
Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=icmt20

Download by: [International Menopause Society] Date: 05 September 2016, At: 05:31

Climacteric

ISSN: 1369-7137 (Print) 1473-0804 (Online) Journal homepage: http://www.tandfonline.com/loi/icmt20

Does the menopausal status of female
gynecologists affect their prescription of
menopausal hormone therapy?

M. S. Vallejo, S. Witis, E. Ojeda, D. Mostajo, F. Morera, N. Meruvia, M.
Martino, S. Lima, M.T. Espinoza, O. Castillo, B. Campostrini, L. Danckers, J. E.
Blümel, K. Tserotas, H. Sánchez, C. Salinas, J. Saavedra, J. A. Rojas, W. Onatra,
A. Monterrosa, A. Montaño, J. Martínez, E. González, G. Gómez, A. Calle, G.
Broutin, A. Bencosme, E. Arteaga, F. Ayala & P. Chedraui

To cite this article: M. S. Vallejo, S. Witis, E. Ojeda, D. Mostajo, F. Morera, N. Meruvia,
M. Martino, S. Lima, M.T. Espinoza, O. Castillo, B. Campostrini, L. Danckers, J. E. Blümel,
K. Tserotas, H. Sánchez, C. Salinas, J. Saavedra, J. A. Rojas, W. Onatra, A. Monterrosa, A.
Montaño, J. Martínez, E. González, G. Gómez, A. Calle, G. Broutin, A. Bencosme, E. Arteaga,
F. Ayala & P. Chedraui (2016) Does the menopausal status of female gynecologists affect
their prescription of menopausal hormone therapy?, Climacteric, 19:4, 387-392, DOI:
10.1080/13697137.2016.1191460

To link to this article:  http://dx.doi.org/10.1080/13697137.2016.1191460

Published online: 21 Jun 2016. Submit your article to this journal 

Article views: 34 View related articles 

View Crossmark data

http://www.tandfonline.com/action/journalInformation?journalCode=icmt20
http://www.tandfonline.com/loi/icmt20
http://www.tandfonline.com/action/showCitFormats?doi=10.1080/13697137.2016.1191460
http://dx.doi.org/10.1080/13697137.2016.1191460
http://www.tandfonline.com/action/authorSubmission?journalCode=icmt20&show=instructions
http://www.tandfonline.com/action/authorSubmission?journalCode=icmt20&show=instructions
http://www.tandfonline.com/doi/mlt/10.1080/13697137.2016.1191460
http://www.tandfonline.com/doi/mlt/10.1080/13697137.2016.1191460
http://crossmark.crossref.org/dialog/?doi=10.1080/13697137.2016.1191460&domain=pdf&date_stamp=2016-06-21
http://crossmark.crossref.org/dialog/?doi=10.1080/13697137.2016.1191460&domain=pdf&date_stamp=2016-06-21


ORIGINAL ARTICLE

Does the menopausal status of female gynecologists affect their prescription of
menopausal hormone therapy?

M. S. Vallejoa, S. Witisa, E. Ojedaa, D. Mostajoa, F. Moreraa, N. Meruviaa, M. Martinoa, S. Limaa, M.T. Espinozaa,
O. Castilloa, B. Campostrinia, L. Danckersa, J. E. Bl€umela,b, K. Tserotasa, H. S�ancheza, C. Salinasa, J. Saavedraa,
J. A. Rojasa, W. Onatraa, A. Monterrosaa, A. Monta~noa, J. Mart�ıneza, E. Gonz�aleza, G. G�omeza, A. Callea, G. Broutina,
A. Bencosmea, E. Arteagaa, F. Ayalaa and P. Chedrauia,c

aCollaborative Group for Research of the Climacteric in Latin America (REDLINC); bDepartamento de Medicina Interna Sur, Facultad de
Medicina, Universidad de Chile, Santiago de Chile, Chile; cInstitute of Biomedicine, Research Area for Women’s Health, Facultad de Ciencias
M�edicas, Universidad Cat�olica de Santiago de Guayaquil, Guayaquil, Ecuador

ABSTRACT
Objective: To evaluate whether menopausal status and symptoms among female gynecologists would
influence their clinical behavior related to menopausal hormone therapy (MHT).
Methods: Female gynecologists of 11 Latin American countries were requested to fill out the
Menopause Rating Scale and a questionnaire containing personal information and that related to MHT
use.
Results: A total of 818 gynecologists accepted to participate (86.4%). Overall, the mean age was
45.0 ± 10.7 years, 32.2% were postmenopausal, and 17.6% worked in an academic position; 81.8%
reported that they would use MHT if they have symptoms, regardless of menopausal status. Academic
gynecologists favor personal MHT use at a higher rate (p ¼ 0.04) and have a higher MHT prescription
rate as compared to non-academic ones (p ¼ 0.0001). The same trend was observed among post- as
compared to premenopausal ones (p ¼ 0.01) and among those who had hysterectomy alone as com-
pared to those experiencing natural menopause (p ¼ 0.002). The presence of menopausal symptoms
did not influence their MHT prescription. Current use of MHT and alternative therapy was higher among
post- than premenopausal gynecologists (both, p¼ 0.0001) and among those who had undergone hys-
terectomy than those experiencing natural menopause. A 38.5% perceived breast cancer as the main
risk related to MHT, and a high proportion prescribed non-hormonal drugs (86.4%) or alternative thera-
pies (84.5%).
Conclusion: Most female gynecologists in this survey would use MHT if menopausal symptoms were
present. Postmenopausal physicians use MHT and prescribe it to their symptomatic patients at a higher
rate than premenopausal physicians.
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Introduction

Postmenopausal estrogenic deficiency deteriorates female
quality of life1 and increases the risk of chronic diseases2,3.
Menopausal hormone therapy (MHT) is an important thera-
peutic weapon used to counteract the consequences of this
deficit, improving quality of life4 and also decreasing the risk
of chronic diseases5 and probably mortality6. However, after
the publication of the results of the Women’s Health Initiative
(WHI) study showing that, in relation to chronic disease, MHT
was associated with more risks than benefits7, its use has
declined severely among postmenopausal women8. Although
different authors have stated that the results of the WHI
study have selection bias9, and that methodological errors
distort results10, MHT use has never returned to rates
reported prior to the publication of this study.

In a previous study that included 11 Latin American coun-
tries, our research group reported that the main cause for
low use of MHT was the low prescription rate among

physicians11. However, and despite the results of the WHI, dif-
ferent studies have shown that male physicians would mostly
prescribe MHT to their partners or would use it in the case of
women gynecologists12–14. Moreover, one study, analyzing
the clinical behavior of board-certified obstetricians and gyne-
cologists of New York City after the publication of the WHI
study, stated that they prescribe hormone therapy to fewer
patients; however, they continue to use it for themselves at
much higher rates15.

A recently published study performed by our group16

found that 85.4% of more than 2000 surveyed gynecologists
from 11 Latin American countries would use MHT in the
event of experiencing menopausal symptoms (themselves or
their wives in the case of men: women 81.8% vs. men 88.2%,
p< 0.001). This gender-related behavioral difference among
gynecologists led us to perform this secondary analysis, now
focusing specifically on female gynecologists, who, as well as
their patients, experience or will personally experience the
effects of the climacteric. Our hypothesis is that their
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menopausal status and their symptoms would influence their
clinical behavior in relation to MHT use.

Methods

Study design and participants

We recently reported data of the REDLINC study VII per-
formed by the Collaborative Group for Research of the
Climacteric in Latin America16, in which 2154 certified gyne-
cologists (men and women) working in Latin American cities
with more than 500 000 inhabitants (including peripheral
towns) were invited to complete a survey regarding MHT use.
Researchers and their corresponding cities are detailed at the
end of this paper. The present document addresses only data
of female gynecologists who were surveyed in order to evalu-
ate their behavior related to MHT (personal and patient use,
perceived risks and prescription). The research protocol of
this study was reviewed and approved by the Scientific Ethics
Committee of the Servicio de Salud Metropolitano Sur,
Santiago de Chile, Chile. Informed consent was obtained from
each professional prior to filling out the survey. More details
regarding sample size calculation and methodology of the
overall study can be found elsewhere16.

Used instruments

The overall survey was self-administered and anonymous and
included personal data such as age, sex, partner status and
place of work. The questionnaire was validated at each site
prior to its implementation. The present publication analyzes
only the responses of female gynecologists and is related
specifically to the following aspects involving them: (1)
whether they favor personal MHT use in the event of experi-
encing menopausal symptoms; (2) the presence of moderate/
severe menopausal symptoms; (3) their perceived level of risk
related to MHT use (evaluated from 0 to 10, with zero being
no risk and 10 the highest risk); (4) their specific perceived
risks related to MHT use; (5) the percentage of their symp-
tomatic patients to whom they prescribe MHT; and (6) the
prescription rate of non-hormonal or alternative therapies for
the management of the menopausal symptoms. Female gyne-
cologists were also asked about their current menstrual

status, history of gynecological surgery and the current use of
MHT or alternative therapies for the menopause. The
Menopause Rating Scale (MRS) was used to evaluate meno-
pausal symptoms17. A total MRS score of >8 was used to
define women having moderate/severe menopausal
symptoms18.

Statistical analysis

The EPI-INFO statistical program (Version 7.1.5, 2015, Centers
for Disease Control and Prevention, Atlanta, GA, USA) was
used for data analysis. Results are presented as mean ± stan-
dard deviations and percentages (95% confidence intervals,
CI). The Kolmogorov–Smirnov test was used to assess the nor-
mality of data distribution and the Bartlett test to evaluate
the homogeneity of the measured variance. According to this,
group comparisons were performed with the Student’s t test
(parametric continuous data) or the Mann–Whitney U test
(non-parametric continuous data). Percentages were com-
pared with the v2 test. A p value of <0.05 was considered as
statistically significant.

Results

A total of 2154 gynecologists from 28 health centers in Latin
American countries were contacted and invited to participate.
Of these, 947 were female gynecologists, with 86.4%
(n¼ 818) accepting to take part in the study. The mean age
of all surveyed women was 45.0 ± 10.7 years, with 32.2%
being postmenopausal, 75.3% having a current partner and
17.6% being professors at the University. Postmenopausal
gynecologists were older (56.3 ± 6.0 vs. 39.7 ± 7.9 years,
p¼ 0.0001) and currently had a partner at a lower rate than
premenopausal ones (70.3% vs. 77.7%, p¼ 0.02).

The influence of menopausal status on these female gyne-
cologists regarding MHT behavior is presented in Table 1;
27.4% of all surveyed women displayed moderate/severe
menopausal symptoms as assessed with the MRS scale, with
a higher rate observed among postmenopausal as compared
to premenopausal ones (52.9% vs. 15.3%, p¼ 0.0001). Of all
surveyed women, 81.8% would use MHT if they were experi-
encing menopausal symptoms, with no differences in this

Table 1. Influence of female gynecologists’ menopausal status on behavior related to menopausal hormone therapy (MHT) (use, perceived risks and prescription).
Data are given as mean ± standard deviation or percentage (95% confidence interval).

Parameters All (n ¼ 818) Premenopausal (n ¼ 555) Postmenopausal (n ¼ 263) p Value

Presents moderate/severe menopausal symptomsd 27.4 (24.4–30.6) 15.3 (12.5–18.6) 52.9 (46.6–59.0) 0.0001a

Favors personal MHT use 81.8 (78.9–84.3) 80.0 (76.4–83.2) 85.6 (80.7–89.6) NSa

Currently uses MHT 16.7 (14.3–19.5) 6.5 (4.6–9.0) 38.4 (32.5–44.6) 0.0001a

Currently uses alternative therapies 13.7 (11.4–16.3) 7.7 (5.7–10.4) 26.2 (21.0–32.0) 0.0001a

Perceived level of risk related to MHT use (scale 0–10) 4.1 ± 2.2 4.1 ± 2.2 3.9 ± 1.9 NSb

Top two perceived risks (% replies)
breast cancer 38.5 (35.2–42.0) 39.8 (35.7–44.0) 35.7 (29.9–41.9) NSa

thromboembolic disease 33.6 (30.4–37.0) 31.9 (28.1–36.0) 37.3 (31.4–43.4) NSa

% of symptomatic women to whom they prescribe MHT 47.3 ± 29.4 45.6 ± 29.3 50.8 ± 29.4 0.01c

% of physicians treating the menopause with:
non-hormonal drugs 86.4 (83.8–88.7) 85.4 (82.1–86.9) 88.6 (84.1–92.2) NSa

alternative therapies 84.5 (81.8–86.9) 84.0 (80.6–86.9) 85.6 (80.7–89.6) NSa

NS, non-significant
p values when comparing postmenopausal women with premenopausal ones: a, v2 test; b, Mann–Whitney U test; c, Student’s t test; d, total scores on Menopause
Rating Scale >8
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rate observed if menopausal status is taken into account.
Overall, 16.7% of female gynecologists currently used MHT,
with postmenopausal ones currently using MHT and alterna-
tive therapies for the menopause at a higher rate than the
premenopausal gynecologists (38.4% vs. 6.5%; and 26.2% vs.
7.7%, respectively, both, p¼ 0.0001). A similar perceived level
of risk related to MHT use was observed between pre- and
postmenopausal women. When asked about the perceived
risk (% of replies), the two answers with the highest percen-
tages were breast cancer and thromboembolic disease, with
no differences observed in relation to menopausal status. On
the other hand, menopausal status did influence their pre-
scription behavior (% of the symptomatic women to whom
they prescribe). Indeed, the average MHT prescription rate to
their symptomatic patients was higher among postmeno-
pausal gynecologists as compared to premenopausal ones
(50.8 ± 29.4% vs. 45.6 ± 29.3%, p ¼ 0.01). A high rate of all sur-
veyed physicians prescribed non-hormonal drugs (86.4%) or
alternative therapies (84.5%) to manage menopausal symp-
toms, with no differences observed between pre- and post-
menopausal gynecologists.

The influence of presenting menopausal symptoms among
female gynecologists regarding MHT behavior is depicted in
Table 2. Women displaying symptoms currently used MHT
and alternative therapies at a higher rate than those without
symptoms (32.6% vs. 10.8%; and 29.5% vs. 7.7%, respectively,
both, p¼ 0.0001). No other differences were observed except
for the fact that symptomatic gynecologists perceived breast
cancer as the greatest risk involved with MHT use at a higher
rate than those who were asymptomatic (44.2% vs. 36.5%,
p ¼ 0.04).

Women gynecologists working at universities in an aca-
demic position also presented differences in terms of their
clinical behaviors related to MHT use as compared to those
not in an academic position (Table 3). In general, female aca-
demic gynecologists favor personal MHT use at a higher rate
(87.5% vs. 80.4%, p ¼ 0.04), have an average higher MHT pre-
scription rate among their symptomatic patients (55.9 ± 27.1%
vs. 45.5 ± 29.6%, p ¼ 0.0001) and use alternative therapies for
the menopause at a lower rate (6.3% vs. 15.3%, p ¼ 0.004).

No other significant differences were observed in other ana-
lyzed aspects.

As mentioned, 263 (32.2%) of the studied female gynecol-
ogists were postmenopausal. Table 4 shows the influence of
the type of menopause and hysterectomy alone regarding
their MHT behavior. Gynecologists who had a history of hys-
terectomy plus bilateral oophorectomy presented moderate/
severe menopausal symptoms at a higher rate when com-
pared to those with a natural menopause; however, this was
non-significant (63.0% vs. 52.9%, p> 0.05). The rate of current
MHT use was higher among women having hysterectomy
alone and hysterectomy plus oophorectomy as compared to
those having natural menopause (51.1% and 59.3% vs. 32.5%,
respectively, p< 0.05). Current use of alternative therapy was
significantly higher among women with a history of hysterec-
tomy plus oophorectomy as compared to those having a
natural menopause (44.4% vs. 25.1%, p< 0.05). Women gyne-
cologists who had undergone hysterectomy alone displayed a
higher average MHT prescription rate among their symptom-
atic patients, as compared to those who had a natural meno-
pause (62.2 ± 25.6% vs. 47.7 ± 29.7%, p ¼ 0.002).

Discussion

Our study shows that a high rate of female gynecologists
(81.8%) would use MHT if they were experiencing meno-
pausal symptoms, without menopausal status influencing this
decision. This is interesting as premenopausal gynecologists
obviously have less menopausal symptoms than postmeno-
pausal ones, meaning that their behaviors are likely to be
influenced by medical knowledge instead of the personal per-
ception of their own menopausal symptoms. This observation
agrees with a US study showing that, among physicians,
intended future use of MHT was significantly associated with
being an obstetrician/gynecologist and having more exten-
sive, recent and continuing medical education19. Although
the menopausal status of female gynecologists in our study
did not influence their predisposition to use MHT, postmeno-
pausal ones had more symptoms and, therefore, used MHT
more frequently. We also observed that this postmenopausal

Table 2. Influence of presenting menopausal symptoms on behavior among female gynecologists relating to menopausal hormone ther-
apy (MHT) (use, perceived risks and prescription). Data are given as mean ± standard deviation or percentage (95% confidence interval).

Moderate/severe menopausal symptomsd

Parameters Absent (n ¼ 594) Present (n ¼ 224) p Value

Age (years) 42.3 ± 9.8 52.3 ± 9.3 0.0001a

Favors personal MHT use 80.6 (77.2–83.7) 84.8 (79.4–89.3) NSb

Currently uses MHT 10.8 (8.5–13.6) 32.6 (26.5–39.2) 0.0001b

Currently uses alternative therapies 7.7 (5.8–10.3) 29.5 (23.6–35.9) 0.0001b

Perceived level of risk related to MHT use (scale 0–10) 4.0 ± 2.2 4.1 ± 1.8 NSc

Top two perceived risks (% replies)
breast cancer 36.5 (32.7–40.6) 44.2 (37.6–51.0) 0.04b

thromboembolic disease 34.5 (30.7–38.5) 31.3 (25.2–37.8) NSb

% of symptomatic women to whom they prescribe MHT 46.7 ± 29.8 48.8 ± 28.3 NSa

% of physicians treating the menopause with:
non-hormonal drugs 86.7 (83.6–89.3) 85.7 (80.4–90.0) NSb

alternative therapies 83.7 (80.4–86.5) 86.6 (81.4–90.8) NSb

NS, non-significant
p values when comparing symptomatic vs. non symptomatic women: a, Student’s t test; b, v2 test; c, Mann–Whitney U test; d, total
scores on Menopause Rating Scale >8
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group prescribes MHT at a higher rate to their symptomatic
patients than their premenopausal colleagues. We hypothe-
size that a possible explanation for this difference is that
postmenopausal gynecologists encounter women requesting
treatment options to decrease their symptoms and, as the
gynecologist is equally affected, she easily empathizes with
the patient and will be more prone to prescribe MHT.
Regardless of health problems, the characteristics of patients
and physicians influence drug prescription20. However, this
does not seem to be the case in our study, as gynecologists
with more menopausal symptoms did not prescribe more
MHT than those having less symptoms. Interestingly, female
gynecologists who work at universities favor personal MHT
use at a higher rate and prescribe it to their symptomatic
patients at a higher rate than non-academic female
gynecologists.

The present study shows a higher use of MHT among
female postmenopausal gynecologists (38.4%) than in the
general Latin American population (12.5%)11. These figures of
MHT use by Latin American female gynecologists are not far
from those published in the US stating that 47.4% (versus
approximately one-quarter of the users in the general

population) of postmenopausal female physicians use MHT19.
We also found that one-third of female physicians who expe-
rienced natural menopause were using MHT at the time of
the survey, a rate that increased to a half among hysterec-
tomized and/or bilaterally oophorectomized women, groups
that tend to use MHT more frequently due to their more
intense symptomatology21. Another explanation for the
higher use of MHT among hysterectomized doctors would be
their awareness that treatment with estrogen alone has been
associated with lower breast cancer risk22.

Overall, current MHT use among our female gynecologists
was 16.7%. Although this rate is considered low, as compared
to the era before the WHI study, it is quite similar to the rate
observed for the use of alternative therapies (13.7%). This
could possible mean two things: (1) if the rate of alternative
use be considered low, it reflects a consensus that their bene-
ficial effects over symptoms is still controversial23, or (2) if the
rate of use is now considered high, it reflects a tendency
toward abandoning MHT for alternative options, which is in
correlation with what others have reported24. Interestingly,
our results show that, although alternative therapy use is
higher among those who are postmenopausal, have

Table 3. Effect of having an academic position on female gynecologists relating to menopausal hormone therapy (MHT) (use, perceived risks
and prescription). Data are given as mean ± standard deviation or percentage (95% confidence interval).

Academic position

Parameters No (n ¼ 674) Yes (n ¼ 144) p Value

Age (years) 44.9 ± 10.6 45.8 ± 10.8 NSa

Favors personal MHT use 80.4 (77.3–83.2) 87.5 (81.0–92.4) 0.04b

Female gynecologist with moderate/severe menopausal symptomsd 27.9 (24.6–31.5) 25.0 (18.2–32.9) NSb

Currently uses MHT 17.2 (14.5–20.3) 14.6 (9.3–21.4) NSc

Currently uses alternative therapies 15.3 (12.7–18.3) 6.3 (2.9–11.5) 0.004b

Perceived level of risk related to MHT use (scale 0–10) 4.0 ± 2.2 4.3 ± 1.8 NSa

Top two perceived risks (% replies)
breast cancer 38.6 (34.9–42.4) 38.2 (30.2–46.7) NSb

thromboembolic disease 32.9 (29.4–36.6) 36.8 (28.9–45.2) NSa

% of symptomatic women to whom they prescribe MHT 45.5 ± 29.6 55.9 ± 27.1 0.0001a

% of physicians treating the menopause with:
non-hormonal drugs 86.1 (83.2–88.5) 88.2 (81.8–93.0) NSb

alternative therapies 85.2 (82.2–87.7) 81.3 (73.9–87.3) NSb

NS, non-significant
p values when comparing women with an academic position vs. those without: a, Student’s t test; b, v2 test; c, Mann–Whitney U test; d, total
scores on Menopause Rating Scale >8

Table 4. Influence of the type of menopause and hysterectomy alone on therapeutic behaviors of female gynecologists relating to menopausal
hormone therapy (MHT) (use, perceived risks and prescription). Data are given as mean ± standard deviation or percentage
(95% confidence interval).

Parameters
Natural menopause

(n ¼ 191)
Hysterectomy alone

(n ¼ 45)
Hysterectomyþ bilateral
oophorectomy (n ¼ 27)

Age (years) 56.3 ± 5.7 54.9 ± 7.0 58.4 ± 5.9
Female gynecologists with moderate/severe menopausal symptomsb 52.9 (45.5–60.1) 46.7 (31.7–62.1) 63.0 (42.4–80.6)
Currently uses MHT 32.5 (25.9–39.6) 51.1 (35.8–66.3)a 59.3 (38.8–77.6)a

Currently uses alternative therapies 25.1 (19.1–31.9) 20.0 (9.6–34.6) 44.4 (25.5–64.7)a

Perceived level of risk related to MHT use (scale 0–10) 4.0 ± 1.9 3.7 ± 1.9 3.7 ± 2.2
Top two perceived risks (% replies)

breast cancer 37.2 (30.3–44.4) 33.3 (20.0–49.0) 29.6 (13.8–50.2)
thromboembolic disease 37.7 (30.8–45.0) 42.2 (27.7–57.8) 25.9 (11.1–46.3)

% of symptomatic women to whom they prescribe MHT 47.7 ± 29.7 62.2 ± 25.6a 54.1 ± 29.1
% physicians treating the menopause with:

non-hormonal drugs 90.1 (84.9–93.9) 86.7 (73.2–94.9) 81.5 (61.9–93.7)
alternative therapies 86.4 (80.7–90.9) 88.9 (75.9–96.3) 74.1 (53.7–88.9)

a, p< 0.05 as compared to natural menopausal women as determined according to each case with the appropriate test; b, total scores on
Menopause Rating Scale >8
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symptoms, or have had hysterectomy plus oophorectomy, the
rate is lower among those with an academic position. This
indeed highlights the important role that scientific knowledge
has in influencing the choice of any given therapeutic option.

Regarding the risks related to MHT use, our study shows
that the main risk perceived by female gynecologists is breast
cancer, followed by thromboembolic disease. This is in agree-
ment with a Spanish study reporting cancer as the main per-
ceived risk related to MHT use25. The perceived level of risk
was not significantly modified by menopausal status, type of
menopause or hysterectomy alone, intensity of menopausal
symptoms or university affiliation. It is worth mentioning that,
although professionals had a moderate perceived level of risk
related to MHT use, the prescription rate of non-hormonal
and/or alternative therapies for the menopause exceeds
hugely that of MHT. In agreement with the latter, a study car-
ried out in 15 regional centers in the UK (between 2001 and
2005) found that 60.2% of women had used MHT, but in
2006 only 12.3% continued MHT. Of those who had discontin-
ued MHT, 89.7% reported that they had used one or more
complementary and alternative treaments26.

The observed high willingness to use MHT by all our sur-
veyed female gynecologists, regardless of their menopausal
status, associated with the higher use among those being
postmenopausal, indicates that, although the WHI caused a
negative effect on the general female population, it had little
impact on physicians. This had already been noted by Biglia
and colleagues27 who stated that, after the WHI publication,
only 8% of women doctors and 4% of doctors’ wives stopped
MHT. The high use of MHT by female doctors reflects the fact
that many started it on their own initiative and bearing in
mind long-term prevention28.

The fact that female gynecologists use MHT more fre-
quently than the general population is not an insignificant
issue. Physicians are an important source of information of
the risks and benefits of MHT, being able to have a determin-
ant influence on patient’s attitudes and the acceptance of its
use29. Postmenopausal doctors who take MHT are more likely
to advise their patients to use it; thus, 44% of female gynecol-
ogists using MHT advise their postmenopausal patients to use
it for at least 1 year, contrary to those who do not use MHT
who only prescribe it to 22% of their patients19.

In our opinion, the main weakness of our study was that
the invitation to participate was made by opinion leaders
who are involved in the care of climacteric women. Although
this aided in achieving a very high response rate, surveyed
gynecologists may have been influenced by the position of
these leaders, hence showing a more favorable behavior
toward MHT. On the other hand, we did not record perceived
risk in relation to the type of MHT: estrogen alone vs. estro-
genþprogestogen. This may also be considered a potential
limitation.

In conclusion, the present Latin American survey found
that most female gynecologists, regardless of their meno-
pausal status, would use MHT if menopausal symptoms are
present. Postmenopausal gynecologists, especially those with
surgical menopause, use MHT and prescribe it to their symp-
tomatic patients at a higher rate than premenopausal ones.

Non-hormonal and alternative therapies were the most pre-
scribed options to treat menopausal symptoms.

Participating countries, investigators and city

Argentina: Mabel Martino (Rosario), Blanca Campostrini (La
Plata), Silvina Witis (Buenos Aires); Bolivia: Maria T. Espinoza
(Cochabamba), Desire�e Mostajo (Santa Cruz), Nelva Meruvia
(La Paz), Javier Saavedra (Sucre); Chile: Juan E. Bl€umel
(Santiago de Chile), Jaime Mart�ınez (La Serena), Eugenio
Arteaga (Vi~na del Mar), Mar�ıa S. Vallejo (Santiago de Chile);
Colombia: Gustavo Gomez (Cali), Alvaro Monterrosa
(Cartagena), William Onatra (Bogot�a); Costa Rica: Flory
Morera (San Jos�e), Gerardo Broutin (San Jos�e); Ecuador: Peter
Chedraui (Guayaquil), Andr�es Calle (Quito), Hugo S�anchez
(Machala); M�exico: Erik Gonz�alez (Ju�arez), Armando Monta~no
(M�exico, DF), Carlos Salinas (Puebla); Panam�a: Konstantinos
Tserotas (Panam�a); Per�u: F�elix Ayala (Lima), Luis Danckers
(Lima), Eliana Ojeda (Cuzco); Olivia Castillo (Arequipa), Jos�e
Alberto Rojas (Lima); Rep�ublica Dominicana: Ascanio
Bencosme (Santiago de los Caballeros); Uruguay: Selva Lima
(Montevideo).

Conflict of interest The authors report no conflict of interest. The
authors alone are responsible for the content and writing of this paper.

Source of funding Nil.

References

1. Blumel JE, Castelo-Branco C, Binfa L, et al. Quality of life after the
menopause: a population study. Maturitas 2000;34:17–23

2. Khosla S. Pathogenesis of age-related bone loss in humans.
J Gerontol A Biol Sci Med Sci 2013;68:1226–35

3. Crandall CJ, Barrett-Connor E. Endogenous sex steroid levels and
cardiovascular disease in relation to the menopause: a systematic
review. Endocrinol Metab Clin North Am 2013;42:227–53

4. Welton AJ, Vickers MR, Kim J, et al.; WISDOM team. Health related
quality of life after combined hormone replacement therapy: rand-
omised controlled trial. BMJ 2008;337:a1190

5. Schierbeck L. Primary prevention of cardiovascular disease with
hormone replacement therapy. Climacteric 2015;18:492–7

6. Mikkola TS, Tuomikoski P, Lyytinen H, et al. Estradiol-based postme-
nopausal hormone therapy and risk of cardiovascular and all-cause
mortality. Menopause 2015;22:976–83

7. Rossouw JE, Anderson GL, Prentice RL, et al.; Writing Group for the
Women’s Health Initiative Investigators. Risks and benefits of estro-
gen plus progestin in healthy postmenopausal women: principal
results from the Women’s Health Initiative randomized controlled
trial. JAMA 2002;288:321–33

8. Jewett PI, Gangnon RE, Trentham-Dietz A, Sprague BL. Trends of
postmenopausal estrogen plus progestin prevalence in the United
States between 1970 and 2010. Obstet Gynecol 2014;124:727–33

9. Shapiro S, Farmer RD, Mueck AO, Seaman H, Stevenson JC. Does
hormone replacement therapy cause breast cancer? An application
of causal principles to three studies: Part 2. The Women’s Health
Initiative: estrogen plus progestogen. J Fam Plann Reprod Health
Care 2011;37:165–72

10. Aedo S, Cavada G, Bl€umel JE, Chedraui P, Fica J, Barriga P.
Women’s Health Initiative estrogen plus progestin clinical trial: a
study that does not allow establishing relevant clinical risks.
Menopause 2015;22:1317–22

11. Bl€umel JE, Chedraui P, Bar�on G, et al.; Collaborative Group for
Research of the Climacteric in Latin America (REDLINC).

CLIMACTERIC 391



A multicentric study regarding the use of hormone therapy during
female mid-age (REDLINC VI). Climacteric 2014;17:433–41

12. Buhling KJ, von Studnitz FS, Jantke A, Eulenburg C, Mueck AO. Use
of hormone therapy by female gynecologists and female partners of
male gynecologists in Germany 8 years after the Women’s Health
Initiative study: results of a survey. Menopause 2012;19:1088–91

13. Pedersen AT, Iversen OE, Løkkegaard E, et al. Impact of recent stud-
ies on attitudes and use of hormone therapy among Scandinavian
gynaecologists. Acta Obstet Gynecol Scand 2007;86:1490–5

14. Birkh€auser MH, Reinecke I. Current trends in hormone replacement
therapy: perceptions and usage. Climacteric 2008;11:192–200

15. Devi G, Sugiguchi F, Pedersen AT, Abrassart D, Glodowski M,
Nachtigall L. Current attitudes on self-use and prescription of hor-
mone therapy among New York City gynaecologists. Menopause Int
2013;19:121–6

16. Danckers L, Bl€umel JE, Witis S, et al. Personal and professional use
of menopausal hormone therapy among gynecologists: A multi-
national study (REDLINC VII). Maturitas 2016;87:67–71

17. Heinemman K, Ruebig A, Potthof P. The Menopause Rating Scale
(MRS): a methodological review. Qual Life Res 2004;2:45

18. http://www.menopause-rating-scale.info/documents/Ref_Values_
CountrGr.pdf. Last accessed 27 January 2016

19. Frank E, Elon L. Clinical and personal relationships between oral
contraceptive and hormone replacement therapy use among US
women physicians. Menopause 2003;10:133–41

20. Darmon D, Belhassen M, Quien S, Langlois C, Staccini P, Letrilliart L.
Factors associated with drug prescription in general practice: a
multicenter cross-sectional study. Sante Publique 2015;27:353–62

21. Bl€umel JE, Chedraui P, Baron G, et al.; Collaborative Group for
Research of the Climacteric in Latin America (REDLINC). A large
multinational study of vasomotor symptom prevalence, duration,

and impact on quality of life in middle-aged women. Menopause
2011;18:778–85

22. LaCroix AZ, Chlebowski RT, Manson JE, et al.; WHI Investigators.
Health outcomes after stopping conjugated equine estrogens
among postmenopausal women with prior hysterectomy: a
randomized controlled trial. JAMA 2011;305:1305–14

23. Cheema D, Coomarasamy A, El-Toukhy T. Non-hormonal therapy of
post-menopausal vasomotor symptoms: a structured evidence-
based review. Arch Gynecol Obstet 2007;276:463–9

24. Schonberg MA, Wee CC. Menopausal symptom management and
prevention counseling after the Women’s Health Initiative among
women seen in an internal medicine practice. J Womens Health
(Larchmt) 2005;14:507–14

25. Castelo-Branco C, Ferrer J, Palacios S, Cornago S, Peralta S. Spanish
post-menopausal women’s viewpoints on hormone therapy.
Maturitas 2007;56:420–8

26. Gentry-Maharaj A, Karpinskyj C, Glazer C, et al. Use and perceived
efficacy of complementary and alternative medicines after discon-
tinuation of hormone therapy: a nested United Kingdom
Collaborative Trial of Ovarian Cancer Screening cohort study.
Menopause 2015;22:384–90

27. Biglia N, Ujcic E, Kubatzki F, et al. Personal use of hormone therapy
by postmenopausal women doctors and male doctors’ wives in
Italy after the publication of WHI trial. Maturitas 2006;54:181–92

28. Isaacs AJ, Britton AR, McPherson K. Why do women doctors in the
UK take hormone replacement therapy? J Epidemiol Community
Health 1997;51:373–7

29. Chaikittisilpa S, Jirapinyo M, Chaovisitsaree S, et al. Impact of
Women’s Health Initiative study on attitude and acceptance of hor-
mone replacement therapy in Thai women attending menopause
clinics. J Med Assoc Thai 2007;90:628–35

392 M. S. VALLEJO ET AL.

http://www.menopause-rating-scale.info/documents/Ref_Values_CountrGr.pdf
http://www.menopause-rating-scale.info/documents/Ref_Values_CountrGr.pdf

	Does the menopausal status of female gynecologists affect their prescription of menopausal hormone therapy?
	Introduction
	Methods
	Study design and participants
	Used instruments
	Statistical analysis

	Results
	Discussion
	Participating countries, investigators and city
	Conflict of interest
	Source of funding
	References


