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A B S T R A C T

Introduction: Sexual health and wellbeing are significant aspects of quality of life. However, taking a sexual
history is often avoided in medical practice, leaving a void in management and awareness. As the menopause can
have a major impact on sexual health, it is imperative that healthcare providers are appropriately trained in
sexual health and wellbeing and the aligned disciplines in order to achieve optimal care.
Aim: To provide an evidence-based clinical guide for the assessment and management of sexual problems at the
menopause and beyond.
Materials and methods: Review of the literature and consensus of expert opinion.
Results and conclusion: The assessment of sexual problems includes history taking, examination and laboratory
investigation (if indicated), and occasionally the use of specific validated questionnaires. Management of sexual
problems requires a multidimensional approach using biopsychosocial measures. Medical management and
psychosexual counselling include pharmacological and non-pharmacological interventions, and sex therapy and
psychoeducation. Furthermore, perimenopausal women should be advised about the need for contraception if
they wish to avoid pregnancy. Also, sexually transmitted diseases can be acquired at any age. To conclude, taking
a sexual history should be incorporated into medical practice and healthcare providers should be appropriately
trained to assess and manage sexual problems at the menopause and beyond.
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1. Introduction

The menopause is a natural stage of the life cycle which occurs in all
women. The average age of menopause is 51 years. However, it can
occur earlier, either naturally or as a consequence of disease, surgery,
radiotherapy, or chemotherapy. Increased life expectancy means that
women may be sexually active for decades after the menopause [1,2].
Thus, women seeking advice about sexual problems may be in assisted
living, nursing homes or other long-term care environments if they are
unable to live independently. It is often incorrectly assumed that age and
non-independent living environments preclude sexual activity.

Sexual health is defined by the World Health Organization as a state
of physical, emotional, mental, and social wellbeing in relation to
sexuality [3]. Management of sexual problems after the menopause is
challenging. Concerns may not be disclosed by women and reluctantly
raised by healthcare professionals [4]. This may lead to difficulty in
communication. There may also be institutional barriers such as lack of
training, policy development and practice guidance, and wider social
barriers in relation to how care services respond to and support women,
and how sexual and gender diversity intersect with ethnicity, culture,
disability, and ageism [5].

Sexual problems may be chronic, even life-long conditions, but can
emerge after previous normal functioning. They may be associated with
pain and personal distress. Problems can stem from disorders in one or
more phases of the sexual response cycle: desire, arousal, and orgasm
[6,7]. Concerns can be situational or generalized. Sexual problems may
also be an indicator of underlying illness, a sign of deteriorating re-
lationships, concerns about ageing, or a drug-induced reaction. All can
interact with issues of dependency and safeguarding, as well as
menopause.

Sexual problems affect wellbeing and quality of life [8]. Menopausal
symptoms may compromise sexual health and wellbeing. The genito-
urinary syndrome of menopause (GSM) is one of the most common
causes of sexual dysfunction in postmenopausal women [9]. GSM itself
has been associated with depression, anxiety, and reduced quality of life.
Several studies have shown a decline in sexual activity and an increase
in sexual disorders with ageing [10–12]. Most of them conclude that
sexual function worsens with advancing menopause status, even after
adjustment for age [13]. The US PRESIDE study, with a sample of 31,581
women, the most extensive study on female sexual dysfunction (FSD),
concluded that the most common sexual dysfunctions are low desire
(38.7 %), followed by low arousal (26.1 %) and orgasm disorders (20.5
%) [14].

The aim of this EMAS clinical guide is to provide guidance on the
assessment, diagnosis, and management of sexual problems at the
menopause and during later life for women in both different- and same-
sex relationships. Management of sexual problems in trans and gender-
nonconforming people is not covered in this clinical guide [15].

2. Classification and terminology

Different nomenclatures for and classifications of sexual problems
have been produced by various organizations [6,16]:

• the American Psychiatric Association (DSM-5) [17]
• the International Society for the Study of Women's Sexual Health
(ISSWSH) [18]

• the World Health Organization (International Classification of Dis-
eases (ICD)) [19]

Although all relate to desire, arousal, orgasm and pain, there are
differences between the classifications. Thus, the American Psychiatric
Association has three main categories: (a) sexual interest/arousal dis-
orders (hypoactive sexual desire disorder, female sexual arousal disor-
der), (b) orgasm disorders, and (c) sexual pain disorders. The ISSWSH
has four: (a) hypoactive sexual desire disorder (HSDD), (b) female sexual

arousal disorder (FSAD), (c) genito-pelvic dysesthesia (GPD), and (d)
female orgasm disorder. In the World Health Organization's ICD-11,
there are four main groupings of sexual dysfunctions: sexual desire
and arousal dysfunctions; orgasmic dysfunctions; ejaculatory dysfunc-
tions; and other specified sexual dysfunctions. There is a separate
grouping of sexual pain disorders [19]. According to DSM-5, the diag-
nosis of sexual problems requires a 6-month duration of symptoms along
with significant personal distress. Disorders may co-exist, and one may
cause the other.

3. Etiology of sexual dysfunction

The etiology of sexual dysfunction at the menopause is multidi-
mensional and includes the fall in estrogen levels, gynecological disor-
ders, non-gynecological comorbidities, and psychosocial factors, such as
childhood and current sexual abuse.

3.1. Menopause

Menopause is defined as the permanent end of menstruation due to
oocyte depletion and leads to a significant drop in estrogen levels [20].
The mean age at menopause varies worldwide, with a range of 46–52
years. In 10 % of women, it occurs before the age of 45 years and is
defined as early menopause, while in 1 % of cases, menopause occurs
before the age of 40 years, a condition called premature ovarian insuf-
ficiency (POI) [21,22]. Menopause can be either natural or induced
(surgical removal of the ovaries or medical ablation of ovarian function
with chemotherapy, radiotherapy, etc.) [23]. Several sexual problems
can arise, such as reduced sexual desire, vaginal dryness and dyspar-
eunia, and reduced arousal and orgasm [24]. They may be exacerbated
by vasomotor symptoms such as hot flushes and night sweats. Although
systemic or topical menopausal hormone therapy (MHT) alleviates
symptoms, it does not eliminate them in all women.

While androgen levels also decline with age in all women, surgical
menopause will lead to an abrupt and more profound fall [25]. Although
an association between androgens and sexual function has been reported
in several studies, the evidence remains inconsistent [26].

Genitourinary syndrome of menopause (GSM) affects 50–70 % of
postmenopausal women and has a severe impact on sexual function
[27]. Postmenopausal estrogen deficiency leads to urogenital atrophy
and symptoms of irritation, burning, itching, and sexual pain during
vaginal penetration. Vaginal dryness and dyspareunia are crucial factors
that can alter sexual wellbeing [28,29]. Lower urinary tract symptoms
may also have adverse effects. They include urinary urgency, frequency,
nocturia, incontinence, and a feeling of incomplete emptying or a
sensation of a lump in the vagina [30]. The intensity of the other
menopausal symptoms (hot flushes, night sweats, sleep disturbances,
cognitive dysfunction) is another critical factor that contributes to sex-
ual dysfunction [31]. Unlike hot flushes, which usually improve within
ten years, symptoms of GSM are lifelong and often progressive [32].

3.2. Gynecological disorders

Vulvar pain and vulvodynia are two conditions which can adversely
affect sexual function. Terminology and classification was changed in
2015 by the three leading societies in vulvar pain [International Society
for the Vulvovaginal Disease (ISSVD), International Society for the Study
of Women's Sexual Health (ISSWSH), and International Pelvic Pain So-
ciety (IPPS)] to incorporate the complex presentation and pathophysi-
ology of these clinical entities [33]. Vulvar pain is caused by a specific
disorder (infectious, inflammatory, neoplastic, neurologic, traumatic,
iatrogenic, or hormonal deficiencies), while vulvodynia is defined as
vulvar discomfort of at least a three-month duration without an identi-
fiable cause [34]. The potential causes of vulvodynia include other pain
syndromes (e.g., fibromyalgia), musculoskeletal factors (e.g., pelvic
muscle overactivity), psychosocial factors (e.g., mood disorders,

S.A. Paschou et al. Maturitas 189 (2024) 108055 

2 



interpersonal dysfunction), genetic factors, and anatomical defects.
Gynecological cancer (i.e., of the ovary, cervix, uterus, vagina) and

breast cancer may have detrimental effects on sexual activity and in-
timacy, while the management of sexual dysfunction among the growing
number of women with or who have had these cancers is challenging. In
women who are taking anti-estrogenic therapies, such as aromatase
inhibitors, estrogen-based therapies are contraindicated as first-line
treatments [35]. The treatment of gynecological cancers may include
hysterectomy with or without salpingo-oophorectomy, radiotherapy,
and chemotherapy, and such treatment leads to ovarian impairment and
premature or early menopause [36]. A significant decrease in sexual
desire and activity has been reported in ovarian cancer survivors [37].
The first-line agents in survivors of estrogen receptor-positive breast
cancer are non-hormonal preparations [38]. Surgery for gynecological
cancer may reduce sexual desire and arousal through impaired self-
image and/or nerve or vascular injury. Breast cancer survivors
complain about poor sexual function, pain during vaginal penetration,
and low sexual interest [39]. BRCA mutation carriers undergoing risk-
reducing bilateral salpingo-oophorectomy (RRBSO) may develop sex-
ual dysfunction; depression and anxiety are primary precipitating fac-
tors. Sexuality must be considered by a multidisciplinary team as an
integral part of treatment to improve the quality of life of breast cancer
survivors. MHT can improve both their physical and their mental
symptoms [40].

Other cancers. The diagnosis, with the attendant psychological
burden, and treatments of other cancers may also affect sexual wellbeing
[41]. Chemotherapy and pelvic irradiation may lead to vaginal dryness
and dyspareunia. Stomas may affect body image and lead to depression
[42]. Women with colorectal cancer may have reduced sexual desire
that persists for many years after the completion of treatment [43].

Pelvic organ prolapse (POP) is a gynecological condition in which
the pelvic organs herniate into the vagina due to ligament or muscular
weakness. POP is subcategorized according to the compartment of
descent. Cystocele characterizes anterior wall herniation, rectocele re-
fers to posterior vaginal wall descent, and vaginal vault prolapse char-
acterizes descent of the uterus, cervix, or apex of the vagina [44]. The
condition is common after the menopause and can lead to discomfort,
pelvic pain, dyspareunia, and urinary incontinence or urgency [45]. It
can also lead to fecal incontinence and flatulence.

Vaginal stenosis is an important cause of sexual dysfunction and is
usually caused by either pelvic or vaginal radiation therapy (RT), in-
flammatory vulvovaginal conditions or surgery for the treatment of an
underlying malignancy. It is accompanied by sexual pain during vaginal
penetration and vaginal discomfort. Vaginal dilator therapy with or
without pelvic floor physical therapy is commonly required [46].

Endometriosis. Despite the common belief that endometriosis
exclusively affects women of reproductive age, it may persist or develop
beyond menopause [47]. Chronic pelvic pain and dyspareunia are the
clinical symptoms which most commonly impair sexual wellbeing in
women with endometriosis; the severity of symptoms, though, becomes
milder in postmenopausal women [48]. Laparoscopic treatment of the
lesions may improve sexual function [49].

3.3. Non-gynecological comorbidities

Sexual dysfunction at the menopause can be the result of non-
gynecological comorbidities, such as type 2 diabetes mellitus (T2DM),
cardiovascular disease (CVD), cognitive or neurological disorders (e.g.
dementia or multiple sclerosis), and non-gynecological cancers [50–52].

Diabetes. Sexual problems can be either an early sign of diabetes or a
consequence of its vascular complications [53]. Loss of libido as well as
problems with orgasm, lubrication, arousal, and pain have been re-
ported in women with type 1 diabetes [54]. Depression and urinary
symptoms may play a role [55].

Cardiovascular disease. Women with CVD and low risk of cardio-
vascular complications can resume sexual activity after evaluation by

their healthcare provider [56]. According to the American Heart Asso-
ciation's scientific statement (2012), women with stable CVD can engage
in sexual activity with a low risk of adverse cardiovascular events [56].
After a major cardiovascular event, such as an acute myocardial
infarction (AMI), women tend to return to their previous sexual activity
more reluctantly than men due to reduced desire, impaired vaginal
lubrication, or fear of inducing another event, despite the healthcare
provider's reassurance [57].

Arthritis. Osteoarthritis is a common cause of pain and disability and
may limit sexual activity and reduce satisfaction [58]. The American
Association of Hip and Knee Surgeons recommends avoiding extreme
flexing of the hip joint after total hip replacement, to avoid dislocation
[59].

3.4. Psychosocial factors

Psychosocial factors leading to sexual dysfunction in menopause
include the availability of a partner, relationship difficulties, stress or
mood disorders (such as depression and anxiety), low educational level
and socioeconomic status, poor health, chronic diseases, and sexually
repressive environment (family, religion, culture, etc.). Partner sexual
problems such as erectile dysfunction and premature ejaculation in
heterosexual relationships should not be overlooked. Moreover, child-
hood and adulthood sexual abuse are two underestimated risk factors for
sexual dysfunction at the menopause. A history of sexual abuse or do-
mestic violence has been associated with reduced sexual satisfaction in
later life [60]. All these factors are important contributors to sexual
activity.

3.5. Institutional/wider factors

Another important aspect of sexual dysfunction concerns discrimi-
nation on the basis of gender and age which leads to low awareness or
low expectations about the sexuality of women in later life and barriers
to their accessing support. In particular, there is a lack of tailoring of
menopause services to women beyond the seventh decade and exclusion
of those who are dependent on others or living in closed environments,
such as care homes and supported housing. What may be appropriate to
women in their 50s may not be for women in later life and is dependent
on health status. Thus, healthcare training needs to include sexuality
and sexual diversity in women; this would be an opportunity to include
lesbian and bisexual women.

4. Assessment and diagnosis

While a complete medical history is preferred (Fig. 1), a focused or
targeted approach is usually sufficient. Starting with open-ended ques-
tions and taking the time to listen and respond to the issues, concerns,
and fears are paramount. Partners should be involved when appropriate,
for example if the woman has a sexual partner, and if she wants her
partner to be present at the consultation. Assessment includes taking a
sexual, gynecological, obstetric, and medical history. Gynecological
assessment should incorporate vulvovaginal conditions. Menopause
status and the severity of the related symptoms, both genitourinary and
systemic, should be assessed. Clinical and laboratory examinations
should be undertaken if indicated, while questionnaires have restricted
routine clinical use. Healthcare providers should accept that some
women may not wish to be examined. However, if sexual or pelvic pain
is part of the symptom complex, an examination to exclude pathology
may not be avoidable.

4.1. Clinical examination and laboratory investigation

Assessment needs to be individualized. Again, what may be appro-
priate to women in their 50s may not be for women in later life. The
ISSWSH proposes a four-step model for the assessment of sexual
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problems and concerns in women: (1) disclosing and sharing the prob-
lem themselves in response to open-ended questions, (2) naming and
framing the problem by the healthcare provider, (3) active listening with
empathy, and (4) assessment and treatment or referral to a specialist
[61,62]. Healthcare providers should consider undertaking a gyneco-
logical examination but they need to note that menopausal estrogen
deficiency may cause pain and discomfort. Thus, it should be performed
only if it is essential for the diagnosis or if there is a history or suspicion
of malignancy or another lesion. In addition, cervical cancer screening
programs worldwide have different recommendations regarding the age
at which screening is started, stopped, frequency and type of screening
(HPV testing/Pap smears). Laboratory testing is used to diagnose any
coexisting medical pathologies, such as sexually transmitted diseases
(STDs), CVD or diabetes. FSH and/or estradiol levels should not be
measured for the confirmation of menopausal stage in women aged over
45 years. Measurement can be considered in women aged 40–45 years
with menopausal symptoms and a change in their menstrual cycle and in
women aged under 40 years to assess the presence of POI [63].

Women who complain of sexual dysfunction may request measure-
ment of testosterone levels. In women, however, slightly more than two-
thirds of circulating testosterone is bound to steroid hormone-binding
globulin (SHBG), and a further one-third is weakly bound to albumin,
leaving around 2 % of the total testosterone in the free or unbound state.
This is considered to be its active form. In 2019, a Global Consensus
Position Statement concluded that measurement of circulating androgen
levels was of little value in the diagnosis of female sexual dysfunction

because of issues relating to the sensitivity and specificity of androgen
assays, whereas use in the context of assessing treatment and hyper-
androgenic states was justified [64,65].

4.2. Questionnaires

A structured approach to sexual history taking could be time-saving
for women and healthcare professionals. The use of questionnaires for
the assessment of sexual dysfunction is controversial due to the lack of
time and expertise in primary care [66]. Their use is more common in
research studies. The indexes presented below assess female sexual
health and function.

• Female Sexual Function Index (FSFI). A detailed 19-item question-
naire assessing six areas of female sexuality: desire, arousal, lubri-
cation, orgasm, satisfaction, and pain. It is mainly used as a research
tool [67].

• PROMIS Sexual Function and Satisfaction (PROMIS SexFS). A diag-
nostic tool measuring sexual function and satisfaction in patients
with cancer, which is a common comorbidity in postmenopausal
women [68].

• Decreased Sexual Desire Screener (DSDS). A sensitive and specific
questionnaire developed to constitute an HSDD diagnostic tool for
clinicians without expertise in sexual health [69].

Fig. 1. History-taking in sexual health and wellbeing assessment.
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• Brief Profile of Female Sexual Function (B-PFSF). A 37-item patient-
based questionnaire for the measurement of loss of sexual function in
menopausal women with low libido [70].

5. Management

Management of sexual problems includes education, psychosexual
counselling, non-pharmacological (e.g., lubricants or sex aids), phar-
macological, and general and lifestyle interventions. A personalized
approach should be tailored to what the woman wants, to the type of
sexual problem(s) she is experiencing and the biopsychosocial context.
Sexual activity does not need to be orgasm- or penetration-focused.
Privacy needs to be respected, particularly in the current era of elec-
tronic healthcare records. This guide will not consider herbal supple-
ments, botanicals, and alternative complementary therapies as there is a
paucity of data regarding safety and efficacy. In addition, some products
may contain compounds with estrogenic activity or interact with anti-
cancer and other therapies [71].

5.1. Psychosexual counselling

Psychological distress must be addressed to restore sexual function, if
appropriate. Psychosexual counselling consists of sex therapy and psy-
choeducation, including cognitive-behavioral therapy (CBT) or
mindfulness-based therapy (MBT). Initially, women may not report
sexual problems; however, if a non-judgmental, supportive, and caring
environment is provided, this may help expression of concerns [72].
Partner-related problems (erectile dysfunction, premature ejaculation,
body image concerns, female partner's own menopause in the case of
same-sex relationships, etc.) may be countered with couple/partner(s)
therapy. Sexual activity encompasses far more than a narrow focus on
coitus or penetration. Thus, there are many ways to maintain wellbeing.
When sexuality is not orgasm- or penetration-focused, the act becomes
more a reflection of intimacy, connection, and arousal. Mindfulness is
based on positive interventions achieved by meditation. It has been
associated with a lower incidence of FSD, as it can reduce self-criticism
and the effects of negative past experiences and improve the self-image
of postmenopausal women. The main goal of mindfulness is mindset
change, which can contribute to reduced emotional distress and the
achievement of sexual satisfaction [73].

5.2. Non-pharmacological interventions

Lubricants and moisturizers. These can be used alone or in combi-
nation with systemic or topical estrogens. Lubricants are used during
sexual activity to reduce vaginal dryness and discomfort. They may be
based on water, oil, hyaluronic acid, or silicone. Lubricants provide
temporary relief and may need repeated application. On the other hand,
moisturizers can be used routinely, even daily, as they usually contain a
polycarbophil-based polymer which retains water and has a long-lasting
relieving effect on the vagina. A clinical trial evaluated the safety and
efficacy of five water-based lubricants formulated consistently with the
World Health Organization criteria in terms of pH and osmolality. The
study concluded that they all significantly improved the sexual experi-
ence [74]. According to a double-blind daily diary study, sexual pleasure
and satisfaction are substantially increased with the use of lubricants
during sex that involves penetration [75].

Dilators. Vaginal dilators are used to prevent vaginal stenosis in
women who have received vaginal or pelvic radiotherapy. Although
dilators may delay or prevent the formation of adhesions, the data
regarding their impact on sexual function are inconsistent [76]. There
are some specifically designed dilators for women with vaginal stenosis
or insufficient dilatation due to GSM [77]. Studies are needed to
determine efficacy.

Sexual devices are commonly used to enhance sexual experience, as
well as to contribute to the management of sexual dysfunction.

However, the use of sexual tools may cause discomfort after menopause.
In 2000, the Food and Drug Administration (FDA) in the USA approved a
clitoral suction device (Eros-Clitoral Therapy Device) to enhance arousal
and orgasm in women with FSD. The results and the effectiveness of its
use are not encouraging, though, as it remains unclear whether it is
superior to other over-the-counter devices, such as vibrators [78].
Healthcare providers may encourage women to use them as they
constitute a low-risk measure; however, attention must be drawn to
safety precautions (traumatic injury or infection). In a recent pilot study,
the use of a therapeutic ultrasound device for vaginal dryness was
assessed. The results were promising, offering a new non-
pharmacological intervention for women with GSM [79].

Hyaluronic acid has skin-moistening effects, as it conserves signifi-
cant amounts of water. A recent trial that evaluated its use in a cream
form for vaginal application concluded that it constitutes an appropriate
alternative to hormonal preparations for women who do not consent to
their use or have medical contraindications for MHT [80].

Laser therapy. Laser therapy has a therapeutic role in various
medical conditions and most recently has gained interest as a non-
hormonal treatment for GSM and vulvovaginal atrophy. The CO2 frac-
tional laser treatment and the non-ablative erbium YAG laser are the two
main types used. Additionally, the diode vaginal laser has been intro-
duced in GSM treatment. However, randomized trial data are limited,
and the studies are small and short term. Mension et al. (2023), in a
randomized controlled trial (RCT), reported that while vaginal laser
treatment was found to be safe after six months of follow-up, no statis-
tically significant differences in efficacy were observed compared to the
sham treatment group [81]. Barba et al. (2023) showed that diode laser
treatment was effective and well tolerated [82]. A recent systematic
review showed some benefits of laser therapy on vulvodynia [83]. A
2023 review by the European Urogynecological Association (EUGA)
working group concluded that both Er:YAG and CO2 vaginal lasers are
safe energy-based therapeutic options for management of GSM and
vulvovaginal atrophy in postmenopausal women and breast cancer
survivors [84]. In 2018 the FDA warned against the use of energy-based
devices for any vaginal “rejuvenation” or cosmetic vaginal procedure, or
procedures intended to treat vaginal conditions and symptoms related to
menopause, urinary incontinence, or sexual function. The concern was
that the safety and effectiveness of energy-based devices to perform
vaginal “rejuvenation” or cosmetic vaginal procedures had not been
established. More information from large, long-term, sham-controlled
randomized studies is required to inform evidence-based practice
regarding efficacy and safety [85].

Pelvic floor muscle training (PFMT) is a safe and low-cost conser-
vative approach that can improve sexual function in postmenopausal
women with GSM. A recent meta-analysis of 21 RCTs showed that PFMT
significantly improves FSFI score, arousal, orgasm, satisfaction, and pain
[86]. Additionally, a 12-week PFMT program has shown encouraging
results in women with GSM and urinary incontinence [87]. The primary
mediating mechanisms include increased perfusion and elasticity of
vulvovaginal tissues [88].

5.3. Pharmacological interventions

5.3.1. Hormonal preparations
Estrogens. The use of topical and systemic estrogens may improve

sexual wellbeing. There are various preparations, including estradiol-
containing tablets, rings, capsules, estriol pessaries, creams, gels, and
ovules, as well as conjugated estrogens [89]. Availability of individual
preparations varies worldwide. Vaginal administration may be preferred
in women with GSM alone, while systemic administration is considered
more appropriate in women with vasomotor symptoms as well. Systemic
and topical estrogens may be used together [89]. Non-hormonal options
are recommended as initial therapy in women with contraindications to
estrogens and those taking anti-estrogenic therapies. However, a study
published in 2024 found that vaginal estrogen therapy after breast
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cancer diagnosis was not associated with increased early breast cancer-
specific mortality [90]. Transdermal estrogen therapy has been associ-
ated with a favorable effect on sexual function compared with oral es-
trogens. That difference is attributed to the estrogen-mediated induction
of SHBG with oral administration, resulting in a decline in free andro-
gens and, consequently, in poor libido [91]. Low-dose MHT is safer, as
tachyphylaxis may occur with high doses [92]. A systematic review in
2023 concluded that there is limited evidence to support the effect of
hormonal preparations on sexual function [93]. However, another 2023
systematic review and meta-analysis of RCTs stated that hormone
therapy at the menopause may produce a slight improvement in sexual
function [94].

Progestogens. MHT in postmenopausal women with intact uterus
includes progestogens for endometrial protection from the hyperplastic
effect of unopposed estrogen. Although there is limited evidence on the
independent effect of different progestogens on sexual function, a recent
meta-analysis of progestogen-alone contraceptives found a positive or
neutral effect of levonorgestrel implants [95]. An RCT in women with
FSD associated with the use of combined oral contraceptives found that
androgenicity of the progestogens did not affect sexual function [96]. In
any case, progestogen selection should be individualized according to
the CVD risk, the presence of diabetes mellitus, and the risk of breast
cancer. Micronized progesterone has been associated with reduced CVD
and breast cancer risk compared with other progestogens [97].

Testosterone. According to the Global Consensus Position Statement
on the Use of Testosterone Therapy for Women (2019), restoration of
testosterone to premenopausal levels leads to an increase in sexual
desire and arousal in naturally or surgically postmenopausal women
[98]. Evaluation to exclude medical conditions (anemia, thyroid dis-
ease, depression) or any relationship issues that may interfere with
sexual dysfunction should be undertaken before starting treatment [99].
Testosterone administration is usually transdermal. HSDD is the only
evidence-based indication for testosterone administration in women, as
this indication formed the basis for most of the research. Testosterone is
not approved by the FDA for use in women [100]. Although a testos-
terone transdermal patch was approved by the European Medicines
Agency (EMA) in 2006, it was withdrawn from the market for com-
mercial, not medical, reasons in 2012. Women are commonly prescribed
male preparations (topical testosterone) with dose modification in the
absence of availability of preparations for female use. Testosterone
levels should be measured at baseline and then be carefully monitored at
3–6 weeks and 6-monthly thereafter. Clinical examination is essential to
follow up the clinical response to treatment and to detect any signs of
androgen excess (hirsutism, acne, androgenic alopecia, etc.) [101].

Tibolone is a synthetic steroid hormone which is used as MHT after
the menopause to manage vasomotor symptoms, sexual dysfunction,
and psychological disorders. It is administered as an oral 2.5 mg tablet
[102]. However, tibolone is not available worldwide and is not mar-
keted in the USA. A systematic review in 2023 concluded that tibolone is
an effective therapeutic option in treating dyspareunia, vaginal dryness,
and reduced sexual desire in postmenopausal women with FSD [103].

Dehydroepiandrosterone (DHEA) and DHEA sulfate (DHEA-S) are
adrenal androgens which are converted into testosterone, dihy-
drotestosterone (DHT), and estrogens in peripheral tissues and upon oral
administration. Their use in the treatment of FSD has been evaluated in
various studies, which have concluded that vaginal administration can
improve vaginal atrophy in menopausal women [104,105]. Vaginal
DHEA is licensed in both the USA and Europe for the treatment of vulvar
and vaginal atrophy in postmenopausal women with moderate to severe
symptoms. It is administered as 6.5 mg vaginal pessary, inserted once
daily at bedtime [106]. A systematic review and meta-analysis of RCTs
published in 2014 suggested that systemic DHEA has no significant
impact on sexual function [107]. However, subsequent research has
shown benefit [108].

Ospemifene is a third-generation selective estrogen receptor modu-
lator (SERM) which is used for the treatment of GSM-related symptoms,

both vaginal dryness and dyspareunia. It is administered orally as a 60
mg tablet. The structure and the pH of the vaginal tissues are signifi-
cantly improved with ospemifene [109]. In a recent meta-analysis, the
efficacy, safety, and non-inferiority of ospemifene to other available
treatments for GSM were confirmed [110]. Preliminary evidence sug-
gests it can be used safely for the treatment of GSM in breast cancer
survivors [111].

5.3.2. Non-hormonal preparations
Flibanserin is a postsynaptic 5-hydroxytryptamine 1A (5-HT1A)

agonist and 2A (5-HT2A) antagonist indicated for the treatment of
premenopausal women with acquired, generalized HSDD and is not
licensed for postmenopausal women in the USA. However, it is licensed
by Health Canada and is available for postmenopausal women aged up
to 60 years in that country [112]. Flibanserin is administered orally and
once daily. A 100 mg dose at bedtime is appropriate for HSDD man-
agement [113].

Bremelanotide, a melanocortin receptor agonist which non-
selectively activates melanocortin 1–5 receptors (MC1R, MC2R,
MC3R, MC4R, and MC5R), is an FDA-approved non-hormonal prepa-
ration indicated for the treatment of premenopausal women with ac-
quired, generalized HSDD. It is not licensed for postmenopausal women.
However, given its mechanism of action, there is no reason to believe it
would not work in them. Bremelanotide is administered by subcutane-
ous injection 45 min before sexual activity [114].

Sildenafil is a phosphodiesterase-5 (PDE5) inhibitor approved for
use in erectile dysfunction and pulmonary arterial hypertension. It may
improve sexual arousal, but its use in the management of FSD is off-label
[115]. A recent RCT evaluated the efficacy and safety of sildenafil as
monotherapy or combination therapy with testosterone or buspirone in
the treatment of FSD (interest/arousal disorders); the combination of
testosterone with sildenafil was promising [116].

Bupropion is an antidepressant which, compared with other medi-
cations of its category, is less likely to cause sexual dysfunction. Small
studies have shown that bupropion administration leads to an
improvement in sexual function in womenwith HSDD or antidepressant-
induced sexual dysfunction, measured by higher FSFI scores [117,118].
However, its use in FSD is currently off-label.

Folic acid, oxytocin, vitamin D. These have been studied in RCTs. A
triple-blind placebo-controlled RCT in 100 postmenopausal women
showed a beneficial impact of 5-mg folic acid administration on their
sexual function [119]. A double-blind placebo-controlled RCT of
oxytocin gel, including 50 postmenopausal women, found improvement
in vaginal atrophy [120]. In a three-arm RCT, use of a vitamin D vaginal
suppository was associated with improved sexual function in post-
menopausal women, as assessed by FSFI scores [121]. More information
from large, long-term, randomized studies is required to inform
evidence-based practice regarding efficacy and safety and approval by
the FDA and EMA.

5.4. General and lifestyle interventions

Smoking cessation and reduced alcohol consumption may signifi-
cantly affect sexual health and wellbeing [122]. Additionally, regular
aerobic and resistance physical exercise can improve sexual perfor-
mance, attenuate climacteric symptoms and enhance fitness. Couple
communication and sharing of any new age-related symptoms causing
discomfort can restore sexual dynamics and establish a couple-centered
management [123].

6. Contraception and sexually transmitted diseases after
menopause

Contraception. The percentage of unintended pregnancies in the
perimenopausal period is high due to the common false belief that
women in this age group are infertile. Women in heterosexual
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relationships should be advised by healthcare professionals to use
contraception if they do not wish to become pregnant. The Faculty of
Sexual and Reproductive Healthcare (FSRH) guidelines support the use
of emergency contraception in heterosexual women over 40 who had
unprotected vaginal penetration, as the chance of pregnancy is 10–20 %
for women aged 40–44 and 12 % for women aged 45–49 [124].

Sexually transmitted diseases. Age does not protect from sexually
transmitted diseases. Thus, postmenopausal women who are sexually
active are still at risk of STDs, including syphilis, gonorrhea, HIV, HPV,
chlamydia, genital herpes, hepatitis B, genital warts, and trichomoni-
asis. A UK-based study recently reported a 14 % and 23 % increase in
STD diagnoses among patients aged 45–64 and> 65, respectively [125].
Globally >1 million sexually transmitted infections (STIs) are acquired
every day. In 2020, the WHO estimated 374 million new infections with
one of the following STIs: trichomoniasis (156 million), chlamydia (129
million), gonorrhea (82 million), and syphilis (7.1 million). An esti-
mated 300 million women have an HPV infection, a primary cause of
cervical and anal cancer, while 311.000 women die due to cervical
cancer each year [126]. Therefore, condoms should be used for vaginal
or anal sex, and dental dams for oral sex [127].

7. Sexual intimacy in assisted living, nursing homes, or other
long-term care environments

The biological process of menopause and, for some, a woman's
reproductive life can lead to women's de-sexualization in society. This
can lead to a narrative of loss: of physical strength, emotional stability,
and of sexual attractiveness [128], which in later life combines with
ageism [129]. Perceiving older people as sexually inactive, in sexual
decline or beyond sexual attraction and desire, both as subjects of desire
and as experiencing desires, is common. Ageist erotophobia, or expres-
sions of “disgust at the thought of ageing body-selves as sexual” [130],

can manifest through everyday cultural media, such as the disparaging
representation of older people's sexual libido in the media and degrading
practices such as the withdrawal of support to vulnerable older adults
who express sexual desires and experience arousal. Ageist expressions
convey negative, dismissive, or degrading beliefs and attitudes about
older people. They may be expressed in covert and subtle ways,
including within care environments [131]. This has resulted in older
people reporting distress, disappointment, frustration, shock, and fear of
failure [132].

Sexuality and sexual diversity in later life. There is growing dis-
cussion on sexuality and sexual diversity in later life and what consti-
tutes a meaningful life for older people interacting with care services in
relation to sexuality and intimacy across different sexual identities. As it
is usually health and not age that determines sexual activities in later
life, as people becomemore dependent, they are likely to experience less
autonomy in relation to meeting their sexual needs [133]. Professionals
and providers need to engage and support older people and recognize
opportunities to respond to the complexity of issues arising in care sit-
uations. Gewirtz-Meydan et al. (2019) reviewed research that examined
sexuality from the perspectives, attitudes, and personal sexual experi-
ences of older people [61]. They found that older people internalized
these ageing stigmas and spoke about the tensions and challenges they
experienced in their desires to express their sexuality within the con-
straints of inhibiting social conventions. This may be tailored to people
living in supported housing, care homes, hospitals, or nursing homes.
Being open will enable information and support on sex and intimacy to
be made available and allow both practitioners and patients to engage
proactively with the topic. The presumption of heterosexuality by social
care workers and professionals precludes recognition of women's non-
heterosexual ageing experienced by those with diverse sexual identi-
ties. This limits older people's rights to self-define, claim, and express
sexual identities outside the heterocentric norm [134]. Hinchcliff et al.
(2005), in a study of UK general practitioners, found that almost all
reported being uncomfortable in discussing sexuality issues with their

lesbian and gay patients [135]. Less is known about the help-seeking
needs of bisexual women [136]. Taylor and Gosney (2011) found that
general practitioners recognize that many older people would prefer to
discuss sexual issues with a doctor of the same gender and closer to their
own age range [137].

Workforce development issues should start with embedding sexu-
ality within professional education, in policies and care practices, and in
the commissioning of and evaluation of services [5,138]. In institutional
care, the accommodation, care practice, and other arrangements should
facilitate the operation of sexual rights, and information and guidance
should be made available to help postmenopausal older women remain
safe and healthy, enjoy pleasurable experiences, and make appropriate
decisions for themselves in this area of their lives and with their part-
ners. While cognitive impairment does not erase the need for sexual
relationships and activities, the issues can be complex, controversial,
and sensitive. They may be guided by the person-centered approach to
dementia care [139] and country-specific mental capacity legislation
and guidance. Thus, policies should reflect values and principles
respecting diversity, equality, and human rights to prevent exclusion.

Palliative care. Another area of vulnerability is during end-of-life
care or palliative care, where loss and grief can intensify the desire for
sex and intimacy [140]. Sexual pleasure can release neurotransmitters,
leading to feelings of warmth, muscle relaxation, pain relief, and
improved quality of sleep [141]. In relation to other comorbidities,
being proactive in giving advice about overcoming obstacles caused by
medication and medical equipment (such as indwelling catheters,
intravenous lines, oxygen masks, and ostomy pouches) may be benefi-
cial. Also, aids and psychosocial supports may be helpful, as may
alternative activities such as tactile massage, medications to improve
fatigue, and improved hygiene [142].

8. Summary recommendations

• Sexual health and wellbeing and the menopause should not be
considered taboo subjects.

• Assessment and management need to be individualized.
• Assessment should include any partner problems, if appropriate.
• Management requires a personalized multidimensional bio-
psychosocial approach.

• Medical management and psychosexual counselling include phar-
macological and non-pharmacological interventions, and sex ther-
apy and psychoeducation.

• Undergraduate and specialist training of healthcare professionals
and providers should include sexual problems at the menopause and
beyond.

Contributors

Stavroula A. Paschou, Kleoniki I. Athanasiadou, Trish Hafford-
Letchfield, Sharron Hinchliff, Melissa Mauskar, Margaret Rees, and
James A. Simon prepared the initial draft, which was circulated to all
other named authors (EMAS board members) for comment and
approval. Irene Lambrinoudaki and Margaret Rees coordinated
production.

Funding

No funding was sought or secured for the preparation of this clinical
guide.

Provenance and peer review

This EMAS clinical guide was not commissioned and was not exter-
nally peer reviewed.

S.A. Paschou et al. Maturitas 189 (2024) 108055 

7 



Declaration of competing interest

Stavroula A. Paschou: none declared.
Kleoniki I. Athanasiadou: none declared.
Trish Hafford-Letchfield: none declared.
Sharron Hinchliff: none declared.
Melissa Mauskar: Medical Advisory Board: Nuvig; Grant/research

support: Incyte.
Margaret Rees: none declared.
James A. Simon: Grant/research support: AbbVie, Inc., Bayer
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