Clinicians 
· Level 1 actions (introductory): activities that provide a starting place to improve care including advancing audience knowledge and self-efficacy in addressing the health topic. These activities may be able to be incorporated into existing workflows. 
· Note: These actions are to be encouraging for individuals to begin treating the chosen health topic. 
· Level 2 actions (intermediate): activities that may require collaboration, new workflows, and resources to accomplish. 
· Level 3 actions (advanced): activities that may require higher collaboration, resources, funding, and time to accomplish. 

Level 1
Recognition & Assessment
· Beginning at age 40, discuss perimenopause and menopause at annual visits. Ask about and document the last menstrual period, and proactively ask about symptoms in a culturally sensitive way. Consider beginning by asking a few simple questions (see below and Appendix B) 
· If the person wants to discuss perimenopause or menopause, consider scheduling a follow-up appointment as needed to assess symptoms and evaluate for menopause.
· Provide anticipatory guidance on symptom variability and physical and behavioral health changes of menopause. Symptoms can begin long before cycle changes and continue years after the final menstrual period (FMP). Median length of vasomotor symptoms is between 7-8 years. 
· Ask about and evaluate post-menopausal bleeding (bleeding that occurs after 12 months since the FMP)
· Considerations for special populations:
· Those pursuing or post-oophorectomy: provide pre- and post-procedure counseling that removal of ovaries will likely cause menopausal symptoms, refer for access to fertility care as desired, and discuss appropriate initiation of hormone therapy
· Those post-hysterectomy: menopause may be more difficult to identify as those post-hysterectomy no longer experience menstrual cycles. Emerging evidence suggests association of earlier menopause and hysterectomy
· Those with suspected primary ovarian insufficiency (POI): refer to an OB/GYN if needed; suspected POI can be a distressing experience - assess behavioral health and refer as appropriate
· Those utilizing gender-affirming hormone therapy: Use symptom- and function-based assessment of perimenopause/menopause; do not assume gender identity based on treatment preferences or needs; follow the Bree Collaborative’s LGBTQIA+ Inclusive Care Guidelines
· 


Management
· Co-create a management plan using a shared decision-making approach, inclusive of the range of evidence-based pharmacologic and behavioral/lifestyle interventions based on identified values, preferences, and goals. See below and page 11 for further information
· If interested in MHT
· Screen for contraindications to systemic menopausal hormone therapy (MHT). These include:
· History of or high risk for breast cancer or other estrogen-sensitive neoplasia
· History of or high risk for venous thromboembolism or stroke
· Coronary artery disease
· Active liver disease
· Uncontrolled hypertension
· Unexplained vaginal or genital bleeding
· Discuss individual risks, benefits, and alternatives of range of treatment options, including for systemic MHT. Early initiation of MHT provides the best risk-benefit profile: <60 years old, within 10 years since menopause. See page 12-13 for Comparison of National & International guideline approaches to MHT
· If initiating MHT:
· Consider transdermal route as first line for those with risk factors
· Include progestin if the person has a uterus
· Within 12 weeks of initiation, assess effectiveness and side effects using validated symptom rating tools (examples)
· Use of MHT should be symptom-driven, with periodic re-evaluation of symptom severity and potential contraindications

· Strongly discourage use of compounded hormone therapies (cBHT), pellets, and other non-FDA-approved, unregulated hormonal therapies as they carry significant potential risk to health 
· Management of genitourinary syndrome of menopause
· Localized vaginal hormone therapy (intravaginal estrogen) used alone or in dosing that provides systemic estrogen levels is effective at addressing genitourinary symptoms 
· For patients with a history of breast cancer, consult with their oncologist before prescribing hormone therapy
· Nonhormonal options include regular vaginal moisturizers and lubricants, barrier protection as indicated, pelvic floor support when appropriate, and referral for persistent symptoms affecting quality of life
· Address midlife health, including the following: 
· Assess and proactively manage cardiometabolic risk factors. The menopause transition increases cardiovascular risk. 
· Obstructive sleep apnea (OSA). OSA is underdiagnosed in women, and risk increases after menopause. Consider evaluating for OSA if presenting with fatigue, insomnia, and mood symptoms.
· Screen for and address behavioral health symptoms. About 1 in 3 perimenopausal and postmenopausal people experience depression or anxiety symptoms. 
· Musculoskeletal. Assess for and address joint pain, stiffness, and prevention of muscle and bone loss during and after perimenopause and menopause. MHT may improve musculoskeletal pain; encourage physical activity such as strength training as appropriate.
· 

Education
Beyond MHT

Level 2
Recognition & Assessment
· Complete further evaluation, ideally at dedicated follow-up appointment, including: 
· Begin by asking questions about their perspective on menopause, preferences, values, and goals through the menopause transition, and assessing and documenting menstrual changes and symptoms. See Appendix B for an example of culturally-sensitive/person-centered question guide. 
· Recognize that symptoms and menstrual cues may be harder to interpret in those already using hormonal therapies (e.g., oral birth control) or those without a uterus
· Use a validated tool to assess symptom severity and quality of life as able (examples: Greene Climacteric Scale, Menopause Rating Scale, Kupperman Menopausal Index, Women’s Health Questionnaire). Document related ICD-10 codes (Appendix F)
· Identification of perimenopause or menopause for those 45 or older should primarily be based on history and symptoms. Routine labs or other diagnostic testing is not recommended. 
· When reproductive stage is unclear, consider referring to the STRAW + 10 criteria/most updated guidance and consider specialty referral (e.g., reproductive endocrinology) 

Management
· Severe pervasive symptoms warrant appropriate consideration of potential other underlying medical causes (e.g., frequent palpitations, migraine with neurologic symptoms, concerns of cognitive impairment) 
· 

Education
As needed, seek accredited continuing education on menopause care.

Beyond MHT

Level 3

Recognition & Assessment
Management
Education
Beyond MHT

ALL Guidelines 

Recognition & Assessment
· Beginning at age 40, discuss perimenopause and menopause at annual visits. Ask about and document the last menstrual period, and proactively ask about symptoms in a culturally sensitive way. Consider beginning by asking a few simple questions (see below and Appendix B) 
· If the person wants to discuss perimenopause or menopause, consider scheduling a follow-up appointment as needed to assess symptoms and evaluate for menopause.
· Complete further evaluation, ideally at dedicated follow-up appointment, including: 
· Begin by asking questions about their perspective on menopause, preferences, values, and goals through the menopause transition, and assessing and documenting menstrual changes and symptoms. See Appendix B for an example of culturally-sensitive/person-centered question guide. 
· Recognize that symptoms and menstrual cues may be harder to interpret in those already using hormonal therapies (e.g., oral birth control) or those without a uterus
· Use a validated tool to assess symptom severity and quality of life as able (examples: Greene Climacteric Scale, Menopause Rating Scale, Kupperman Menopausal Index, Women’s Health Questionnaire). Document related ICD-10 codes (Appendix F)
· Identification of perimenopause or menopause for those 45 or older should primarily be based on history and symptoms. Routine labs or other diagnostic testing is not recommended. 
· When reproductive stage is unclear, consider referring to the STRAW + 10 criteria/most updated guidance and consider specialty referral (e.g., reproductive endocrinology) 
· Provide anticipatory guidance on symptom variability and physical and behavioral health changes of menopause. Symptoms can begin long before cycle changes and continue years after the final menstrual period (FMP). Median length of vasomotor symptoms is between 7-8 years. 
· Ask about and evaluate post-menopausal bleeding (bleeding that occurs after 12 months since the FMP)
· Considerations for special populations:
· Those pursuing or post-oophorectomy: provide pre- and post-procedure counseling that removal of ovaries will likely cause menopausal symptoms, refer for access to fertility care as desired, and discuss appropriate initiation of hormone therapy
· Those post-hysterectomy: menopause may be more difficult to identify as those post-hysterectomy no longer experience menstrual cycles. Emerging evidence suggests association of earlier menopause and hysterectomy
· Those with suspected primary ovarian insufficiency (POI): refer to an OB/GYN if needed; suspected POI can be a distressing experience - assess behavioral health and refer as appropriate
· Those utilizing gender-affirming hormone therapy: Use symptom- and function-based assessment of perimenopause/menopause; do not assume gender identity based on treatment preferences or needs; follow the Bree Collaborative’s LGBTQIA+ Inclusive Care Guidelines
· 

Management
· Co-create a management plan using a shared decision-making approach, inclusive of the range of evidence-based pharmacologic and behavioral/lifestyle interventions based on identified values, preferences, and goals. See below and page 11 for further information
· If interested in MHT
· Screen for contraindications to systemic menopausal hormone therapy (MHT). These include:
· History of or high risk for breast cancer or other estrogen-sensitive neoplasia
· History of or high risk for venous thromboembolism or stroke
· Coronary artery disease
· Active liver disease
· Uncontrolled hypertension
· Unexplained vaginal or genital bleeding
· Discuss individual risks, benefits, and alternatives of range of treatment options, including for systemic MHT. Early initiation of MHT provides the best risk-benefit profile: <60 years old, within 10 years since menopause. See page 12-13 for Comparison of National & International guideline approaches to MHT
· If initiating MHT:
· Consider transdermal route as first line for those with risk factors
· Include progestin if the person has a uterus
· Within 12 weeks of initiation, assess effectiveness and side effects using validated symptom rating tools (examples)
· Use of MHT should be symptom-driven, with periodic re-evaluation of symptom severity and potential contraindications
· Strongly discourage use of compounded hormone therapies (cBHT), pellets, and other non-FDA-approved, unregulated hormonal therapies as they carry significant potential risk to health 
· Management of genitourinary syndrome of menopause
· Localized vaginal hormone therapy (intravaginal estrogen) used alone or in dosing that provides systemic estrogen levels is effective at addressing genitourinary symptoms 
· For patients with a history of breast cancer, consult with their oncologist before prescribing hormone therapy
· Nonhormonal options include regular vaginal moisturizers and lubricants, barrier protection as indicated, pelvic floor support when appropriate, and referral for persistent symptoms affecting quality of life
· Severe pervasive symptoms warrant appropriate consideration of potential other underlying medical causes (e.g., frequent palpitations, migraine with neurologic symptoms, concerns of cognitive impairment) 
· Address midlife health, including the following: 
· Assess and proactively manage cardiometabolic risk factors. The menopause transition increases cardiovascular risk. 
· Obstructive sleep apnea (OSA). OSA is underdiagnosed in women, and risk increases after menopause. Consider evaluating for OSA if presenting with fatigue, insomnia, and mood symptoms.
· Screen for and address behavioral health symptoms. About 1 in 3 perimenopausal and postmenopausal people experience depression or anxiety symptoms. 
· Musculoskeletal. Assess for and address joint pain, stiffness, and prevention of muscle and bone loss during and after perimenopause and menopause. MHT may improve musculoskeletal pain; encourage physical activity such as strength training as appropriate.
· 

Education
As needed, seek accredited continuing education on menopause care.

