

Side effects:
Somnolence
Headache
Generally well tolerated with mild SEs in 
patients >65 years old; low risk of postural 
instability and falls
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For patients without contraindications, we recommend starting with Ramelteon, 
an FDA-approved melatonin agonist that is generally well tolerated with a few side 
effects.

When selecting medications for the treatment of insomnia, it is important to 
consider the side effect profile, cost, onset, and duration of action, and if there are 
any secondary effects of the medications that may be beneficial for the patient. It is 
important to employ shared decision-making and engage in a conversation that 
reviews the risks, benefits, and alternatives to pharmacotherapy.

It can be helpful to consider comorbidities when choosing medications for 
the treatment of insomnia. Patients suffering with coexisting depression may 
be offered a nighttime sedating antidepressant for the management of both 
insomnia and mood symptoms. Patients with chronic pain may benefit from 
amitriptyline, a sedating antidepressant that can also be used for treating pain 
syndromes. A patient suffering from peripheral neuropathy might find gaba-
pentin or pregabalin relieves both their neuropathic pain and insomnia. An 
elderly patient with dementia and decreased appetite or weight loss may ben-
efit from mirtazapine.

�Herbals and Supplements for Insomnia

The use of herbals and supplements is very common among patients over the 
age of 50. Based on 2007 survey statistics from the National Center for 
Complementary and Integrative Health, approximately 40% of US adults over 
the age of 50 use complementary and alternative medicines (CAM) [17]. 
Another national survey done in 2010 demonstrated that a striking 67% of 
those using CAM did not discuss their use with their health care providers [18]. 
Patients often combine prescription medications with herbals and supplements 
without fully understanding risks of drug–herb/supplement interactions. In 
fact, 26% of patients over the age of 50 who used CAM were taking two to 
three prescription medications [18]. It is important to ask patients about CAM 
use before prescribing any medications for insomnia to ensure safety and avoid 
harmful interactions.

A Word of Caution!
Over-the-counter supplements are not regulated by the Food and Drug 
Administration (FDA). Patients should be cautioned that some supplement 
products contain possibly harmful impurities or additives. Patients should be 
advised to check with a pharmacist for more details regarding the particular 
brand they choose to use. Brands that have been vetted by third party organi-
zations, confirming that the company practices good manufacturing practices, 
are safest if patients opt to try over-the-counter supplements.
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Commonly used herbals and supplements for insomnia include valerian root, 
chamomile, melatonin, hops, passionflower, and lemon balm. It is important to 
note that herbals and supplements are not FDA approved, and generally the evi-
dence for effectiveness, quality, and safety is inconsistent. Further studies are 
needed to make strong recommendations regarding the use of herbals and sup-
plements for insomnia. For patients who are interested in herbals/supplements 
for insomnia and sleep quality, the following can be recommended given their 
favorable safety profiles. It is important to keep in mind that any herbal/supple-
ment that has sedative effects should be used with extreme caution with medica-
tions that are used for insomnia (particularly benzodiazepines) as the combination 
can exacerbate adverse effects. They should also be avoided with concomitant 
alcohol use.

�Chamomile

A recent systematic review and meta-analysis of RCTs evaluated the therapeutic 
efficacy and safety of chamomile for insomnia and sleep quality and concluded that 
chamomile appears to be safe and effective for improving sleep quality. However, 
larger RCTs are needed to support these findings [19]. Patients can choose to try 
either one cup of chamomile tea or capsule with 220 mg flower standardized to 
contain 1.2% apigenin before bed.

�Melatonin

Aging is associated with both dysfunction in circadian rhythms and a reduction in 
melatonin levels, especially as women approach menopause. These factors play an 
important role in the commonly experienced peri- and postmenopausal sleep prob-
lems. Studies have shown that exogenous melatonin supplementation may improve 
sleep latency and quality at low doses with a few adverse effects and drug–supple-
ment interactions, although further studies are required to make strong recommen-
dations [20]. Patients can try 2–3 mg of sublingual or oral immediate-release (for 
sleep onset) or sustained-release (for sleep maintenance) melatonin supplements as 
needed at bedtime.

�Valerian Root

A randomized placebo-controlled trial studied the effect of valerian root extract 
on sleep quality in postmenopausal women aged 50–60 years old. Valerian root 
improved sleep quality in women with menopause and the study supported its 
use in the clinical management of insomnia [21]. Other studies have shown that 
valerian modestly reduces sleep latency by approximately 15 min and improves 
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subjective sleep quality. Continuous nightly dosing of 400–900 mg of valerian 
root for several days up to 4  weeks may be necessary for therapeutic bene-
fits [22].

Case (Continued)
After discussing the medication options and their side effects with Martha, 
she chooses to try over the counter melatonin supplements because her insur-
ance does not cover ramelteon. Because of her relatively young age and low 
risk of falls, you also prescribe zolpidem to use as needed if the melatonin 
does not work. You use the teach-back technique to confirm you adequately 
explained that she does not combine melatonin and zolpidem together and she 
has to avoid alcohol when using these treatments. You obtain Martha’s written 
permission to speak with her CBT-I therapist to help you with care 
coordination.

You also discuss with Martha that treatment of her hot flashes may also 
help in the management of her insomnia. You explain that some women find 
using fans or keeping their room temperature low can be helpful though there 
is little scientific evidence that these interventions work. The most effective 
treatment is hormone replacement therapy with estrogen, followed by nones-
trogen medications such as antidepressants, gabapentin, pregabalin, and 
clonidine. Paced respirations which are slow, deep, diaphragmatic breathing 
exercises can also be an effective nonpharmacotherapy option for managing 
hot flashes.

Martha has heard that hormones can cause blood clots and cancer. You 
assure her that hormone therapy is safe in appropriately selected patients (See 
also Chapter 11). She expresses she would rather try the nonmedication 
options you taught her first and will cut out the wine in the evenings to see if 
that helps. You offer her some helpful handouts and web-based resources 
while also setting up a follow up visit in 1 month.

Box 8.10 Resources for Patients

Apps CBT-i Coach by US Department of Veterans Affairs (VA)
Insomnia Coach by Palo Alto Veterans Institute for Research
Sleep Cycle: smart alarm clock [25]
Sleep as Android Unlock [25]
Sleep Center Free [25]
Good Morning Alarm Clock [25]
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Key Points
•	 Pelvic organ prolapse (POP) is relaxation of the vaginal walls that support 

the uterus, bladder, and rectum.
•	 POP is common and its prevalence increases with age, vaginal delivery, 

parity, and body mass index (BMI).
•	 POP symptoms may include a sensation of vaginal pressure or bulge and 

difficulty evacuating the bladder or rectum. Many women with POP are 
asymptomatic.

•	 Asymptomatic POP does not require treatment if a patient does not have 
urinary retention or hydronephrosis.

•	 Patients should be reassured that prolapse is not dangerous and it is safe to 
have sex with a prolapse; having sex will not make the prolapse worse.

•	 If bothered, patients with prolapse should be offered treatment: pelvic floor 
muscle exercises, a silicone support device (pessary), and surgery.

•	 For additional treatment, consider referral to a physical therapist for super-
vised pelvic floor muscle exercise training and to a urogynecologist (or 
gynecologist) for discussion of pessary and surgery options.
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Fig. 9.1  Pelvic organ 
prolapse on exam. (Info: 
By Mikael Häggström—
Own work, CC0. https://
commons.wikimedia.
org/w/index.
php?curid=36698443)

Case
Sandy is a 63-year-old G3P3 who presents for an annual exam. She takes 
HCTZ 12.5 for hypertension and has never had surgery. She wants to talk 
about her weight, which has gradually crept up since menopause. She is hav-
ing some right hip pain and thinks her weight is contributing. She is sexually 
active with her husband and does not report any issues. Her BMI is 32 and her 
physical exam is unremarkable. When you perform her pelvic exam to obtain 
a Pap smear, you note that her cervix is at the vaginal opening (Fig. 9.1). You 
tell Sandy that you see some relaxation of her vaginal walls, also called “pro-
lapse,” and ask whether she experiences any symptoms, such as feeling a 
bulge or sense of pressure, or difficulty starting or completing urination or 
bowel movements. You also ask about postmenopausal bleeding. She denies 
these symptoms but wants to know more about prolapse. Why does she 

have it?
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�Epidemiology

Pelvic organ prolapse is defined as the descent of anterior vaginal wall, posterior vagi-
nal wall, apex of the vagina (cervix/uterus), or vaginal vault (cuff, after hysterectomy) 
[1]. Prolapse is commonly present in postmenopausal women, even in absence of 
symptoms. In a sub-analysis of the Women’s Health Initiative (WHI) Hormone 
Replacement Therapy Clinical Trial, 41% of women had some degree of POP on phys-
ical exam [2]. However, the lifetime risk of symptomatic POP is lower. A cross-sec-
tional national survey showed 2.9% (95% CI 2.5–3.4) of women reported symptomatic 
POP [3]. An analysis of US insurance claims and encounters database illustrated the 
lifetime risk for surgery for POP was 12.6% (95% CI 12.4, 12.7) [4]. As our population 
ages the total number of women who undergo surgery for POP is predicted to increase 
by 46% by 2050 [5]. The average annual cost of ambulatory care visits in the United 
States from 2005 to 2006 for the diagnosis of POP was 96.9 million dollars [6].

�Risk Factors

The etiology of POP is multifactorial [7–9]. Those risk factors most consistently 
citied in the literature are vaginal delivery, parity, age, and body mass index (BMI). 
Vaginal delivery, and in particular, operative delivery with forceps, is the most com-
monly identified risk factor for POP [10, 11]. Parity is also a clear risk factor for 
POP [2, 7, 12], with the risk of POP increasing with each child; however, the rate of 
increase declines after two children [12]. Another consistent factor associated with 
POP is age [2, 7]. The prevalence of POP increases by 40% with each decade [13]. 
In one study, in a managed care population, the largest number of consults for POP 
were for women in their 60s to 70s [14]. Finally, increased BMI is widely recog-
nized to be a risk factor for POP. Several studies have shown that those who are 
overweight and obese are at higher risk of POP [2, 15]. In one meta-analysis, women 
who were overweight had a 40% increased risk of POP and women who were obese 
had a 50% increased risk of POP compared with normal weight peers [16]. BMI is 
also linked to an increased risk of having surgery for POP. One case-control study 
looking at risk factors for POP surgery showed that women with a BMI greater than 
26 were more likely to have surgery for POP [10]. Of the risk factors with the stron-
gest associations with POP in the literature, BMI is the only modifiable risk factor. 
Patients can be counseled on various options for weight reduction, as a way to pre-
vent or improve POP symptoms, while also improving overall health and wellness. 
In a meta-analysis of the effects of bariatric surgery on pelvic floor disorders, weight 
loss via bariatric surgery resulted in an improvement in POP [17].

The epidemiologic associations with other potential POP risk factors are less 
clear. While patients and providers may commonly associate hysterectomy with a 
higher risk of POP, this association is controversial. The association between race 
and ethnicity and pelvic organ prolapse has been shown in some studies; however, 
the etiology for these differences is unclear [2]. In a cross-sectional study of women 
enrolled in the WHI, Hispanic women had a higher risk of POP compared to white 
women. A second study showed that compared with African-American women, 
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Hispanic and white women had four to five times higher risk of symptomatic pro-
lapse, but other studies failed to detect this difference [19, 20].

The consensus in the literature regarding chronic strain on the pelvic floor and the 
risk of prolapse is even less clear. There are specific comorbidities that a patient 
might have which put strain on the pelvic floor, such as chronic cough, chronic 
obstructive pulmonary disease (COPD), and constipation. In one small observa-
tional study, constipation was more common in women with POP [18]. Several 
larger studies have refuted this [19–21]. It is also often thought that jobs with heavy 
lifting can strain the pelvic floor. In a case-control study of assistant nurses in 
Denmark, the risk of needing surgery for POP was higher among assistant nurses 
when compared to controls (OR = 1.6 (1.3–1.9), P < 0.0001). This led the authors to 
hypothesize that heavy lifting/activity at work led to the increased risk of POP [22]. 
Other studies have not found heavy physical activity to be a risk factor for POP [7].

�Pathophysiology

The pelvic organs are supported by both the levator ani muscles and connective tis-
sue attachments (Fig. 9.2). These muscles and connective tissues support the open-
ings of the vagina, urethra, and anus.

These muscles are contracted at rest and provide a floor for the pelvic organs to 
rest on. Muscle trauma can affect the tone of the pelvic floor and lead to a weaken-
ing of the levator ani and therefore POP can ensue. In patients with a history of vagi-
nal deliveries, there can be visible defects in levator ani seen on MRI [23]. 
Furthermore, modeling has shown the levator ani to be stretched more than 200 
times the threshold for stretch injuries during the second stage of labor [24].

The connective tissue attachments of the pelvic organs, also known as endopel-
vic fascia, are also essential for support. The condensation of the endopelvic fascia 
attaches the pelvic organs to the bones and muscles of the pelvis. These connective 
tissue attachments can be affected during child birth, hysterectomy, straining, or as 
a part of normal aging [25]. Additionally, those with connective tissue disorders 
may have a less robust support structure, which can lead to POP [26].

�Clinical Findings

�History

Taking a thorough history to screen for symptoms of POP and identify their associ-
ated bother is important, because POP can have a significant negative impact on 
quality of life [27–29]. Lack of knowledge of changes in pelvic floor function in the 
reproductive years can lead to lack of appropriate therapies as women age, causing 
unnecessary progression of disease.

The most common symptom of POP is vaginal pressure or a feeling of a bulge 
through the vaginal opening. A single simple screening question, “Do you have a 
bulge or something falling out that you can see or feel in your vaginal area?” has a 
sensitivity of 96% (95% CI 92–100) and specificity of 79% (95% CI 77–92) for 
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prolapse at or beyond the hymen [30]. This question should be followed by further 
questioning and a physical exam to confirm the diagnosis.

Bladder and bowel symptoms are very common in women with POP. While the 
symptoms of vaginal pressure, bulge, and even sexual dysfunction can be caused by 
prolapse itself, other symptoms can be caused by effect of prolapse on the bladder 
(urinary incontinence, voiding dysfunction) or the lower gastrointestinal (GI) tract 
(fecal incontinence or incomplete defecation). Of note, while bladder and/or bowel 
symptoms may be exacerbated by POP, they may be unrelated and co-occur with 
POP, so they should not be automatically attributed to POP.

In women with POP, 43% have stress urinary incontinence (SUI), 37% have 
overactive bladder and 29% have mixed incontinence [31]. It is thought that cysto-
cele formation can damage the support system of the urethra and influence SUI [32, 
33]. Conversely, urinary retention can occur in advanced prolapse due to urethral 
kinking. In one study, 30% of patients with stage III or greater prolapse had a post-
void residual (PVR) of greater than 100 mL [34]. While it is easy to see how pro-
lapse can affect urinary symptoms, it is important to remember that these symptoms 
can also be present regardless of POP status, as women without prolapse also 
develop urinary symptoms.

Clinical Pearl
If a patient reports that her prolapse is interfering with penile penetration, it is 
important to ask about her partner’s erections. While advanced prolapse can 
interfere with vaginal penetration, this symptom is more commonly a sign of 
erectile dysfunction and referral to urology may be helpful.

Uterus
Rectum

Anus

Pelvic floor muscle

Female Pelvic Muscles

Vagina

Urethra

Public bone

Bladder

Fig. 9.2  Female pelvic 
floor. (Info: Bruce Blaus/
CC-BY-SA-4.0. https://
commons.wikimedia.org/
wiki/File:Pelvic_Muscles_
(Female_Side).png)
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While urinary symptoms are commonly discussed in conjunction with prolapse, 
bowel symptoms are discussed less frequently, but are also prevalent. In women 
with POP, approximately 50% have fecal incontinence [31]. In patients with POP, it 
is important to work up lower gastrointestinal (GI) symptoms and ensure screening 
for colon cancer is up to date. Like urinary symptoms, defecatory disorders can be 
present in the absence of prolapse. This is a key concept for patients to understand 
in terms of prolapse treatment expectations. In trying to understand if lower GI 
symptoms are related to prolapse, understanding the chronology of symptoms is 
paramount. If GI symptoms came first it is possible that constipation or diarrhea (± 
hyperdefecation) can exacerbate prolapse. However, if prolapse symptoms came 
first, the altered anatomy in POP can, in turn, be the driving factor.

�Physical

A comprehensive physical exam is essential in the care of patients with pelvic organ 
prolapse. Pulmonary and cardiac exams may identify risk factors important in the 
consideration of surgical management. An abdominal exam can screen for scars 
from previous surgeries not mentioned in the history and find masses that might 
alter the treatment plan.

Measurement of prolapse occurs during the vaginal exam, which should occur 
supine and with standing if the patient reports symptoms that do not correlate with 
supine exam findings. Measurement of prolapse should occur both at rest and with 
straining. The vaginal exam should begin with an inspection of the external genita-
lia as well as the vaginal mucosa. When defining prolapse, the vagina should be 
divided into three compartments: anterior compartment, posterior compartment, 
and apex (Fig. 9.3). Using anterior compartment, posterior compartment, and apex 
is preferred as opposed to cystocele, rectocele, and enterocele. This is because the 
location of the prolapse of the vaginal wall does not reliably predict the association 
of prolapse of the organ [35, 36].

Each compartment is distinct, and a patient can have prolapse in a single compart-
ment or a combination of compartments. Apical prolapse refers to descent of the 

Clinical Pearl
If a patient reports that tissue prolapses through her anus rather than through 
her vagina, she likely has hemorrhoids or rectal prolapse, and the most appro-
priate referral is colorectal surgery, not urogynecology.

Case (Continued)
You explain to Sandy that her three vaginal deliveries, age, and BMI are likely 
reasons she has developed pelvic organ prolapse. She asks what additional 
tests she will need and how the prolapse can be treated. She is terrified of 
surgery.
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cervix or vaginal cuff (post-hysterectomy) to within 4 cm of the hymen. Anterior 
compartment prolapse is descent of the anterior vaginal wall proximal to the urethro-
vesical junction (about 3 cm from the urethral meatus). If the anterior vaginal wall 
descends toward or beyond the hymen with Valsalva, the patient has anterior vaginal 
wall prolapse. The anterior compartment is most common compartment to prolapse 
[2]. Similarly, prolapse of the posterior compartment is seen when the posterior vag-
inal wall descends toward or beyond the hymen with Valsalva. A bi-valved speculum 
(Fig. 9.4) can be separated and the bottom half can be used to aid in assessment of 
mobility and descent of the anterior and posterior vaginal walls in isolation.

There are various prolapse measurement systems; however, the POP-Q is the 
most common, and is the preferred measurement system to record the stage of pro-
lapse [36–38]. The POP-Q is a 9 item assessment system of vaginal support that 
measures points on the surface of the vagina in relation to the hymen on maximal 
strain. The only value not measured on maximal strain is total vaginal length 
(Fig. 9.5). Patients should be asked to bear down or perform a Valsalva maneuver 
during these measurements. This is a useful tool for measuring prolapse in a univer-
sal language and is widely used by specialist providers.

After prolapse assessment, a specialist might then perform several additional 
exams to complete the work up. A bimanual exam could be done to look for pelvic 
masses or uterine tenderness. A focused neurologic exam can help rule out undiag-
nosed neurologic issues [39]. A rectal exam would also be useful in determining the 
extent of posterior wall prolapse as well as to assess for anal sphincter tone. In a 
patient with any symptoms concerning for urinary tract infection (UTI), a complete 
urinalysis and urine culture would be performed, as UTI can potentiate voiding 
dysfunction. Finally, in patients with symptoms of difficulty emptying their bladder 
or with prolapse beyond the hymen measuring a post-void residual (PVR) can help 
evaluate for incomplete bladder emptying.

Uterus
Rectum

Anus

Pelvic floor muscle

Vagina

Urethra

Public bone

Bladder

Anterior

Compartment
Posterior

Compartment

Apex

Fig. 9.3  Compartments of 
the vagina. (Info: Bruce 
Blaus/CC-BY-SA-4.0. 
https://commons.
wikimedia.org/wiki/
File:Pelvic_Muscles_
(Female_Side).png)
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�Additional Testing

There are various additional tests that can be performed in special cases. Urodynamic 
testing is typically reserved for uncovering other potential etiologies for elevated 
PVR or bothersome voiding symptoms [37]. Additionally, MRI defecography can 
be employed for cases of unusual prolapse anatomy, when symptoms do not corre-
late with exam or in women with incomplete bowel evacuation. These tests should 
be used judiciously and are commonly ordered by a female pelvic medicine and 
reconstructive surgery (FPMRS) or female urology specialist.

�Treatment

The treatment for POP varies and patients can work with providers to choose from 
a range of interventions, from conservative to surgical in nature. Providing informa-
tion is a cornerstone of POP treatment, and we recommend these handouts, which 
can be downloaded for free from the American Urogynecologic Society.

Case (Continued)
Sandy has both anterior and apical uterine prolapse based on your exam. She 
has a normal bimanual exam, neurologic exam, rectal exam and PVR. Her 
urinalysis and urine culture are normal. Since she has not had symptoms, she 
asks whether she needs to have treatment. She is also asking if there is any-
thing she can do to prevent her prolapse from getting worse.

Fig. 9.4  Bi-valved 
speculum. (Info: By 
Sarindam7—Own  
work, CC-BY-
SA-4.0,3.0,2.5,2.0,1.0. 
https://commons.
wikimedia.org/wiki/
File:Cusco%27s_selfre-
taining_bivalve_vaginal_
speculum_open.jpg)
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	1.	 Pelvic Organ Prolapse (https://www.voicesforpfd.org/assets/2/6/POP_Large_
Print.pdf)

	2.	 Pelvic Floor Muscle Exercises (https://www.voicesforpfd.org/assets/2/6/
Bladder_Training_Large_Print.pdf)

	3.	 Vaginal Pessaries (https://www.voicesforpfd.org/assets/2/6/Vaginal_Pessaries_
Large_Print.pdf)

	4.	 What is a Urogynecologist? (https://www.voicesforpfd.org/assets/2/6/What_
is_a_Urogynecologist.pdf)

�Conservative Management

It is important to recognize that not all patients with pelvic organ prolapse require 
treatment. Asymptomatic patients usually do not require intervention. If the patient 
chooses to observe the potential progression of her prolapse, there are some impor-
tant areas of consideration. First, the patient should present for periodic examina-
tion. These patients should be monitored closely for issues with urinary retention. 
Patients should be screened for symptoms of incomplete emptying and a post-void 
residual should be obtained. In patients who have an elevated PVR, imaging of the 
upper urinary tract with a renal ultrasound can help to diagnose the presence of 
hydronephrosis. Recurrent UTIs can be one sign of incomplete emptying, as urinary 
stasis leads to the overgrowth of bacteria. In order to monitor for recurrent UTIs, the 
provider should discuss any urinary tract infections that have happened since the 
last visit, as patients may present to an urgent care or may see other physicians for 
help with these symptoms. Additionally, patients should be monitored for severe 
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Fig. 9.5  The POP-Q System: (Info by: https://www.augs.org/patient-services/pop-q-tool/)
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vaginal or cervical erosions and obstructed defecation. All of the above conditions 
are considered contraindications to expectant management.

For the otherwise healthy asymptomatic patient with mild to moderate prolapse, 
these periodic assessments can occur in conjunction with the patient’s yearly gyne-
cological exam. The patient should be instructed to call and present sooner for eval-
uation if she becomes symptomatic. Occasionally patients with very advanced 
prolapse will present with no symptoms and desire observation. In these patients, 
evaluating bladder emptying is extremely important, and follow up every 3–6 months 
is recommended [40].

�Pelvic Floor Physical Therapy

A second conservative option that can be offered to women with POP is pelvic floor 
physical therapy (PFPT). This usually consists of at home exercises (Kegels) per-
formed by the patient as guided by a formal physical therapy program with a physi-
cal therapist. It is paramount, if employing this modality, that patients understand 
expectations for time commitment and treatment duration. PFPT is more effective 
in improving symptoms of urinary incontinence than pelvic organ prolapse, but may 
provide some symptomatic improvement for prolapse [41]. While PFPT may slow 
progression of disease in those with severe prolapse, it is unlikely to result in 
improvement in POP-Q stage [41–43].

You can contact your hospital system’s physical therapy department to learn 
whether there are physical therapists with pelvic floor training in your system. You 
can also visit www.apta.org and use the “Find a Provider” link to search for other 
physical therapists in your area.

�Pessary

The pessary is another conservative option for patients seeking relief from 
POP. There is good evidence to support pessary use for symptomatic relief of POP 
bother and health-related quality of life due to POP [44–51]. As an option for con-
servative management, 75% of specialists in the United States offer pessary as first 
line management of POP [52]. A pessary can also be placed by primary care provid-
ers or general gynecologists, which is useful for patients who do not have local 
access to specialists [53].

There are many available varieties of pessaries to choose from. Most are made of 
silicone and come in various sizes (Fig. 9.6). In a survey of specialists, there was a 
lack of defined practice patterns in respect to how to choose an initial pessary for 
each patient [52]. However in general, support pessaries, such as a ring pessary, are 
most commonly used in practice as a first choice [54]. This is an excellent first 
choice because of its simple design. Many patients feel comfortable with this design 
because it appears similar to a diaphragm. Additionally, patients can be taught to 
remove and replace a ring pessary on their own, giving patients autonomy in 
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deciding when to use and clean the pessary. The ring is available with and without 
support. The ring with support is used to prevent the cervix from slipping through 
the ring [55]. The ring pessaries are inserted by folding the pessary in half, and 
inserting it into the vagina. Once inside the vagina, the pessary is pushed past the 
cervix into the posterior fornix with the distal edge behind the pubic symphysis. A 
study by Wu et  al. offers a simplified protocol for pessary management where 
patients were offered a ring pessary either with or without support. Seventy percent 
of women had successful pessary fittings with a ring pessary [56].

For advanced prolapse, space occupying devices can be used, such as the 
Gellhorn, donut, or cube pessary [57]. It is important to remember that these shapes 
are more difficult for patients to self-remove and replace, and may prohibit sexual 
intercourse. Additionally, these devices can also be associated with greater vaginal 
discharge and irritation. In patients with SUI, a pessary with a knob may be the 
preferred option to treat both prolapse and SUI.

Regardless of pessary type chosen, ensuring the correct fit of a pessary is impor-
tant. When placing a pessary, you should be able to place a finger between pessary 
and vaginal wall to ensure no undue pressure on the vaginal sidewall. When fitted 
properly, the patient should not be aware of the pessary and should be able to sit, 
walk, and void in office without issues. Risk factors for an unsuccessful pessary fit 
are short vaginal length, large genital hiatus, prior hysterectomy, and prior surgical 
repair of POP [58–60]. While these can be hurdles for proper fitting, they are not 
contraindications to fitting a pessary. It is important to discuss with the patient that 
pessary fitting may take multiple attempts and pessary size required may change 
over time. If the pessary is expelled while at home, it is appropriate to return to the 
office for another fitting. As mentioned previously, providers can teach a patient to 
remove and clean certain devices such as ring and anti-incontinence ring pessaries. 
This increases patient autonomy and ultimately satisfaction.

It is important to emphasize the need for follow up as this decreases incidence of 
pessary complications [61]. There is a lack of consensus regarding pessary follow 
up timeline [52]. A study by Wu et al. offers a simplified protocol for pessary man-
agement with follow up every 3 months for the first year and 6 months thereafter, 

Fig. 9.6  Ring pessary 
with support and Gellhorn 
pessary. (Info: Huckfinne—
Own work, PD-self, https://
commons.wikimedia.org/
wiki/File:Pessaries.JPG)
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with self-care of the pessary encouraged (Fig. 9.7). There were no serious complica-
tions in the study sample of 81 women [56]. This demonstrates the safety of initial 
follow up of 3 months and suggests that in patients who remove and clean their 
pessary on their own, follow up can be arranged every 6 months after first year, with 
no increase in adverse events. Follow-up timelines should be created on a case by 
case basis to mitigate risk of erosion and serious pessary side effects.

During follow-up visits, patients should be asked about vaginal discharge, bleed-
ing, and difficulty emptying their bowel and bladder. Bacterial vaginosis can occur 
in up to 30% of patients with a pessary and is less common when removed fre-
quently [62]. Any patient with vaginal bleeding with no ulceration or evidence of 
vaginal trauma, may require work up for abnormal uterine bleeding. Constipation 
should be treated with a bowel regimen. A thorough vaginal exam should be per-
formed, where the vaginal epithelium is checked for erosions. For any vaginal ero-
sions identified, consider a period of time without the pessary (up to 2–3 weeks) and 
vaginal estrogen cream until the erosion is healed. If the vaginal erosion is not heal-
ing properly consider biopsy. Persistent vaginal bleeding, even in the presence of 
vaginal erosions, should prompt an evaluation for an intrauterine source (with trans-
vaginal ultrasound or endometrial biopsy) in women who still have a uterus.

In terms of long-term use, 70–92% of patients using a pessary are satisfied [63, 
64] and 50–80% continue at 1 year [58, 65]. However, as time goes on this number 
decreases with 14–48% of patients maintaining pessary use at 5 years [58]. The 
reasons for this are various and include pessary fit failure, undesirable side effects 
and patient preference for a more permanent solution.

�Surgical Management

There are many different surgical techniques for repairing pelvic organ prolapse. 
The description of the below techniques is meant to give a general guide but is not 
all-inclusive. The repair of pelvic organ prolapse is broken up into two major cate-
gories: obliterative and functional repairs. You can contact your hospital’s Obstetrics 
and Gynecology and Urology departments to find out whether there are physicians 
board certified in urogynecology (also called Female Pelvic Medicine and 
Reconstructive Surgery) in your hospital system. You can also visit the American 
Urogynecologic Society website and use their provider search function.

�Obliterative Repairs

Obliterative repairs offer the most effective repair for POP with success rates rang-
ing from 90 to 100% [66–69]. They can be offered with (total colpocleisis) or with-
out hysterectomy (Le Fort colpocleisis) [70]. Patients should be counseled that they 
will be unable to have penetrative intercourse if they choose an obliterative repair. 
Despite this important consideration, in appropriate patients this is an excellent pro-
cedure as studies have shown after colpocleisis regret is low [71, 72].
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�Functional Repairs

Functional repairs maintain the function of the vagina. There are two main 
approaches to functional repair of POP: a vaginal approach and an abdominal 
approach. The vaginal approach to functional repair of POP involves repairing the 
prolapse using a patient’s own native tissue, through the vagina. Sutures are used to 
suspend the prolapse to various ligaments in the pelvis. In these types of repairs, all 
incisions are vaginal. In a large study looking at the success of the vaginal approach 
to functional repair of prolapse, 40% of women had recurrent bothersome prolapse 
symptoms at 5 years, with approximately 10% undergoing retreatment at 5 years [73].

Sacrocolpopexy is the most common way to repair prolapse abdominally, while 
still maintaining function of the vagina. A sacrocolpopexy uses surgical mesh to 
suspend the anterior, posterior, and apical vaginal walls to the anterior longitudinal 
ligament that runs along the sacrum [74]. This procedure may be done with con-
comitant hysterectomy, and may be approached via laparotomy or minimally inva-
sive (laparoscopic or robotic) techniques. Laparoscopic and robotic approaches are 
less invasive, have less blood loss, less post-operative pain, shorter length of stay 
with no difference in functional or anatomic outcome [75–77].

In terms of efficacy, a systematic review of studies from 1966 to 2004 showed 
that the success rate for sacrocolpopexy ranged from 76 to 100% with a reoperation 
rate of approximately 4% up to 3 years [78]. In a study looking at longer term out-
comes at 5 years, the surgical success rate was 89% and there were no failures in the 
apical compartment. The 4% of patients requiring reoperation for POP had native 

Patient elects for pessary

Fitting at inital visit

Ring pessary with or without
support is used

If pessary is expelled despite
adjustment in size, different

shaped pessary is used

If pessary falls out or vaginal
bleeding occurs patient returns

sooner
First follow up in 2 weeks

First year follow up visit at 3
months

Second year follow up visit at
6 months

Fig. 9.7  A simplified 
protocol for pessary 
management [56]
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tissue repairs of either the anterior or posterior compartments [79]. When comparing 
the abdominal sacrocolpopexy approach to repair with vaginal native tissue repair, 
patient centered decision making is a major role player. When anatomic durability is 
a priority, mesh sacrocolpopexy may be preferred. When minimizing adverse events 
is a priority, there is no strong evidence supporting one approach [80–82].

�Vaginal Mesh

Historically vaginal mesh has been an option for the repair of prolapse vaginally. 
However, in 2019 the US Food and Drug administration (FDA) discontinued the dis-
tribution and sale of vaginal mesh kits to repair pelvic organ prolapse [83]. Mesh for 
mid urethral slings and abdominal sacrocolpopexy is not included in these warnings.

�Concomitant Hysterectomy

Most patients opt for hysterectomy at the time of prolapse repair. For patients that 
desire to maintain their uterus, there are uterine sparing procedures for repair of 
POP described [84, 85].

�Recurrence

As noted above, no procedure guarantees complete success. Risk factors for recur-
rent prolapse include: levator ani avulsion, preoperative stage 3–4, and family his-
tory of prolapse [86]. Patients may have a recurrence of anatomic prolapse but may 
be asymptomatic. In a 2009 study, the absence or presence of bulge symptoms cor-
related with patient’s assessment of improvement while anatomic outcomes did not 
[87]. Because of this, many studies on repair of POP are moving toward composite 
outcomes focusing on both patient reported outcomes and objective measurements 
of anatomic success.

Case (Continued)
Sandy is greatly appreciative of your comprehensive discussion of pelvic 
organ prolapse. Since she is asymptomatic, she does not feel that she desires 
treatment at this time. You agree with her and together you discuss a plan to 
monitor how she is doing at her yearly exam. As she mentioned before, Sandy 
has recently had some weight gain. You discuss with her that weight loss may 
improve her prolapse and her hypertension, as well as improve her quality of 
life. While she elects for observation now, she found very informative your 
discussion of treatment options. She thinks in the future if she becomes symp-
tomatic, she would like to try a pessary. She is happy to know a non-surgical 
option for prolapse treatment exists.
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�Summary/Conclusion

In conclusion, pelvic organ prolapse (POP) is common among postmenopausal 
women. For the provider taking care of this population, it is important to take a 
through history to screen for POP, as well as perform a comprehensive physical 
exam to assess the extent of POP. It is important for the provider to understand that 
the treatment of POP consists of both conservative and surgical options. Being able 
to discuss with patients the conservative management of POP, including observa-
tion, physical therapy, and pessary placement is crucial. Furthermore, for the patient 
who desires surgical management, it is important for providers to be able to help 
patients navigate surgical options in conjunction with specialists. 
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Key Points
	1.	 Nearly half of all postmenopausal women will experience vulvovaginal 

complaints.
	2.	 There are common physiologic changes in postmenopausal patients that 

increase the likelihood of vulvar pathology.
	3.	 Possible etiologies for vulvovaginal complaints include dermatitis, atro-

phy, infection, vulvar dermatosis, malignancy, and manifestations of other 
chronic diseases.

	4.	 Any lesion that appears abnormal, does not improve with treatment, or 
occurs in a high-risk patient should be biopsied.

	5.	 Though cure may not be possible, a long-term patient-provider partnership 
is necessary for vulvar symptom management and surveillance.
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Case
Edith is a 71-year-old patient who presents to your office reporting vulvar 
itching. The itching started approximately 2 years ago, but she thought her 
symptoms were “due to aging.” However, the itching has become more persis-
tent and bothersome over the past 3 months. She reports that her symptoms 
are worse at the end of the day. You take a history and determine that Edith has 
a diagnosis of hypertension, stress urinary incontinence, and depression. Her 
medications include lisinopril, venlafaxine, a multivitamin, vitamin D, and 
evening primrose oil.
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�How to Begin a Conversation Regarding Vulvar Complaints

It is important to provide reassurance and support when a patient presents with vul-
vovaginal symptoms. Many women do not disclose their concerns due to embar-
rassment, fear, and the false belief that vulvar symptoms are normal in older women. 
However, vulvar symptoms are common in postmenopausal women and often 
require treatment. Patients should be informed that symptoms are common and that 
relief is possible [1, 2]. Although symptom improvement is achievable, treatment 
often requires several office visits, possible biopsies, various treatment attempts, 
and potential referral to other specialists.

�Common Vulvar Symptoms

Common vulvar complaints include pruritus, burning, pain, dyspareunia, discharge, 
bleeding, or a new lesion. Symptoms can be acute or chronic. Since most vulvar 
symptoms are not specific to a particular vulvar condition, elucidating the diagnosis 
can be challenging.

�Important Questions to Ask Edith Before the Exam

The initial evaluation should include a detailed symptom characterization and past 
medical history focusing on chronic medical conditions, current medications, sex-
ual history, and vulvar hygiene practices. Essential elements of the history can be 
found in Table 10.1.

Table 10.1  Initial history in a patient with vulvar complaints

Symptom characterization Past medical history Other focused questions

Onset
Duration
Location
Frequency and severity
Precipitating factors
Relieving factors
Attempted treatments

Chronic medical issues
 � History of autoimmune 

disorders
 � Dermatologic history
Obstetric and gynecologic 
history
 � History of vulvar disorders
 � History of pelvic infections
 � History of abnormal pap 

smears
 � Vaginal bleeding
 � Incontinence
Immunocompromised status
Medications

Vulvar hygiene practices
 � Excessive washing
 � Use of scented body soaps
 � Laundry products
Sexual practices
Occlusive clothing
Application of medications/ 
agents to the vulva
Impact of symptoms on quality 
of life

E. R. Rosen
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It is imperative to review the urogenital anatomy and clarify the location of a 
patient’s symptoms as many women report “vaginal” symptoms when they actually 
intend to refer to vulvar concerns.

Best Practice
Do not forget to obtain a thorough medical history! Systemic diseases, such 
as Crohn disease or psoriasis, can have vulvar manifestations.

Table 10.2  Common vulvar irritants [3]

Adult or baby wipes
Antiseptic solutions
Bathroom products—soaps, shampoo, conditioner, bath salts, scented toilet paper
Body fluid—semen, saliva, sweat, urine
Contraceptive creams, lubricants, and latex
Dyes
Hygiene products—deodorants, perfumes, sprays, powders
Laundry products—detergents, fabric softeners, dryer sheets
Sanity products—pads, tampons
Topical products—creams, ointments, moisturizers, anesthetics (lidocaine, benzocaine), 
antibacterial, and antimycotics
Topical steroids
Topical medications—trichloroacetic acid, 5-fluorouracil, podofilox, or podophyllin

Case (Continued)
Edith reports that she has been using topical antibacterial ointment that she 
purchased over the counter. Despite this, she continues to have symptoms.

�Causes of Vulvar Symptoms

Many vulvar irritants are routinely used in our daily lives and vulvar hygiene prac-
tices. These include prescription and nonprescription therapies that can precipitate 
the itch-scratch cycle that is commonly reported in patients with vulvar symp-
toms. Table 10.2 provides a list of common irritants and allergens. Patients should 
be asked whether they are using any of these irritants to guide appropriate 
counseling.

The hormonal changes associated with menopause result in physiologic and ana-
tomic changes of the vulva and vagina. The hypoestrogenic state of menopause 
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results in an increased vaginal pH, reduced vaginal blood flow, and decreased vagi-
nal secretions. These changes, in the setting of impaired cell-medicated immunity 
and tissue regeneration capacity, result in decreased antimicrobial defenses and an 
increased risk of urogenital infections. Patients may also experience vulvovaginal 
discomfort, dyspareunia (pain with intercourse), and urinary symptoms. These 
physiologic changes are collectively referred to as genitourinary syndrome of meno-
pause (GSM). More information about this condition can be found in Chapter 1.

A nice graphic depicting vulvar and vaginal changes related to menopause can be 
found here [4]. Due to these changes, the vulva becomes more vulnerable to 
mechanical trauma and chemical irritation. Additionally, the increased prevalence of 
urinary and fecal incontinence in postmenopausal women can exacerbate vulvar 
symptoms.

The combination of estrogen deficiency, impaired immunity, increased suscepti-
bility to mechanical and chemical injury, and prevalence of skin disorders in post-
menopausal women place them at a significantly increased risk of vulvar 
pathology [5–7].

�How to Perform a Complete Vulvovaginal Exam

When performing an exam, providers should:
	1.	 Assess for signs of vulvar and vaginal atrophy (GSM)
	2.	 Look for evidence of infection and perform specific testing if needed
	3.	 Evaluate areas of vulvar hypo-/hyperpigmentation, new lesions, vascularity, or 

evidence of trauma, noting whether changes are focal or generalized
	4.	 Consider a global skin exam, including the oral mucosa, to help narrow the 

differential
Common postmenopausal vulvar changes may include loss of labial fat pads, 

sparse pubic hair, and atrophy that can result in excoriations, agglutination, and loss 
of normal vulvar architecture. Common vaginal changes in older women include 
loss of vaginal rugae, mucosal pallor, vaginal dryness, and decreased vaginal length 
and diameter [4, 8].

�What Types of Infections Can Cause Vaginitis?

Although Edith’s exam does not reveal any signs of infection, infections are a com-
mon cause of vaginal and vulvar complaints. Therefore, it is prudent to test for 
infectious etiologies when a woman, regardless of her age, presents with vaginitis.

The most common causes of infectious vaginitis are candidiasis, bacterial vagi-
nosis, and trichomonas. The majority of women will be diagnosed with a vaginal 
infection during their lifetime. Diagnosis of vaginitis includes a combination of 
patient symptoms, vulvovaginal exam, vaginal fluid pH and microscopy, and other 
tests if needed (see Table 10.3). To perform a vaginal pH test, press a pH paper strip 
to the upper vaginal wall for a few seconds and then match the pH strip color to the 
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color chart on the pH strip dispenser. For more information on how to perform and 
analyze a wet mount, watch this brief video: https://www.youtube.com/watch?v 
=8dgeOPGx6YI [9].

Symptom resolution occurs with appropriate treatment; however, infections can 
recur and be more complicated. For information on recurrent or complicated vagi-
nitis treatment, consult additional references (10, 11).
•	 Nearly all providers will encounter vulvovaginal candidiasis. Up to 75% of 

women will be diagnosed with vulvovaginal candidiasis in their lifetime, and 
40–45% of patients will have more than one infection [12]. Vulvovaginal candi-
diasis is classified as complicated on uncomplicated based upon the frequency of 
infections, species of candida and other patient factors. Topical or oral antifun-
gals are appropriate treatment options, depending on the classification of the 
infection.
–– Uncomplicated: mild–moderate disease, <4 infections/year, Candida albicans
–– Complicated: moderate–severe disease, >4 infections/year, non-Candida 

albicans, adverse host factors (immunocompromised, diabetes, etc.) [10]
•	 Bacterial vaginosis occurs when the normal vaginal flora shifts and an over-

growth of anaerobic bacteria replace lactobacillus species.
•	 Trichomonas is a sexually transmitted infection that causes increased discharge 

and dyspareunia, but rarely results in pruritus.

Best Practice
There has been a consistent rise in the prevalence of STIs in postmenopausal 
women over the past decade! [13] This may be due to the false belief that they 
are at lower risk for contracting STIs, high divorce rate, and more outlets for 
social networking. It is important to discuss sexual history with all patients 
and screen for STIs when indicated. Perform a yeast culture if wet mounts are 
persistently positive or if a patient is unresponsive to treatment!

Case (Continued)
After the exam, you inform Edith that she has GSM and contact dermatitis. 
You tell her that GSM is very common in post-menopausal women and is due 
to decreased estrogen. You provide handouts about vulvar health and hygiene 
and counsel her about lifestyle modifications and medication options.

The American College of Obstetricians and Gynecologists (ACOG) has excel-
lent patient information on its website.

E. R. Rosen
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•	 Vaginitis: https://www.acog.org/patient-resources/faqs/gynecologic-problems/
vaginitis

•	 Vulvovaginal Health (including GSM): https://www.acog.org/patient-resources/
faqs/womens-health/vulvovaginal-health

�How Do You Treat Genitourinary Syndrome of Menopause (GSM)?

A comprehensive overview of the treatment of GSM can be found in Chapter 1 of 
this book. Treatment options include lifestyle modifications, vaginal lubricants and 
moisturizers, stimulatory activities to increase vaginal blood flow, and hormonal 
treatments (See also Chapter 1).
•	 Lifestyle modifications

–– Encourage smoking cessation. Tobacco use may alter estrogen metabolism 
and result in increased rates of vaginal atrophy [4].

–– Avoid common allergens and irritants (see Table 10.2).
•	 Lubricants
•	 Moisturizers
•	 Stimulatory activities to increase vaginal blood flow [4, 14]

–– Painless sexual activity (including masturbation)
–– Vaginal dilators

•	 Hormonal options (vaginal estrogen)

�How Do You Treat Contact Dermatitis? [15]

Contact dermatitis is inflammation or a rash of the skin due to an irritant or allergen. 
The dermatitis can occur on any area that is exposed to an offending agent, and can 
have an acute or insidious onset. Patients often report itching, burning, and vulvar 
irritation. The clinical appearance varies from mild to marked erythema and swell-
ing to ulcers, scaling, vesicles, and evidence of lichenification or altered pigmenta-
tion in chronic cases [16]. The skin changes are in the distribution of the contact 
with the offending agent.

The fundamental treatment strategies for contact dermatitis include the following:
	1.	 Modification of clothing or hygiene habits that promote dermatitis. See “DOs 

and DO NOTs” for suggested alternative habits.
	2.	 Avoidance of known or suspected environmental irritants (refer to Table 10.2).
	3.	 Exclude underlying diagnoses that may lead to contact dermatitis.
	4.	 Consider topical steroid treatment, the usual treatment of choice.

The International Society for the Study of Vulvovaginal Disease has a patient 
information sheet about contact dermatitis: https://3b64we1rtwev2ibv6q12s4dd-
wpengine.netdna-ssl.com/wp-content/uploads/2016/03/ContactDermatitis-2013-
final.pdf [17].

10  Vulvar Pathology in Older Women
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https://3b64we1rtwev2ibv6q12s4dd-wpengine.netdna-ssl.com/wp-content/uploads/2016/03/ContactDermatitis-2013-final.pdf
https://3b64we1rtwev2ibv6q12s4dd-wpengine.netdna-ssl.com/wp-content/uploads/2016/03/ContactDermatitis-2013-final.pdf
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The “DOs and DO NOTs” of Vulvar Hygiene [18, 19]
•	 DO NOT wear tight clothing (pantyhose, tight pants such as exercise pants, 

swimsuits, leotards, thongs). DO wear loose pants, skirts, or dresses.
•	 DO NOT wear synthetic underwear or clothing. DO wear cotton.
•	 DO NOT use scented soaps, shampoos, or conditioners. DO use fragrance-

free pH neutral soap (e.g., Cetaphil, Neutrogena, and pure olive oil soap).
•	 DO NOT use a bubble bath. DO bathe without additives.
•	 DO NOT use scented detergents. DO use unscented detergents.
•	 DO NOT use feminine sprays, douches, or powders. DO inform patients that 

these products are unnecessary.
•	 DO NOT use dyed toilet articles. DO use toilet articles without dyes.
•	 DO NOT use panty liners. DO use cotton pads.
•	 DO NOT use baby wipes. DO rinse with water.
•	 DO NOT use washcloths. DO use fingertips for washing and pat dry.

�What Is Lichen Sclerosis and What Else Might This Be?  
(Refer to Table 10.4)

Lichen sclerosis is a common chronic vulvar skin disorder, but its true incidence is 
unknown since many patients are asymptomatic. The etiology of lichen sclerosis is 
most likely multifactorial with a possible autoimmune and genetic link. Up to 60% 
of patients with lichen sclerosis have an autoimmune disorder including vitiligo, 
alopecia, thyroid disease, and pernicious anemia [20, 21]. Patients typically pres-
ent with pruritus, but may also report burning and dyspareunia, or may be 
asymptomatic.

Clinical manifestations are most commonly seen in the anogenital area; however, 
11% of women will have extragenital lesions (neck, shoulder, and breasts) [20]. 
Vaginal involvement has not been documented. The most common description of 
lichen sclerosis is thinned, whitened skin classically identified as “cigarette paper” 
that often presents in a figure-of eight, or hourglass, pattern around the vulva and 

Case (Continued)
Through shared decision making, Edith decides to proceed with lifestyle 
interventions only. At her 3-month follow-up appointment, she continues to 
report vulvar itching, burning, and dyspareunia and is prescribed local vaginal 
estrogen cream. At her next visit, she reports significant improvement.

Edith’s friend Carol presents to clinic reporting similar symptoms of vul-
var pruritus. Carol knows how happy Edith was with her treatment and is 
hoping that you can help her, too. Carol is 79 years old and reports vulvar 
itching and burning. She tried to examine her vulva and noticed some “white 
coloring on the outside.” Edith reports a history of hypothyroidism, but is 
otherwise healthy.

E. R. Rosen
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anus. Other common findings include fusion or loss of labia minora, phimosis of the 
clitoral hood, narrowing of the vaginal introitus, interlabial sulci and posterior four-
chette fissures, and ulcers (Fig. 10.1).

There is no cure for lichen sclerosis, but treatment results in disease stabilization. 
In addition to providing symptom relief, treatment is essential to prevent anatomic 
changes and possibly prevent malignant transformation [20]. A biopsy should be 
performed to confirm the diagnosis.

A 1.5 min video about how to perform a vulvar punch biopsy can be found here: 
https://www.youtube.com/watch?v=T3G6RapA7gA [22]. Histopathology of lichen 
sclerosis has specific features including loss of rete pegs, upper dermis collagen 
homogenization with a band-like inflammatory infiltrate, and hyperkeratosis.

If disease does not stabilize with treatment, consider repeat biopsy and/or refer-
ral to a gynecologist or vulvar dermatologist.

Although no specific steroid regimen has been shown to be superior, a taper of an 
ultra-potent topical corticosteroid, most commonly clobetasol propionate 0.05%, is 
the treatment of choice. Using a mirror, the patient should be instructed where to 
apply the ointment. The ointment should be applied in a very thin layer, as heavier 
application may result in exacerbation of vulvar symptoms.

Table 10.4  Common vulvar dermatoses

Symptoms Exam findings Histopathology Treatment

Lichen 
sclerosis

Often 
asymptomatic. 
Most common 
symptom is 
pruritus, but also 
presents with 
burning and 
dyspareunia

Thinned, atrophic, 
whitened skin with a 
“cigarette paper” 
appearance. Classic 
hourglass pattern around 
the vulva and anus. Loss 
of architecture due to 
agglutination

Epidermal atrophy 
with loss of rete 
pegs, upper dermis 
collagen 
homogenization with 
a band-like infiltrate, 
and hyperkeratosis

Ultra-high 
potency 
topical 
steroid—most 
commonly 
clobetasol 
propionate 
0.05%

Lichen 
simplex 
chronicus

Intense itching 
that is worse at 
night

Varies from exaggerated 
skin lines and broken 
pubic hair to lichenified 
skin with altered 
pigmentation, ulcers, 
and erosions

Elongation and 
thickening of rete 
pegs, thickening of 
the epidermis

Removal of 
the offending 
agent ± low 
potency 
topical 
steroids

Lichen 
planus

Pain, burning, 
postcoital bleeding

Genital lesions range 
from pink ill-defined 
lesions to erosive 
lesions that cause heavy 
vaginal discharge and 
significant loss of 
architecture. Skin 
lesions are flat-topped 
papules and plaques. 
Wickham striae on 
papules and on oral 
mucosa

Band-like 
lymphocytic infiltrate 
in the dermo-
epidermal junction

High potency 
topical steroid

10  Vulvar Pathology in Older Women
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One possible regimen is daily application for 4 weeks, followed by application 
every other day for 4 weeks, followed by twice-weekly application for 4 weeks. 
Long-term therapy with either treatment on an as needed basis or with twice-weekly 
maintenance dosing is reasonable and should be based on individual patient symp-
toms and treatment side effects. Other treatment options that have been studied with 
varying degrees of evidence include intralesional corticosteroids injections, reti-
noids, immune-modulating creams, laser ablation, cryotherapy, and vulvectomy [3, 
21]. (See reference [21] for more information on alternative treatments for compli-
cated lichen sclerosis).

Due to the high recurrence rate, surgery is rarely indicated for the treatment of 
lichen sclerosis. The most common indications for surgical management is treat-
ment of malignancy and release of adhesions for symptom management. There is no 
standard follow-up protocol; however, initial follow-up in 3 and 6 months to con-
firm disease stabilization is appropriately followed by visits annually. Close follow-
up is essential to monitor for disease progression and malignancy, as approximately 
5% of patients will develop vulvar squamous cell carcinoma [3, 20, 21, 23]. Educate 
the patient on normal vulvar anatomy and the importance of follow-up for persistent 
or new symptoms or lesions.

The Association for Lichen Sclerosus & Vulval Health has a patient handout 
about how to perform a vulvar self-exam: http://lichensclerosus.org/wp-content/
uploads/2012/09/VHAC-leaf-artwork1.pdf [24].

Fig. 10.1  Vulvar lichen 
sclerosis (Photo credit: 
©Rachel Kornik, MD, 
2020). (In this photo, you 
can see loss of architecture 
of the labia with fusion of 
the labia minora, clitoral 
hood phimosis, and 
narrowing of the vagina 
introitus. The classic 
thinned, whitened 
“cigarette paper” skin 
changes are seen around 
the clitoris)

E. R. Rosen
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Other vulvar dermatoses include lichen simplex chronicus and lichen planus.
Lichen simplex chronicus is a chronic vulvar skin disease that occurs second-

ary to repetitive scratching. Itching is caused by different inciting events includ-
ing infections, dermatologic diseases, and environmental irritants, such as 
sweating, heat, and topical products [25]. Most patients present with intense itch-
ing that is often worse at night, and temporary relief of symptoms with scratching. 
The itch-scratch cycle is associated with common exam findings. Signs of early 
disease include erythematous plaques with exaggerated skin lines and broken 
pubic hair, while signs of chronic disease include lichenified skin with altered 
pigmentation and possible ulcers or erosions [3]. A range of representative images 
can be found here: https://dermnetnz.org/topics/lichen-simplex/ [26]. Lichen sim-
plex is a diagnosis of exclusion and it is important to rule out other causes of 
vulvar pruritus.

On biopsy, histopathology of lichen simplex chronicus includes elongation and 
thickening of rete pegs, as well as hyperkeratosis. Treatment is removal of the 
offending agent and low potency topical steroids.

Lichen planus is a chronic, inflammatory, autoimmune disorder that most com-
monly affects mucous membranes and skin [27]. Approximately 1% of the popula-
tion has oral lesions that are often characterized as white, lacy, reticulate areas 
known as Wickham striae, which can also be found on the vulva [3]. Nearly one 
quarter of this population has genital disease. Skin lesions can present as purple 
polygonal papules that can coalesce into pruritic plaques often on the trunk and 
extremities. However, genital skin lesions are more commonly pink with less 
defined borders. Erosive lichen planus is the most common clinical variant and 
causes bright, erythematous, erosive lesions that can cause scarring, loss of labial 
architecture, and vaginal obliteration (Fig. 10.2). The typical symptoms of vulvo-
vaginal lichen planus are pain and burning. Heavy yellow vaginal discharge is also 
common [28].

Best Practice
Make sure to ask a thorough medical history as 65–75% of patients with 
lichen simplex chronicus have a history of atopic disease [3].

The common P’s of lichen planus: purple, polygonal, pruritus, papules, plaques

10  Vulvar Pathology in Older Women
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Since lichen planus is a chronic, recurring disease, the goal of treatment is symp-
tom improvement rather than symptom resolution. The most common treatment is 
daily use of high potency topical steroids that are slowly tapered. Second line thera-
pies include systemic steroids, topical tacrolimus, cyclosporine, oral retinoids, and 
other immune suppressants [3]. Surgery is limited to adhesive disease and other 
anatomic complications.

Best Practice
Vulvar dermatoses can be complicated to diagnose and treat. Referral to a 
gynecologist with expertise in vulvar disorders or a vulvar dermatologist is 
recommended.

Fig. 10.2  Erosive vulvar 
lichen planus. (Photo 
credit: ©Laura Jacques, 
MD, 2020). (In this photo, 
you can see erythematous, 
erosive lesions at 5:00 and 
7:00 with evidence of prior 
scarring, loss of labial 
architecture, and vaginal 
obliteration)

Case (Continued)
You perform a complete pelvic exam on Carol. You note thinned slightly whit-
ened skin in an hourglass pattern with  constriction of the vaginal orifice. 
Based on these findings you inform Carol that the most likely diagnosis is 
lichen sclerosis. You discuss the pathophysiology of the disease and treatment 
recommendations. You prescribe clobetasol propionate 0.05% and make a 
plan for her to follow-up in 3 months.

E. R. Rosen
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�How Do You Treat Vulvar Dermatoses? [29]

Vulvar dermatoses are commonly treated with removal of any offending agents and 
use of topical steroids (Table 10.5).

Table 10.5  Classes of corticosteroids commonly used on the vulva [30]

Steroid class Examples

I: Ultra-potent Clobetasol propionate 0.05% gel, cream, or ointment
Augmented betamethasone dipropionate 0.05% gel or ointment
Diflorasone diacetate 0.05% ointment
Fluocinonide 0.1% cream
Halobetasol propionate 0.05% cream or ointment

II. High potency Amcinonide 0.1% ointment
Augmented betamethasone dipropionate 0.05% cream or lotion
Betamethasone dipropionate 0.05% ointment
Desoximetasone cream or gel or ointment
Diflorasone diacetate 0.05% cream
Fluocinonide 0.05% cream or gel or ointment
Halcinonide 0.1% cream or ointment or solution

VI. Low potency Alclometasone dipropionate 0.05% cream or ointment
Desonide 0.05% cream or lotion or ointment
Fluocinolone 0.01% cream
Hydrocortisone butyrate 0.1% cream

VII. Least-potent Hydrocortisone 1% and 2.5% cream or lotion or ointment

Case (Continued)
Carol presents to clinic for her return visit. She notes mild improvement in her 
symptoms, but continues to report bothersome itching and burning. You rec-
ommend another biopsy.

Always biopsy a new vulvar lesion or patients who have persistent or recurrent 
symptoms despite treatment. You can refer or collaborate with a dermatologist or 
gynecologist if needed.

Best Practice
If it’s white…take a bite! It is never wrong to biopsy what appears to be lichen 
sclerosis. Up to 5% of patients diagnosed with lichen sclerosis develop vulvar 
squamous cell carcinoma! [3, 20, 21, 23]

10  Vulvar Pathology in Older Women
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�Can Vulvar Complaints Be Cancer? [31, 32]

Although Carol’s biopsy revealed lichen sclerosis with no evidence of malig-
nancy, it is possible to have cancer of the vulva. Vulvar cancer can occur in the set-
ting of HPV, in patients with lichen sclerosis or chronic inflammatory processes, in 
patients with vulvar Paget’s disease, and in the setting of melanoma (refer to 
Table 10.6).
•	 In order to diagnosis cancer, you need a biopsy!
•	 If a biopsy is negative and there is still high clinical suspicion based on exam 

findings or persistent symptoms, there should be a low threshold to refer to a 
specialist for excisional biopsy and treatment.

•	 If a cancer diagnosis is made, facilitate referral to a gynecologic oncologist.

�What Is Paget Disease? [34]

Paget disease accounts for 2% of vulvar neoplasms [3] and typically occurs in the 
sixth or seventh decade of life. Exam findings include well-demarcated eczematous, 
multifocal, lesions with slightly raised edges. Patients typically present with pruri-
tus. A biopsy will show the classic nest of large pale cells with prominent nuclei. 
Treatment is often surgical with a wide local excision, and there is a very high recur-
rence rate. Patients should be referred to a gynecologist or gynecologic oncologist 
for treatment of Paget Disease (Fig. 10.3).

ABCDE rule for cancer concern:
Asymmetry
Border irregularity
Color (change in pigmentation)
Diameter
Evolving (in size, shape, or color)

Best Practice
In patients with vulvar Paget disease, it is prudent to perform a thorough 
breast, genitourinary, and gastrointestinal exam. Vulvar Paget disease is asso-
ciated with a 25% chance of neoplastic disease and perianal Paget disease is 
associated with an 80% chance of underlying colorectal adenocarcinoma [3].

E. R. Rosen
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�Wrap-Up

Providers caring for postmenopausal women should be aware of the prevalence of 
vulvovaginal complaints and the substantial impact it can have on patients’ lives. 
Asking patients if they have symptoms, and performing a thorough physical exam, 
will help identify women with concerns. Knowledge of the many different causes of 
vulvovaginal complaints will allow for a supportive patient–provider relationship 
that provides appropriate treatment and disease surveillance.
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Key Points
	1.	 More than 60% of women aged 65 or older experience bladder and or 

bowel incontinence, but most do not seek care for their symptoms, despite 
the existence of effective treatments.

	2.	 Dual incontinence, the concomitant presence of urinary incontinence and 
bowel incontinence, may occur in older women. Self-report is limited due 
to stigma; therefore, screening for urinary and bowel incontinence and 
dysfunction is imperative.

	3.	 Incontinence symptoms are common in older women, but should not be 
normalized, and patients should be reassured that non-surgical solutions 
are first-line and effective.

	4.	 Behavioral therapy is first line for treatment of urinary and bowel inconti-
nence, including fluid management with minimization of caffeine intake, 
dietary optimization for fiber intake, body weight management, physical 
exercise, and pelvic floor muscle exercises.

	5.	 Referral to a pelvic floor physical therapist should be considered for all 
patients with urinary or bowel incontinence.
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�Introduction

Incontinence has been known as a “geriatric giant” or geriatric syndrome for over 
20 years. Majory Warrant warned that “a laissez-faire attitude on the part of medical 
and nursing personnel to incontinence is quite incompatible with modern methods 
of treatment and care” in 1946 [1]. Yet, we find ourselves today accepting that uri-
nary incontinence among older women is common and perpetuating to normalize it 
through the lucrative and self-promoting commercialization of protective garments. 
Indeed, more than 60% of women aged 65 or older who live independently experi-
ence bladder and/or bowel incontinence, with increasing prevalence among institu-
tionalized older adults (Fig. 11.1) [2]. The prevalence of bowel incontinence and 
dual incontinence (presence of urinary and bowel symptoms concomitantly), is 
similar in older women and men [3].
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Fig. 11.1  Prevalence of incontinence among non-institutionalized US adults aged 65 years and 
older using data from the National Health and Nutrition Examination Survey 2007–2010. (Adapted 
from [2])

	6.	 Referral to a urogynecologist (for urinary, bowel, or dual incontinence) or 
female urologist (in the case of urinary incontinence), gastroenterologist 
or colorectal surgeon (in the case of bowel incontinence) is appropriate 
when women are impacted by their symptoms physically, socially, finan-
cially, or emotionally.

	7.	 Additional treatment options for urinary and bowel incontinence include 
medication, vaginal or anal devices, nerve stimulation, and surgery.
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As we age, the significance of vaginal parity diminishes and both bladder and 
bowel incontinence increase in prevalence even among the nulliparous [4]. This rise 
in prevalence may be related to the age-related process of sarcopenia where muscle 
mass is replaced by adipose tissue [5, 6]. There are distinct physiologic changes in 
the bladder and urethra, potentially driven by estrogen deficiency, which may con-
tribute to this increased incidence of UI symptoms. Though common, the develop-
ment of UI symptoms is not a normal part of aging. Risk factors for developing UI 
after the age of 65 years include high body mass index (BMI), functional impair-
ment, impaired mobility, cognitive impairment or dementia, and use of physical 
restraints [7]. Mixed urinary incontinence is the predominant type, while nocturia, 
urgency incontinence, and stress urinary incontinence may also be present.

Incontinence increases the risk of depression and social isolation and promotes 
decreased life-space [8]. This may in turn promote mobility disability and may 
explain the increased incidence of physical function impairments among older 
women with urinary incontinence [6, 9]. Both urinary and bowel incontinence can 
have a dramatic negative impact on quality of life [10–13]. Incontinence is also 
associated with falls and institutionalization, and is a leading cause for caregiver 
burnout (Chap. 5) [14–17].

�The Importance of Screening for Incontinence

Only half of women with urinary incontinence, and fewer than a third of women 
with bowel incontinence, discuss symptoms with a healthcare provider [11], with a 
delay of 2 years on average from the onset of symptoms to care-seeking [18, 19]. 
While clinicians worry that they may offend patients by asking about these symp-
toms, assuming that patients will bring up these issues if they are bothersome, 
patients prefer that clinicians initiate this discussion [20, 21]. In fact, screening for 
urinary incontinence in older women is considered a quality metric by the Centers 
for Medicare and Medicaid Services (CMS) (Box 11.1).

Case
Jennifer is a 73-year-old woman with hypertension and diabetes who presents 
for annual physical examination. She has no complaints. However, during 
your review of systems, you ask if she has any trouble with losing control of 
her urine or stool. She starts to cry and tells you that she is “going broke” pay-
ing for pads because she has no control of her bladder. She has to rush to the 
bathroom to void multiple times during the day and night, has uncontrollable 
loss of urine when she coughs or sneezes, and even when she stands up from 
sitting. She has completely lost control of her bladder in public so many times 
that she keeps extra clothes in her car. However, she is now very upset about 
the onset of trouble with stool leakage that she is often unaware of. Her small 
bladder pads are not enough anymore. She no longer feels comfortable going 
out with her friends or to the store due to fear of incontinence.
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Many patients may not know what the word “incontinence” means, so it is wise to 
also use simple words, such as leakage, to inquire about symptoms. If your practice 
includes a written form to elicit review of symptoms, consider including bladder 
leakage and stool leakage on this form. This form can then open the door for a discus-
sion: “I see you checked off the box about stool leakage. Tell me more about your 
bowel movements.” If you do not use a written form for review of symptoms, using 
the words “Some people” is a gentle way to start the conversation. “Some women 
experience leakage of urine or stool as they age. Tell me about your bladder and 
bowels.”

Evaluation

The initial evaluation of urinary or bowel incontinence symptoms includes a history, 
including medication review, and physical exam, including abdominal, pelvic, and 
rectal exam.

HPI for Urinary Symptoms

In addition to information about the duration, frequency, and severity of symptoms, 
it is useful to ask about leakage with activity (stress incontinence), leakage with a 
sense of urgency (urge incontinence), dysuria (pain with urination), frequent night-
time voids (nocturia), and problems emptying the bladder (hesitancy, intermittent or 
slow stream, feeling of incomplete emptying). Asking about the use of pads or 
absorbent undergarments helps quantify symptoms.

Patients may have bothersome urinary frequency and urgency without inconti-
nence, so an inquiry about number of voids per day and overnight can be helpful. 

Box 11.1 How to Use Screening for Urinary Incontinence as a Quality Metric
The Centers for Medicare and Medicaid Services has a series of Merit-based 
Incentive Payment System (MIPS) quality metrics (https://qpp.cms.gov/mips/
qualitymeasures).

The inclusion of MIPS quality metric #048, “the percentage of female 
patients aged 65 years and older who were assessed for the presence or 
absence of urinary incontinence within 12 months,” is based on the rationale 
that many patients will not disclose incontinence symptoms and thus should 
be asked by a physician about them.

H. W. Brown et al.
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While voiding frequency depends on fluid intake, a normal number of voids per day 
is 6–8, with an interval of 2–4 hours between voids. Patients who get up multiple 
times overnight to void but do not have bothersome urinary frequency during the 
daytime should be evaluated for sleep apnea. A bladder diary is helpful (https://
www.voicesforpfd.org/assets/2/6/Voiding_Diary.pdf).

HPI for Bowel Symptoms

Even if a woman does not initially disclose bowel incontinence, it is important to 
ask about her bowel movements and how often she has to strain excessively. A 
“normal” number of bowel movements per week is between 3 and 20, and gentle 
Valsalva to initiate a bowel movement is expected. Many patients assume that a 
daily bowel movement is normal and re-education about the wide range of normal 
can be helpful.

Bowel urgency, defined as inability to defer defecation beyond 9–15 minutes, is 
associated with high bother even if it does not result in incontinence. Post-defecation 
soiling may be a result of incomplete evacuation (perhaps related to stool consis-
tency, posterior vaginal wall prolapse (See also Chapter 9), or muscle dysfunction) 
or may be related to difficulty cleaning after bowel movements, especially in 
patients with hemorrhoids or rectal prolapse.

Bowel incontinence is more common with loose or liquid stools and patients 
should be queried about their usual stool consistency and whether symptoms are 
worse with certain stool types. Many patients have already identified triggers, such 
as dairy products, caffeine, alcohol, or spicy foods. Most validated instruments that 
quantify bowel incontinence severity and bother also ask about use of incontinence 
products (pads or undergarments), constipating medicines, and impact on usual 
activities.

Relevant past medical and surgical history should be reviewed for conditions that 
may contribute to incontinence, including obesity, diabetes, congestive heart failure, 
constipation, sleep apnea, dementia/cognitive impairment, neurologic disorders, 
mobility limitations, urinary tract infections, and history of prior surgery for pro-
lapse or incontinence. Vaginal atrophy, also called genitourinary syndrome of 
menopause (See Section on GSM in Chapter 1), is often associated with urinary 
complaints, so asking about symptoms of vaginal dryness can be helpful. Women 
with bowel incontinence should be asked about alarm signs (weight loss, bright red 
bleeding per rectum, black, tarry stools, night sweats) and whether their colorectal 
cancer screening is update. Relevant past medical history may include constipation, 
diarrhea, irritable bowel syndrome, inflammatory bowel syndrome, hemorrhoids, 
and rectal prolapse, and relevant prior surgeries (cholecystectomy, hemorrhoidec-
tomy, rectal prolapse repair, bowel resection). Certain patients benefit from referral 
for specialist evaluation (Box 11.2).
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Medication Review

Many medications can contribute to worsening urinary or bowel incontinence. 
Common classes that can cause urinary or bowel incontinence or retention include 
the following:
•	 Alpha adrenergic antagonists for hypertension
•	 Anticholinergic medications (may cause urinary retention, worsening 

incontinence)
•	 Angiotensin-converting enzyme (ACE) inhibitors
•	 Antihistamines
•	 Beta-adrenergic agonists
•	 Cholinergic agonists
•	 Cholinesterase inhibitors
•	 Diuretics
•	 Estrogen therapy (systemic, not local vaginal)
•	 Insulin and oral hypoglycemic medications
•	 Muscle relaxants
•	 Opiate medications
•	 Over-the-counter allergy medications
•	 Sedatives and sleep aids

�Physical Exam

It is unusual for physical exam to ascertain a cause for incontinence, but a careful 
abdominal and bimanual pelvic exam to evaluate for masses should be performed.

Pelvic and rectal exams should be performed in the presence of a chaperone. 
Visualization of the external genitalia allows an assessment of skin integrity and 
may reveal changes associated with (GSM, vulvovaginal atrophy) loss of labial 
architecture and possible urethral caruncle (bright pink tissue lining the urethra pro-
truding through the urethral meatus). Speculum exam is unlikely to reveal a source 

Box 11.2 When to Refer for Specialist Evaluation (Urogynecologist or Urologist) 
for Urinary Incontinence

•	 Prior surgery for prolapse or incontinence
•	 Constant urinary leakage or leakage without sensory awareness
•	 Hematuria (at least 3–5 RBCs/high-power field on a urinalysis with 

microscopy)
•	 Recurrent urinary tract infection (2 or more culture-confirmed urinary tract 

infections in 6 months or 3 or more in 12 months)
•	 Elevated post-void residual (>150 mL)
•	 Nocturnal enuresis (bedwetting)

H. W. Brown et al.
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of incontinence, but if speculum exam is performed, pale vaginal epithelium with 
loss of rugae also suggests the diagnosis of GSM.

Pelvic organ prolapse may be observed by asking the patient to Valsalva and not-
ing descent of the vaginal tissues or uterus (See also Chapter 9). Pelvic floor strength 
can be assessed by placing 1 or 2 gloved fingertips gently in the vaginal canal and 
asking patient to squeeze around your fingers, trying to pull them inward and 
upward. Copious lubrication should be used. A strong pelvic floor muscle contrac-
tion will result in your fingertips being circumferentially squeezed and pulled inward 
for as long as you ask the patient to hold the squeeze. If a patient pushes outward or 
downward, performing a Valsalva maneuver instead of contracting her pelvic floor 
muscles so that the muscles move upward and inward, or if she mounts no contraction 
or a weak, inconsistent, or brief contraction, she is likely to benefit from referral to 
pelvic floor muscle therapy. On vaginal exam you may also feel firm stool in the rec-
tum, suggesting constipation may be present.

A rectal exam should be performed in the presence of alarm symptoms or if the 
patient is experiencing bowel incontinence or difficulty defecating. External hemor-
rhoids should be noted, as they can make cleaning up after bowel movements chal-
lenging and can be the source of post-defecation soiling. Gentle Valsalva while a 
patient is supine may not reveal rectal prolapse, so if a patient reports symptoms of 
a bulge coming through the anus with defecation, you may want to refer her to a 
colorectal surgeon, who will examine her while she is performing a Valsalva maneu-
ver on a commode. Of note, a colorectal surgeon is the most appropriate referral for 
rectal prolapse (prolapse of the rectum through the anus), while a urogynecologist 
or gynecologist is the most appropriate referral for vaginal or uterine prolapse 
(including rectocele) (See also Chapter 9).

After asking the patient’s permission to perform a rectal exam, instruct her to 
gently bear down while you insert a well-lubricated gloved index finger into the 
anus. Once your fingertip is in the anus, she can relax. With Valsalva, her external 
anal sphincter should relax, making insertion of the finger more comfortable and 
also allowing you to assess whether muscle dysfunction may contribute to defe-
catory dysfunction (if her anal sphincter contracts rather than relaxing during a 
Valsalva maneuver). Once she is relaxed, you can assess resting (internal anal 
sphincter) tone, which should feel like a gentle hug all the way around your index 
finger. You should feel a circumferential tightening of the external anal sphincter 
around your finger when she is asked to squeeze (like she is trying not to pass gas).

Additional evaluation: A urinalysis is recommended in women with urinary 
incontinence to rule out infection, glycosuria, and hematuria. As assessment of 
post-void residual, the amount of urine present after a patient has voided to her per-
ceived completion, should be obtained if you suspect urinary retention. You can 
evaluate post-void residual using a bladder scanner or straight catheterization. A 
post-void residual of >150 mL should prompt further evaluation.

For bowel incontinence, colorectal cancer screening is indicated in the presence 
of alarm signs or if a patient is not up to date on her colorectal cancer screening. 
Chronic watery diarrhea should be properly evaluated, as should medical causes for 
constipation, with referral to gastroenterology when appropriate.
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�First-Line Management for Bladder and/or Bowel Incontinence

Initial treatment for an older woman with bladder or bowel incontinence includes 
education, behavior modifications (Fig.  11.2), and pelvic floor muscle exercises, 
ideally working with a physical or occupational therapist.

�Education

The patient-facing websites for the American Urogynecologic Society (www.voic-
esforpfd.org) and the International Urogynecological Association (www.yourpel-
vicfloor.org) are excellent sources of information for patients, and free written 
materials can be printed from both of these organizations.

The American Urogynecologic Society offers patient information sheets in both 
English and Spanish, and has large-print versions available for the most commonly 

Bladder Training

• Schedule voiding every
   2-3 hours during the day
• If experiencing urge,
  practice distraction
  techniques such as deep
  breathing or counting.
• When an urge comes,
  contract pelvic floor
  muscles to stop urge.

Fluid Management

• Normalize fluid intake;
  too much fluid results in
  excessive urine
  production; too little
  makes urine concentrated
  and irritates the bladder
• Consider avoiding bladder
  irritants including caffeine,
  alcohol, carbonation,
  artificial sweeteners

Constipation
Management 

• Optimize fiber intake to
  21 grams daily by
  supplementing or
  increasing intake very
  gradually and making
  sure to drink fluids
• Osmotic laxatives are
  safe for daily use
• Encourage patients to
  have a daily plan to
  manage constipation  

Fig. 11.2  Behavior modifications to improve continence

Case (Continued)
You get more details from Jennifer about her incontinence. She describes 
worsening urinary incontinence when she started on hydrochlorothiazide for 
her hypertension. She also says that her fecal incontinence worsened when 
her dose of metformin was increased to 2,000 mg a day. Her sugars are now 
well controlled as is her blood pressure. On exam, she has atrophic changes of 
the external genitalia as well as contact dermatitis from pad use. Her vaginal 
epithelium is pale with loss of rugae; insertion of a small speculum disrupts 
the skin integrity at the introitus. Her pelvic floor muscles are tight and tender 
to deep palpation. You feel a flicker around your fingertips when you instruct 
her to do a Kegel squeeze or contract the muscles she would use to stop the 
flow of urine. Rectal exam reveals decreased resting and squeeze tone.

H. W. Brown et al.
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used patient handouts. The International Urogynecological Association offers 
patient information sheets in multiple languages.

If you want to keep several high-yield handouts on hand in your office, we rec-
ommend these ones:
	1.	 Pelvic Floor Muscle Exercises and Bladder Training 
	2.	 Constipation
	3.	 Accidental Bowel Leakage
	4.	 Overview of non-surgical treatments for bladder problems

For audiovisual learners, or patients who have difficulty reading, the American 
Urogynecologic Society also has a series of educational videos.

Many older women access the internet via computer or tablet, so providing a list 
of trustworthy online resources (Box 11.3) is recommended.

�Behavior Modifications

�Fluids
The Institute of Medicine recommends that women over age 65 consume 84 ounces 
of fluid daily. Many women with incontinence restrict their fluid intake, which can 
lead to constipation and concentrated urine, both of which can worsen incontinence 
symptoms. Thirst decreases with age, so drinking to thirst will not provide adequate 
fluid intake for most women. Women should be advised to gradually increase their 
fluid intake and to space that intake throughout the day: drink an extra half-glass of 
water at breakfast, lunch, and dinner for 1 week, and then increase to a full glass of 
water at each of those times. Women who drink an excessive amount of fluid are 
rare over age 60, but those who drink >100 ounces of fluid daily and are bothered 
by urinary frequency should be counseled to gradually decrease their fluid intake.

Caffeine can worsen both stress and urge incontinence and so patients may try 
reducing caffeine intake to see whether it improves symptoms. Other fluids that can 
be associated with urinary urgency include alcohol, carbonated beverages, and 
drinks with artificial sweeteners. Patients can try gradually replacing caffeinated 
coffee with decaffeinated coffee and replacing black teas with decaffeinated herbal 
teas to improve symptoms.

Box 11.3 Trustworthy Online Resources for Patients

•	 www.voicesforpfd.org
•	 www.nafc.org/management-overview
•	 www.niddk.nih.gov/health-information/urologic-diseases/bladder-con-

trol-problems
•	 www.niddk.nih.gov/health-information/digestive-diseases/bowel-control-

problems-fecal-incontinence
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Patients bothered by nocturia should try to avoid drinking fluids within 4 hours 
of bedtime.

�Fiber
Women aged 50 and older should consume 21 g of fiber daily, while the average 
American adult consumes 11 g daily. Gradually increasing fiber intake will improve 
evacuation of bowel movements, which will in turn improve urinary incontinence. 
Women should be instructed to increase fiber intake gradually to avoid bloating and 
flatulence, and should increase fluid intake concurrently to avoid worsening consti-
pation. Many women assume that their fiber intake is higher than it actually is. The 
handouts on Constipation and Accidental Bowel Leakage referenced above provide 
some education about dietary sources high in fiber.

Fiber supplements should be recommended for women who do not want to 
change their dietary fiber intake. Psyllium is superior to other fiber supplements for 
women with fecal incontinence, and is the only fiber supplement that improves stool 
consistency to help stools clump together [22]. Patients should gradually increase 
fiber intake, titrating for stools that are easy to hold onto and easy to evacuate.

�Voiding Pattern
Women should be counseled that it is normal to void every 2–4 h while awake, 
depending on fluid intake. Women who void less frequently and experience incon-
tinence may have improvement in symptoms by voiding more frequently; setting an 
alarm every 3 h to remind them to void can be helpful. Women who void more fre-
quently should be instructed to gradually space out the time they wait between 
voids, increasing the time between voids by 15 min each week, so that gradually the 
bladder becomes comfortable holding more urine. The urge suppression and dis-
traction techniques outlined in the “Pelvic Floor Muscle Exercises and Bladder 
Training” handout are helpful for these modifications.

Myth Buster
Many women assume oatmeal is high in fiber, but a serving of steel-cut oat-
meal contains 4 g of fiber, while a serving of high-fiber cereal contains 13 g 
of fiber! A Fiber One granola bar contains 9 g of fiber.

H. W. Brown et al.
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�Weight Loss
For women who are overweight or obese, even a 5–10% reduction in body weight 
can improve incontinence symptoms by 50–70%. The contribution of excess weight 
to their incontinence symptoms should be discussed using a sensitive and nonjudg-
mental approach (See also Chapter 7).

�Pelvic Floor Muscle Exercises
While patients may improve from doing pelvic floor muscle exercises, or Kegel 
squeezes, on their own, these exercises are more effective when they are supervised, 
meaning when a patient receives instruction from a physical or occupational thera-
pist with pelvic floor training. It is helpful to let patients know that this physical 
therapy may involve additional internal exams, multiple visits, and prescribed exer-
cises at home up to 2–3 times daily.

You can visit www.apta.org to search for physical therapists in your area, filter-
ing results to identify those with training in incontinence or pelvic floor. This 
resource is not an exhaustive list. If there are no providers when you filter results, 
it is worth contacting a general physical therapy group in your area and asking 
them whether and where professionals with pelvic floor training are available in 
your area.

If you believe a patient has high pelvic floor tone, doing Kegel exercises will 
worsen her symptoms, so she should not be counseled to do these exercises on her 
own. If a patient has low pelvic floor tone, and cannot contract her pelvic floor 
muscles when you examine her, she is unlikely to see a benefit from doing these 
exercises by herself at home. Those women who have decreased pelvic floor tone, 
and who are able to contract their pelvic floor muscles when you examine them, are 
good candidates for pelvic floor muscle exercises on their own, and you can direct 
them to the educational resources above.

�Skin Hygiene and Containment Products

The vulva, perineum, and perianal tissues are very sensitive. This skin should be 
kept clean and dry. Dabbing rather than wiping will minimize skin disruption. Using 
a thin layer of a barrier cream or ointment such as zinc oxide may be helpful for 
those patients who develop contact dermatitis. The Continence Products Advisor 
website is a trustworthy source of information for patients and healthcare providers 
about incontinence containment products.
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�Additional Treatments for Specific Diagnoses and Populations

Additional treatment options vary based on symptoms and may include medication, 
biofeedback, rectal or vaginal inserts (including pessaries), nerve stimulation ther-
apy, or surgery. The approach to incontinence prevention and treatment for patients 
with cognitive impairment is different than the approach in patients without mem-
ory issues (see Box 11.4).

�Urge Incontinence/Overactive Bladder

Patients with overactive bladder or urge incontinence can follow a step-wise 
approach to treatment (Fig. 11.3). Following the behavior modifications outlined 
above, a patient should be offered a trial of medication to improve symptoms. While 
medication is an important component of the treatment algorithm for urinary incon-
tinence in all women, there is potential increased morbidity of using medications in 
older women. The majority of FDA-approved medications for urgency urinary 
incontinence and overactive bladder (Table 11.1) have only modest decrease incon-
tinence episodes (0.3–1.2 episodes) per day [23]. While anticholinergics may have 

Case (Continued)
You reassure Jennifer that she will most likely be able to improve her symp-
toms. You start by stopping her HCTZ and putting her on a low dose of 
Lisinopril instead. You refer her to pelvic floor physical therapy. You change 
her to the extended release form of metformin, and talk about weight loss as a 
way to better control both her incontinence and her diabetes, with the hope 
that you may be able to cut down on the dose of metformin. You offer her 
treatment for her vaginal atrophy; she opts for non-hormonal moisturizers to 
start. You suggest that she try to avoid wearing pads when possible and that 
she use a thin layer of a barrier cream such as zinc oxide to protect her skin 
while she is implementing these solutions. You schedule a follow up in 
2 months. She leaves your office with a smile on her face, feeling hopeful 
about her future symptoms, and thanks you for talking to her about the 
incontinence.

Box 11.4 Patients with Cognitive Impairment

•	 Reminder to void every 2–3 h
•	 Constipation management
•	 Adequate fluid intake
•	 Limiting distance from toilet (consider bedside commode)

H. W. Brown et al.
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a small significant effect on urinary leakage in older women, there is limited evi-
dence to inform its use in the frail elderly, and it should be used with great caution 
in this population. Common side effects include dry eyes, dry mouth, constipation, 
urinary retention, and cognitive changes, so we recommend prescribing first for one 
week to ensure that a patient does not experience bothersome side effects before 
prescribing for a therapeutic trial (at least 6 weeks). Long-term use and increased 
impact of anti-cholinergic burden have been shown to increase the risk of cognitive 

*Preferred in older adults or those with cognitive impairment 

First Line Therapy

Weight Loss

Smoking Cessation

Bladder Training

Urge Suppression

Pelvic Floor Physical
Therapy 
Fluid & Constipation
Management  

Second Line Therapy

Anticholinergics

• oxybutynin (Ditropan)

• tolterodine (Detrol)

• darifenacin (Enablex)

• fesoterodine (Toviaz)

• solfenacin (Vesicare)

• trospium (Sanctura)*

B-adrenergic agonist

• mirabegron
(Mybretriq)*

Percutaneous Tibial Nerve
Stimulation 

• Needle inserted into the
  ankle is connected to
  eletric stimulation for 30
  minutes weekly x 12, then
  monthly maintenance

Sacral Neuromodulation
• Permanent wire and
  electrical pulse generator
  implanted in the low back;
  battery lasts 5-15 years

Onabotulinum A Toxin
• Injected into detrusor
  muscle via small needle
  during cystoscopy;
  effects lasts 4-12 months

Third Line Therapy

Fig. 11.3  Therapies for overactive bladder/urge incontinence (Created using information from: 
American Urological Association and Society for Urodynamics and Female Urology. (2014). 
Diagnosis and Treatment of Overactive Bladder (Non-Neurogenic) in Adults: AUA/SUFU 
Guideline. * Preferred in older adults or those with cognitive impairment)

Table 11.1  Anticholinergic medications for OAB

Anticholinergic medications for OAB Starting dose

Oxybutynin immediate release (IR) 2.5–5 mg three times daily
Oxybutynin extended release (XR) 5 mg daily
Tolterodine (Detrol) 1–2 mg twice daily
Tolterodine (Detrol) long-acting (LA) 2 mg daily
Darifenacin extended release (Enablex) 7.5 mg daily
Fesoterodine (Toviaz) 4 mg daily
Solifenacin (Vesicare) 5 mg daily
Trospium (Sanctura) 20 mg daily
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impairment. Trospium is a quaternary amine and theoretically should not cross the 
blood-brain barrier, so it may be safer in older adults. It is imperative to demonstrate 
the effectiveness of this medication after initiation through formal assessment of 
symptoms (for example, comparing number of urinary incontinence episodes or 
voids per day or night on a baseline bladder diary with a diary completed after 
4–6 weeks of therapy. If there is not a significant improvement in symptoms, the 
patient should not continue the medication. Self-discontinuation due to poor effi-
cacy or bothersome side effects is common.

There are important clinical scenarios in which these medications should not be 
used, most notably in the presence of narrow-angle glaucoma. Approximately 
20–25% of older women have an elevated post-void residual (volume > 150 mL). 
The mechanism of action of most bladder-targeted anticholinergic medications is to 
bind to the muscarinic receptors in the bladder to decrease bladder contractility, 
thereby decreasing urgency and urgency incontinence. In the setting of having a 
baseline post-void residual volume of >150 mL, it is plausible that use of anticho-
linergic medications would worsen this condition of incomplete bladder emptying. 
We recommend monitoring post-void residual once within 4 weeks of starting this 
medication and discontinuing if post-void residual is >150 mL.

A beta-adrenergic agonist, mirabegron (Myrbetriq), acts by promoting bladder 
muscle relaxation, and was FDA-approved in 2015. We presume this medication 
to be safer in patients with existing cognitive impairment. Side effects of the beta-
adrenergic agonist can include incomplete bladder emptying and increase in 
blood pressure. This medication is contraindicated in patients with cardiac 
arrhythmias but is safe to use in patients with well-controlled hypertension. It is 
recommended to monitor both blood pressure and post-void residual while on this 
medication.

It is well within the scope of practice of primary care providers to initiate the 
first- and second-line treatments for urinary incontinence if they feel comfortable. 
Women should be referred to urogynecology or urology if symptoms persist. 
Advanced therapies result in a 60–70% improvement in symptoms for most patients. 
These therapies include in-office percutaneous tibial nerve stimulation, intradetru-
sor injection of onabotulinum toxin via cystoscopy, and sacral neuromodulation (an 
implanted pacemaker to improve bladder and bowel function).

�Stress Incontinence

Following the behavior modifications listed above, women with stress incontinence 
should consider pelvic floor physical therapy first (Fig. 11.4). Those who are still 
bothered by symptoms are candidates for an intravaginal device called a pessary or 
a surgery to improve symptoms, and should be referred to urology or urogynecol-
ogy for consideration of these options.

An incontinence pessary is a vaginal support device made of silicone that has an 
additional knob to support the bladder neck and urethra. There are several shapes 
and sizes available, so fitting is performed by a trained provider; the pessaries used 
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most commonly to treat incontinence are the incontinence ring and dish. Pessaries 
can be inserted and removed by a patient herself, or can be managed by a urogyne-
cology, urology, or gynecology office for patients who cannot insert and remove a 
pessary themselves. Vaginal atrophy should be treated prior to using a pessary to 
minimize the risk of abrasions to the vaginal tissue.

There are two categories of surgery to improve stress urinary incontinence: slings 
and urethral bulking procedures. Slings involve placing synthetic or biologic mate-
rial under the bladder neck or urethra, to keep the urethra closed by preventing 
excessive movement of the urethra with increased intra-abdominal pressure. Slings 
are performed as outpatient surgery and have excellent success rates and low com-
plication rates. Urethral bulking procedures are performed in the office or operating 
room using cystoscopy. Permanent synthetic material is injected into the urethra 
itself, to keep the urethra closed by narrowing the urethral lumen. Urethral bulking 
is less effective than a sling, but is also less invasive.

�Bowel Incontinence

Initial treatment of bowel incontinence includes medications to alter stool consis-
tency and delivery and information about hygiene and skin protection, in addition to 
dietary modifications and pelvic floor muscle training with biofeedback. Intravaginal 
or rectal inserts and nerve stimulation are also options.

For patients with loose stools or fecal urgency that does not improve with psyl-
lium supplementation, loperamide is helpful. Patients should be instructed to start 
with half a tablet every other day and should titrate gradually for a goal stool con-
sistency that is easy to hold onto and easy to evacuate. For patients who easily 
become constipated, liquid loperamide allows for smaller daily doses.

For patients with chronic constipation, a regular regimen to evacuate the rectum 
will improve bowel continence by increasing the rectum’s availability to store stool 
as it is delivered. An osmotic laxative like milk of magnesia or polyethylene glycol 
3350 combined with glycerin suppositories or tap-water enemas is effective for 
those who are not already laxative dependent. Patients should be queried about 

Watchful Waiting Pelvic Floor Exercises

Incontinence Pessary Surgery

Stress Urinary
Incontinence

Fig. 11.4  Therapies for 
stress urinary incontinence
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toilet height because high toilets, commonly used in geriatric populations, result in 
positioning that impedes rather than facilitates defecation (Box 11.5). For patients 
with post-defecation soiling, a 2 L warm tap-water enema after bowel movements 
will evacuate the rectum completely and may improve symptoms.

Box 11.5 Optimal Positioning for Bowel Movements
Higher toilets, which are easier to sit down on and stand up from, make def-
ecation more difficult because the pelvic floor muscles do not relax as readily 
when the knees are below the hips. A step stool or “squatty potty” can be 
particularly helpful for older patients who need to strain excessively to initiate 
or complete bowel movements because it raises the knees above the hips, thus 
relaxing the pelvic floor muscles and aligning the anorectum in a straight line 
for easy evacuation.

Sitting posture Squatting posture

Rectum

Puborectalis muscle
“chokes” rectum to

maintain continence

Puborectalis muscle
relaxes and straightens

pathway to anus

Anal canal

 

Figure 4.6 Correct posture on the toilet to relax the puborectalis muscle 
and straighten pathway to anus. (© Association for Continence Advice. CC 
BY-NC 4.0) [24]
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There are several hygiene products specifically for bowel incontinence, includ-
ing anal inserts, about which more information can be found here. For patients with 
persistent bothersome bowel incontinence symptoms, referral to a urogynecologist 
or colorectal surgeon should be considered.

The Eclipse™ vaginal bowel control device is a reusable, removable device 
placed in the vagina (www.pelvalon.com). Made of silicone, the device contains a 
balloon that reversibly occludes the rectum when it is inflated. The device is fitted 
by a trained urogynecologist or colorectal surgeon in the office. The patient wears a 
trial device for 2 weeks to ensure that it improves her symptoms and that she can 
manage the device, which requires inflation of the balloon 3–4 times daily and 
deflation to have a bowel movement. Balloon inflation and deflation happens with a 
small discreet pump that fits in a purse. For a patient to use this therapy, she must be 
able to insert and remove the device independently and must have the grip strength 
necessary to inflate and deflate the pump.

Finally, there are minimally invasive procedural options to improve bowel 
incontinence, such as injection of bulking material into the anal canal in the office 
and sacral neuromodulation (electrical stimulation of the S3 nerve through an 
implanted wire and pacemaker done through two outpatient surgeries). Like the 
vaginal bowel control device, sacral neuromodulation entails a test period to 
make sure that the therapy actually improves symptoms. More invasive surgical 
options, including sphincteroplasty, artificial bowel sphincter, and colonic diver-
sion, are considered for patients who exhaust other treatments and desire addi-

tional therapy.

�Nocturia

Nocturia is defined as awakening to void two times or greater during the sleep 
phase. Nocturia increases in a linear fashion to affect more than 50% of older 
women after the age of 80 years. Nocturia can be more debilitating than daytime 
urinary incontinence. More than 30% of adults older than 60 years do not obtain 
the recommended 7–9 h of sleep nightly because of factors such as social dis-
tress, improper sleep habits, and sedentary lifestyle [25, 26]. However, awaken-
ing from sleep to void is also a common factor for older women with sleep 
disturbance, so patients should be asked specifically about this symptom. More 
information about sleep disorders can be found in the chapter in this book about 
sleep disorders (See also Chapter 8).

Nocturia can present in isolation or with other bladder symptoms. The causes of 
nocturia can be organized into polyuria (excessive urine output during the day and 
overnight), nocturnal polyuria (excessive nighttime urine production), overactive 
bladder (frequent small voids during the day and overnight), and a primary sleep 
disorder. The first step in the evaluation of nocturia is to assess daytime voiding 
frequency, fluid intake, sleep habits, and relevant comorbid conditions and medica-
tions in the clinical interview.
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Nocturnal polyuria refers to excessive nighttime urine production, defined as 
>20% of the total 24 h urine production in adults under age 65 and >33% of the total 
24 h urine production in adults age 65 or older [27].

A bladder diary with fluid intake and urine output recorded over 72 h will help 
clarify the most likely cause of nocturnal voiding symptoms is determined. In 
women with polyuria, causes may include excessive fluid consumption (polydip-
sia), uncontrolled diabetes mellitus or insipidus, hypercalcemia, or drug-induced 
polyuria (diuretics, selective serotonin uptake inhibitors, calcium channel blockers, 
tetracycline, or lithium). Women with nocturnal polyuria should be screened for 
vascular disease, hepatic failure, nephrotic syndrome, and obstructive sleep apnea. 
Medication modifications should be considered in consultation with a pharmacist.

In women with nocturnal polyuria, peripheral edema on physical exam may indi-
cate nocturnal auto-diuresis. Compression stockings, elevating the lower extremi-
ties before bed, and taking a diuretic in the early afternoon to mobilize excess fluid 
during the waking hours may improve symptoms. Nocturnal polyuria is found in up 
to 81% of women with obstructive sleep apnea. Referral to sleep medicine or for a 
home-based sleep study may help in the evaluation of women with nocturnal poly-
uria or a normal voiding diary with likely sleep disturbance unrelated to bladder or 
renal function.

Management of nocturia should align with its cause. In general, we recommend 
modifying fluid intake to decrease input within 4 h of bedtime, especially beverages 
with caffeine and alcohol. Sleep hygiene is also important (Box 11.6).

A Special Note on Nocturnal Enuresis:  This often requires further evaluation 
by a specialist such as a urogynecologist or a urologist. If someone is sleeping 
through the night but finding that she is incontinent upon wakening, it may be help-
ful to set an alarm once during the night to prompt her to get up to void.

Box 11.6 Sleep Hygiene to Improve Nocturia
•	 Limit daytime naps to <30 min
•	 Avoid fluid consumption within 4 h of bedtime

–– Caffeine is a stimulant and may prevent somnolence
–– Alcohol may increase urine output in the latter half of the sleep phase

•	 Exercise regularly
•	 Eat dinner more than 2 h prior to bedtime
•	 Maintain regular exposure to natural light
•	 Establish a regular and relaxed bedtime routine
•	 Create a sleep-promoting environment
•	 Minimize bright or unnatural light for 2 h before bed and while sleeping 

(e.g. television, cell phone).
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�Functional Incontinence

Functional incontinence occurs when there is a physical delay in reaching the toilet 
to void, typically preceded by urinary urgency. It can be related to physical disabil-
ity, but most often is related to the concomitant presence of frailty. Cognitive impair-
ment may also result in a version of functional incontinence when affected persons 
do not recognize the urge to void or have apraxia, forgetting how to use the toilet. 
Timed voiding (prompted voiding every 2–3 h) is a very helpful approach to treating 
this type of incontinence in older women to decrease urinary incontinence episodes. 
Women who live in assisted living facilities or a nursing home setting may need 
assistance and it can be helpful to provide written orders for staff. For the nighttime 
hours, suggesting or ordering a bedside commode can help alleviate the fear of mak-
ing it to the bathroom when awaking from sleep. Use of foley catheter drainage is 
not recommended as a solution for urinary incontinence in older women even in the 
presence of cognitive or physical functional impairments.

�Conclusion

Issues with bladder and bowel function are increasingly common as we age. 
Behavior modifications and pelvic floor muscle exercises improve symptoms in 
many women. Additional effective solutions exist, including supervised pelvic floor 
muscle therapy, medications, devices, and minimally invasive procedures. It is 
important to ask about bladder and bowel issues in an open, nonjudgmental way, 
reassuring patients that their symptoms are common but not normal and that good 
treatment options are available.

As with discussion of other stigmatized medical conditions (such as obesity, 
depression, substance use disorders), it is important to approach a discussion about 
bladder and/or bowel incontinence with sensitivity. Many women who have both 
bladder and bowel incontinence will verbally disclose bladder but not bowel 

Case (Continued)
Jennifer’s symptoms are 60% improved when she sees you 2 months later. 
Her blood pressure and sugars are still controlled with the lisinopril and met-
formin. She is still working with pelvic floor physical therapy and can’t 
believe how much the exercises have helped. She is working on relaxing her 
muscles and contracting them too, and she is using much thinner pads, and 
fewer of them, than she was 2 months ago. Her physical therapist told her it 
would take up to 5 months to see the full impact of her exercises, so she wants 
to keep working on them, and see you again in three more months. Right now, 
she declines referral to urogynecology, but is grateful for the offer and for the 
knowledge that other solutions are available.
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symptoms, so inquiry via a written form can be particularly helpful. Urinary incon-
tinence is associated with both constipation and bowel incontinence, so all women 
with urinary incontinence should be asked about bowel symptoms.

Evaluation rarely requires invasive testing. Treatment approaches for older 
women with urinary incontinence are generally similar to those of younger women. 
Clinically severe urinary incontinence episodes among older women may be refrac-
tory to behavioral modifications. Pelvic floor muscle training is effective for both 
storage and evacuation disorders and referral should be strongly considered for 
older women with any bladder and/or bowel symptoms. Medications, devices, 
office-based procedures, and minimally invasive surgeries are options for those 
whose symptoms persist following initial conservative recommendations. The use 
of medications should be carefully considered in frail older women because of their 
significant side effects and limited proven efficacy in this population. Setting realis-
tic expectations that urinary and bowel incontinence are chronic and will require 
ongoing maintenance is helpful, and inquiring about symptoms at regular intervals 
ensures that patients escalate therapy appropriately.
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Key Points
•	 Sexual health is important throughout a woman’s life, and 65% of women 

aged 65–74 have sexual encounters 2–3 times per month.
•	 Female sexual dysfunction (FSD) may impact arousal, desire, orgasm, and 

pain with sex, and is particularly common around the menopausal transition.
•	 Common medical comorbidities such as depression and incontinence 

impact sexual health.
•	 Having handouts about sexual health displayed in your clinic communi-

cates your willingness to address these issues.
•	 Providers and patients should identify main areas of concern and brain-

storm interventions that can be easily utilized independently.
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�Introduction

Sexual function is a complex interaction between biological, psychological, inter-
personal and sociocultural factors. Almost half of women (43%) experience female 
sexual dysfunction (FSD) [1]. This rate increases as women reach the perimeno-
pause and menopausal transition and decreases in women over the age of 65 [1]. 
Women may experience disorders of sexual desire, interest or arousal, and orgasm, 
as well as pain. While there are unique diagnoses, such as hypoactive sexual desire 
disorder, female sexual interest/arousal disorder (FSAD), and female orgasmic dis-
order, these diagnoses often co-occur and recommended therapies often overlap [2].

Spontaneous desire occurs with little to no provocation and responsive desire 
results from direct sexual stimulation (e.g., sexual foreplay, use of erotica). With 
aging, many women experience a relative decrease in spontaneous desire compared 
to responsive desire and this shift may cause distress [3–5]. Patients should be 
informed that this shift is common and physiologic, and be encouraged to discuss 
and strategize, with a partner when appropriate, ways to modify environmental fac-
tors negatively impacting sexual well-being.

The Dual Control Model of Sexual Response (Table  12.1) provides a helpful 
framework for this evaluation of how to improve sexual function [6]. It incorporates 
inhibitory and excitatory factors that may impact sexual function and categorizes 

Case
Liza is a 58-year-old healthy woman who presents with complaint of decreased 
interest in and enjoyment of sex. She has been married for 30 years and is 
monogamous with her husband. Up until a year ago, they had intercourse 
about once a week. She is now not interested and when they do have inter-
course, it is painful.

•	 Vaginal dryness, also called vulvovaginal atrophy or genitourinary syn-
drome of menopause, is a common cause of pain and FSD in postmeno-
pausal women.

•	 Vaginal dryness can be treated with moisturizers, lubricants, vaginal estro-
gen therapy, and tissue stimulation using massage or vibrators.

•	 Referrals to pelvic floor physical therapy and psychotherapy should be 
considered based on presumed causes of FSD.

•	 Both hormonal and non-hormonal pharmacotherapies may improve cer-
tain domains of FSD.
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them as biological, psychological, or sociocultural. The dual control model is analo-
gous to an automobile’s accelerating and braking mechanics; the excitatory “GO” 
factors function as the accelerator and inhibitory “STOP” factors act as the brake. 
To increase responsive sexual desire, inhibitory factors should be minimized and 
stimulatory factors optimized.

Table 12.1  Graphic Representation of the Dual Control Model of Sexual Response [6]. Inhibitory 
factors (“STOP”) contrast excitatory factors (“GO”), although it is important to note that some 
factors are repeated in both categories considering individual differences

STOP GO

Biological Chronic pain
Pelvic pain or dyspareunia
Medication side effects
Cancer
Neurological disease
Urinary incontinence
Autoimmune disorders
Cardiovascular disease
Menopause
Hormonal changes
Fatigue
Addiction

Physical wellness
Hormonal changes
Exercise
Balanced diet

Psychological Stress
Low self-esteem
Poor body image
Depression
Sexual trauma
Grief and loss
Psychological impact from gynecological 
and breast cancer
Anxiety, specifically performance anxiety

Healthy self-esteem and body 
image
Resilience
Low stress
Low pressure to perform

Sociocultural Religious and cultural values and beliefs
Childhood sex attitudes
Gender roles and sexual norms
Lack of available partner
Intimate partner violence
Relational conflict with poor communication
Partner’s sexual dysfunction
Hypervigilance from unpredictable or 
unfamiliar environment

Religious and cultural values and 
beliefs
Childhood sex attitudes
Gender roles and sexual norms
Communicative and supportive 
relationship
Predictable and comfortable 
environment

Introduction
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�Obtaining a Sexual Health History

Despite a common misperception that sex decreases with age, the majority (65%) 
of women aged 65 to 74 have sexual encounters two or three times per month [8]. 
To provide comprehensive care for menopausal and older women, it is important to 
incorporate questions about sexual health into your routine history, with an eye 
toward identifying potential factors that could lead to sexual dysfunction and are 
amenable to intervention [9–11].

Given the limited time in clinical encounters, it may be helpful to start by adding 
a question about sexual health to your review of systems. More than 50% of meno-
pausal women experience symptoms related to vaginal atrophy, or genitourinary 
syndrome of menopause, and the majority do not initiate a discussion of these 
symptoms with a healthcare provider [12], so adding “vaginal dryness” to your 
review of symptoms for menopausal women is particularly impactful. Simply hav-
ing educational materials displayed in your clinic or administering relevant screen-
ing tools, perhaps at annual well woman exams, can encourage discussion of sexual 
concerns. The Female Sexual Function Index (FSFI) [13]) is a validated tool that 
can assess for multiple sexual issues, including low desire and arousal, orgasmic 
difficulty, and discomfort or pain during sex.

If time allows, the Extended PLISSIT model (Table 12.2), or Ex-PLISSIT [14] 
offers a helpful framework for assessing sexual health concerns during an office 
visit, and is appropriate for use with older adults.

Feel uncomfortable talking about sex with your patients? You’re not alone!
Many providers experience similar barriers, including our own embarrass-
ment, lack of training, and beliefs that sexual health is not relevant to a 
patient’s chief complaint. The National Institute on Aging has a helpful guide 
for talking about sensitive issues with older patients. A 2014 article entitled 
“How to Discuss Sex with Elderly Patients” by Dr. Folashade Omole and col-
leagues in The Journal of Family Practice offers some practical tips [7]. 
https://www.ncbi.nlm.nih.gov/pubmed/24905128

Case (Continued)
Liza describes a strong marriage with good communication. She had two 
vaginal deliveries and went through menopause at age 54. Over the last 4 
years, she has noticed increasing vaginal dryness and difficulty becoming 
aroused. Her libido has decreased as well. She has no new medical issues and 
does not take any medications. Her BMI is 27 and she exercises three 
times a week.
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The first step, asking permission, allows the patient to prepare for the sensitive 
nature of the discussion and welcomes communication of sexual health concerns. 
Providers should not assume that the patient is knowledgeable about anatomy and 
function of sexual organs. Limited information can dispel myths and misconcep-
tions. Some patients may benefit from handouts to review on their own after the 
appointment. The National Institute on Aging has a nice website with information 
about sexuality in older adults and this information is also available in Spanish. 
Having handouts displayed in your clinic also communicates your willingness to 
address sexual health with your patients and may encourage patients to discuss their 
concerns with you.

Sharing specific suggestions empowers patients to address sexuality concerns 
outside of their appointments. Providers and patients should identify main areas of 
concern and brainstorm interventions that can be easily utilized independently. 
Common suggestions include using self-care to manage stress (e.g., exercise, mind-
fulness), improving intimacy (e.g., scheduling “date nights” or mornings, for older 
adults who may have more energy in the morning), maintaining boundaries with 
family members, and incorporating sexual aids (e.g., vibrators, lubricant).

Table 12.2  An outline of the Ex-PLISSIT model [14] with sample questions for each step

Ex-PLISSIT

Ex: Permission-giving is a component of each step below.
Permission: Seek permission to initiate discussion of sexual health and welcome the patient to 
share concerns.
 � “Would it be ok if I ask you more about your sexual health?”
 � “What concerns or questions do you have about sex?”
 � “Is this concern something that you’d like to further address?”
Limited Information: Provide basic and relevant education according to the patient’s concerns
 � “It is common for one partner to have higher sexual desire or different interests.”
 � “Many women continue to have sex regardless of age.”
Specific Suggestions: If the patient is interested, explore potential solutions to address concern
 � “How do you and your partner talk about your sexual expectations? What would you think 

about …?”
 � “Many patients find that exercise improves desire. What are your thoughts on increasing 

movement during the day?”
Intensive Therapy: A minority of women will benefit from a referral to a specialist, such as a 
psychotherapist, sex therapist, or pelvic floor physical therapist.
 � “It sounds like you’ve made multiple efforts to improve. What are your thoughts on seeing a 

therapist who can explore additional options with you?”
 � “I want to make sure you get the care and support needed to address this concern. If you’re 

open to it, I’d like to recommend a therapist.”

Obtaining a Sexual Health History

https://sexualityresources.com/educational-resources
https://www.nia.nih.gov/health/sexuality-later-life
https://www.nia.nih.gov/health/sexuality-later-life
https://www.nia.nih.gov/health/sexualidad-edad-avanzada
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The final step of the PLISSIT model, Intensive Therapy, expands the patient’s 
care team. Sexual dysfunction can be exacerbated with age as a result of physiologi-
cal changes and psychological stressors [16], and can disrupt progress from medical 
interventions aimed at addressing sexual health concerns [17, 18]. A multidisci-
plinary approach is often useful to address these psychological and social stressors 
(box). It is highly recommended that mental health conditions be treated prior to 
addressing sexual health concerns [19], thus adjunctive referrals to a psychotherapist 
or sex therapist may be beneficial. Pelvic floor physical therapists are also important 
members of the sexual health team. A referral to pelvic floor physical therapy is war-
ranted if the patient experiences vulvodynia, vaginismus, constipation, and inconti-
nence. This specialization of physical therapy uses education, behavior modification, 
and exercises to improve coordination of pelvic floor muscles.

�Tips for Taking a Sexual Health History

•	 DO use medical terminology when discussing anatomy and sexual practices, 
rather than slang.

•	 DO be concise and specific during assessment. Rather than using the umbrella 
term “intercourse,” differentiate between oral, anal, and vaginal penetration. 
Seek clarification if patients are vague in their responses.

Psychological and Social Stressors

•	 Relational discord with a partner (miscommunication, desire discrepancy, 
infidelity, distrust, intimate partner violence)

•	 Partner’s sexual dysfunction, such as erectile issues
•	 Co-occurring mood disorders or substance use
•	 Grief and loss, especially the death of a romantic partner
•	 Low self-esteem and poor body image
•	 Unclear expectations of sexuality after menopause
•	 Sexual shame and reluctance to explore interventions

Devices and Older Women
Older women outnumber older men, and with age women are more likely to 
be divorced or widowed [15]. As a result, masturbation is a normal outlet for 
women who experience desire but are disinterested or unable to have part-
nered sex. Some women may choose sexual aids such as vibrators or dildos. 
Women who experience vaginal dryness and/or atrophy might benefit from 
the use of the Vaginal Renewal Program, which incorporates manual massage 
and a massaging wand, such as the FeMani.

For more information on the Vaginal Renewal Program, visit https://sexu-
alityresources.com/vaginal-renewal-program
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•	 DO normalize behaviors and concerns. It can be relieving for patients to know 
that their problems are normal and can be addressed without judgement. If a 
patient endorses a risky sexual practice, offer nonjudgmental education that 
improves safety.

•	 DO use open-ended questions, such as “How would you describe your sexual 
concerns?” or “What is your understanding of why you experience vul-
var pain?”

•	 DON’T assume that the patient is comfortable discussing sexual health with her 
partner present. Best practice is to offer privacy.

•	 DON’T make assumptions. Ask permission before assessing patients and seek 
clarification when needed. Be particularly mindful to inquire about the patient’s 
preferred pronouns and use gender-neutral terminology when referring to their 
partner unless otherwise specified.

�Physical Exam

A targeted physical exam should be performed to identify and inform the patient 
of normal and abnormal findings that may contribute to sexual dysfunction. The 
external genitalia should be examined for signs of common conditions that may 
impact sexual function, including dermatitis, lichen disorders, and vulvovaginal 
atrophy, also called genitourinary syndrome of menopause (GSM) (See also 
Chapter 1). At least half of menopausal women experience GSM symptoms that 
are problematic for sexual intimacy [20], so even slight changes consistent with 
vaginal atrophy should be noted and discussed with patients. A female chaperone 
should be present when performing a genitourinary examination [21] and an inter-
preter, preferably in person, should be available to help communicate the examina-
tion and findings if applicable.

Care should be taken to note hypertension and body mass index (BMI) on initial 
vital signs. Elevated blood pressure, even when treated, is associated with decreased 
sexual activity in older women [22]. Low BMI may be a marker of malnutrition or 
frailty, whereas high BMI may be associated with negative body image and increased 
risk for sexual dysfunction [23].

When examining external genitalia, it is useful to provide the patient with a mir-
ror to follow along in the examination, point out areas of discomfort, and identify 
relevant anatomy [24]. If a patient has a complaint of vulvar or vaginal pain, vulvar 
pain mapping can be performed by softly touching various points around the vulva 

Case (Continued)
Liza’s physical examination finds a BP of 125/73 and a BMI of 27.2. The 
general exam is normal. Her pelvic examination reveals pale, dry vaginal 
mucosa with a couple of small skin tears. She expresses discomfort with the 
speculum insertion, but no other abnormalities are noted. Bimanual examina-
tion is unremarkable.

Physical Exam
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with a cotton swab to determine whether specific areas cause pain [25]. The National 
Vulvodynia Association has a nice diagram of vulvar anatomy and innervation here: 
https://www.nva.org/what-is-vulvodynia/vulvar-anatomy/.

The examiner may notice common causes of vulvar pain including contact der-
matitis, lichen disorders, malignancies, or pressure ulcers. Lesions that are suspi-
cious for malignancy should be biopsied or referred to gynecology or vulvar 
dermatology for additional evaluation. Inspection of the perineum and rectum is 
useful in identifying stool incontinence, scarring, or chronic ulcers that may be 
contributing to dyspareunia [23].

An internal vaginal exam with a speculum aids in visualization of vaginal walls 
and the cervix or vaginal cuff. A speculum exam may be particularly useful if a 
patient is experiencing vaginal pain or irritation but is not required. If performed, 
it is recommended to use a narrow speculum with lubrication to decrease discom-
fort from distending the introitus and vaginal sidewalls, which shorten and thin 
with age.

Sexually active older women with new sexual partners should be screened for 
sexually transmitted infections. Patients who have undergone a hysterectomy may 
experience pain at the vaginal cuff, particularly if granulation tissue or exposed 
suture is present, causing irritation and increased discharge [26]. Abnormal findings 
on speculum exam should prompt referral to gynecology.

Dysfunction of the pelvic floor muscles, including increased or decreased tone, 
may contribute to diminished sensation, desire, arousal, and orgasm [27]. A single 
gloved finger, with copious lubricant, may be gently inserted to ascertain resting 
tone of the pelvic floor muscles. If gentle palpation of the muscles causes pain rather 
than pressure, referral for pelvic floor physical therapy to assess for and treat high-
tone dysfunction should be considered. Patients with high pelvic floor tone may also 
have a history of sexual trauma, so screening and referral for psychotherapy should 
be considered.

�Treatment Options

Treatment options for sexual dysfunction depend on your assessment of what diag-
noses are contributing to a patient’s symptoms, and the approach is often 
multidisciplinary.

Case (Continued)
You discuss with Liza different treatment options. She can use a vaginal mois-
turizer and should add a lubricant during vaginal penetration. You also discuss 
the possibility of using vaginal estrogen for presumed GSM. For her decreased 
libido, she is not interested in taking medications right now, but would be will-
ing to see a counselor to make sure that she has no underlying depression 
contributing to her lower libido. She may be interested in talking about medi-
cations (i.e., flibanserin) in the future. You arrange for a follow up in 
3–4 months.
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�Psychological Recommendations

Simple psychological interventions can alleviate distress and foster hope when 
addressing sexual dysfunction in office visits. Regardless of the presenting concern, 
patients may benefit from normalization, stress reduction, and sensate focus. 
Building rapport is integral to utilizing these interventions effectively.

�Normalization
Providers should normalize a patient’s sexual concerns. Due to the stigma related to 
sexuality, particularly the role of sexuality in aging, patients may have limited 
knowledge of which issues are normal or areas of concern. Psychoeducation and sex 
education should be utilized to correct myths and misconceptions about age-related 
sexual concerns. For example, the common misconception that sex stops at a certain 
age may exacerbate psychological distress during menopause and result in dismissal 
of sexual needs.

�Stress Reduction
Heightened levels of stress and fatigue are correlated with increased reporting of 
menopausal symptoms [28]. Stress reduction techniques (e.g., mindfulness, medita-
tion, physical activity) should be reviewed with patients to counter the psychological 
effects of menopause, which may contribute to sexual dysfunction [29]. Mindfulness, 
a component of meditation, encompasses vigilant awareness of present thoughts, 
emotions, and sensations [29]. It promotes affect regulation to reduce stress, anxiety, 
depression, insomnia, and social isolation. Patients may consider incorporating 
mindfulness into daily activities. One recommendation might be tuning into their 
five senses (i.e., sight, smell, taste, touch, and hearing) during a regular activity, such 
as washing their hands or brushing their teeth. Helpful resources include phone apps 
and literature, such as The Miracle of Mindfulness: An Introduction to the Practice 
of Meditation by Thích Nhất Hạnh and Guided Mindfulness Meditation: A Complete 
Guided Mindfulness Meditation Program by Jon Kabat-Zinn.

�Sensate Focus
Sensate focus (Table 12.3) is a fundamental sex therapy intervention that embodies 
the principle of shifting from performance to pleasure; it might be helpful should 
the patient endorse anxiety, pervasive underlying sex beliefs, or low self-esteem. 
Developed by Masters and Johnson in 1970, sensate focus encompasses in vivo 
desensitization and operant shaping to improve confidence and mindfulness of plea-
sure. Patients and their partners are instructed to set aside time for massage; how-
ever, in this exercise the “giver” focuses on caressing the receiver’s body for their 
own pleasure, rather than tailoring their movement to please the receiver. This inter-
vention is broken down into four stages which can be accommodated according to 
need and ability. It is important to remind patients that consent can be revoked dur-
ing this activity if distressed. It is recommended that participants wear comfortable 
clothing and consider when to schedule this activity and who will initiate. Pleasure 
is the measure, not performance (e.g., orgasm, erection), and vaginal penetration is 
an option, not a goal. The stages are as follows.

Treatment Options
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�Stages of Sensate Focus

�When to Refer for Psychotherapy?

It is crucial that providers expeditiously refer to mental health treatment if the 
patient endorses symptoms that cannot be managed within a primary care setting. 
These symptoms might include chronic suicidal ideation, moderate to severe depres-
sion, and posttraumatic stress (See also Chapter 4). One study found that perimeno-
pause is associated with a 35% increased risk of depression, regardless of history 
with major depressive disorder [30]. Patients with disorders related to arousal or 
desire may benefit from referral to psychotherapy, couples therapy, or sex therapy. 
When patients report performance anxiety, depression, sexual trauma, shame, low 
self-esteem, relational conflict, and environmental barriers, they may benefit from a 
psychotherapy referral. Patients with disorders related to orgasm may benefit from 
a sex therapy referral and can be directed to the following resources.

For more information, visit https://health.cornell.edu/sites/health/files/pdf-
library/sensate-focus.pdf

For female orgasmic disorder, consider these additional resources:

•	 OMGyes: Instructional videos that demonstrate evidence-based techniques 
to increase pleasure

•	 Betty Dodson and Carlin Ross: Betty is a PhD Sexologist with over four 
decades of experience helping women orgasm

•	 “Becoming Orgasmic” (Heiman and LoPiccolo, 1976)

Table. 12.3  A brief outline of sensate focus, which is comprised of four distinct stages

Stage 1 Alternate physical touch, excluding touch of genitals and 
breasts

Stage 2 Alternate physical touch, including touch of genitals and 
breasts

Stage 3 Simultaneous physical touch that can include genitals and 
breasts

Stage 4 Simultaneous physical touch that can include thrusting and 
intercourse
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�Treatments for Sexual Dysfunction Related to Genitourinary 
Syndrome of Menopause (GSM)

Vaginal lubricants, moisturizers, and dilators are first-line therapy to address the 
many symptoms of GSM. Lubricants are used immediately prior to penetrative 
vaginal or anal intercourse to decrease pain associated with insertion and friction. 
Patients may be reluctant to introduce lubricant to their sexual repertoire, so it is 
important to dispel misconceptions and myths that lubricant use is indicative of 
sexual dysfunction. Women can feel desire and arousal, yet not experience lubrica-
tion. Lubricant use is also recommended for all patients with female sexual interest/
arousal disorder (FSAD). Local vaginal estrogen is the most effective treatment of 
underlying GSM symptoms that may be contributing to sexual dysfunction. More 
information about treating GSM is available in Chap. 1. Pelvic floor physical ther-
apy is recommended to reduce pain with vaginal penetration [31, 32]. Focused pel-
vic floor physical therapy can aid in relaxation of the muscles of the pelvic floor. If 
vaginismus is suspected, at home vaginal dilators or dilators used under the guid-
ance of pelvic floor physical therapy may be useful. Regular use of vaginal dilators 
has been found to reduce pain with vaginal penetration by improving vaginal elas-
ticity [33, 34]. The presence of vaginismus should also prompt screening for a his-
tory of sexual trauma, with referral to psychotherapy if appropriate. Patients should 
be counseled regarding the use of vaginal dilators in graduated sizes (either by 
themselves or with their partner) to promote stretching of vaginal tissues. Vibratory 
stimulation, applied either to the vagina or directly to the clitoris, has also been 
studied as a modality to reduce pain with vaginal penetration [35].

�Treatments for Sexual Dysfunction Not Related to Genitourinary 
Syndrome of Menopause

Testosterone therapy may be considered for postmenopausal women with a history 
of hypoactive sexual desire disorder (HSDD). Absolute testosterone levels decline 
with age, but as sex hormone binding globulin (SHBG) also decreases in postmeno-
pausal women, there is a relative increase in circulating, or free, testosterone [36]. 
With the addition of systemic estrogen therapy, SHBG subsequently increases and 
circulating testosterone levels fall dramatically. Thus, in postmenopausal women, a 
short course of transdermal testosterone at a dose of 300ug daily may improve 
desire, arousal, orgasmic function, pleasure, and sexual responsiveness, and may 
reduce sexual concerns and distress. Long-term safety data and breast cancer risks 
have not been addressed [37, 38].

Testosterone therapy should only be considered if hypoactive sexual desire dis-
order (HSDD) persists after addressing all other possible contributing factors, and 
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should include appropriate counseling about its potential risks and unknown long-
term effects [39, 40]. Testosterone level should be followed every 3–6 months, and 
therapy should be discontinued after 6 months if no significant benefit is noted [41]. 
The safety of long-term testosterone use for sexual dysfunction has not been evalu-
ated; therefore, the smallest dose for the shortest duration is recommended.

Side effects of testosterone, including hirsutism, acne, and clitoral enlargement, 
may persist even after it is discontinued. While oral testosterone may adversely 
impact lipid profiles, transdermal therapy has shown no significant adverse effects 
on lipids, blood glucose, or blood pressure [42]. Limited available short-term data 
show no impact on breast cancer risk with transdermal testosterone use.

Systemic dehydroepiandrosterone (DHEA) and DHEA sulfate therapy are not 
recommended for the treatment of female sexual dysfunction. DHEA is one of the 
most abundant sex steroids in women, and is converted to androstenedione, testos-
terone, and estrogen. Circulating levels of DHEA decrease approximately 2% per 
year. It has been postulated that increasing circulating levels of DHEA and DHEAS 
may improve sexual function and well-being, but studies have not shown a consis-
tent correlation between low DHEAS and sexual dysfunction [43], nor an improve-
ment in sexual function with DHEA treatment [44]. Vaginal DHEA suppositories 
have been approved for the treatment of dyspaerunia.

Flibanserin is a serotonin agonist/antagonist which was FDA approved for the 
treatment of hypoactive sexual desire disorder in premenopausal women in 2015. 
The SNOWDROP trial was designed to investigate the efficacy of flibanserin in 
naturally postmenopausal women. Results demonstrated similar findings to the pre-
menopausal group, with modest increase in the number of satisfying sexual events 
per month, incremental improvements in sexual desire, and decreased distress sur-
rounding hypoactive sexual desire [12], but the drug is still not FDA approved in 
postmenopausal women. Common side effects with flibanserin include dizziness, 
nausea and fatigue; patients should be counseled to avoid alcohol consumption 
within 2 h of its use because of a rare risk of hypotension or syncope when used 
concurrently [45, 46].

Bupropion, a norepinephrine dopamine reuptake inhibitor, has been shown to 
improve sexual dysfunction when used as an adjunct or alternative to a selective 
serotonin reuptake inhibitor (SSRI). Treatment with an SSRI may result in second-
ary sexual dysfunction in anywhere from 30–70% of women [47]. In one trial of 
women with SSRI-induced sexual dysfunction, participants who received 150 mg 
of bupropion twice daily reported significantly improvement in sexual functioning 
following a 12-week period [48]. In some trials, it exhibits preorgasmic effects at a 
dose of 300–400 mg/day. Of note, it is not FDA approved for the treatment of sexual 
dysfunction and so this use is off-label.

Sildenafil citrate (Viagra) is a phosphodiesterase 5 inhibitor that has been evalu-
ated for the treatment of female arousal disorder. Data from randomized controlled 
trials in premenopausal women have not demonstrated increased blood flow to the 
female external genitalia [49]. Sildenafil has not been studied in postmenopausal 
women and is not recommended in this population.
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�Conclusion

Sexual wellness is an important part of overall health in women throughout the life 
course. Female sexual dysfunction (FSD) is especially common in perimenopausal 
women and often co-occurs with common comorbidities such as depression, anxi-
ety, incontinence, and thyroid disorders. Effective treatments exist, but many women 
are reticent to bring up concerns related to sexual health. It is important to inquire 
about sexual health as part of your routine history; simply having educational mate-
rials displayed in your clinic can encourage discussion of sexual concerns. FSD 
may impact desire, arousal, orgasm, and pain, and recommended therapies often 
overlap. Treatment is almost always multifactorial, and may include evaluating 
medical comorbidities, psychological and behavioral interventions, medications, 
lubricants and moisturizers, devices, and physical therapy. With appropriate treat-
ment, most patients will have significant improvement in sexual function.
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