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Talking about the vagina
Sexual health in postmenopausal women—a report of the meeting women of a certain age: the unspoken
symptoms, held at the Royal College of Obstetricians and Gynaecologists, London, on March 11, 2008. A
mix of health-care workers of differing backgrounds came together to raise awareness among colleagues
in frank and open discussion of the sexual health issues that affect older women. This subject is not on
the agenda for many consultations with older women, but as they say, the first step is acknowledging
the problem. Doctors need to be aware of postmenopausal genital disorders and ask patients if they are
living with any symptoms, because the patient might never ask.
Lynne Kincaid
Email lynne.kincaid@oceanmedia.co.uk

D

oes my title surprise you? It surprises me, and I’m sure
I would never have chosen it had I not been inspired
by the direct and open presentations by the speakers at this
meeting. Dr Sarah Gray, GP specialist in women’s health
introduced the morning session with some statistics that I
had never thought about. In 2006 the average age of the
menopause was 52 years, and the life expectancy for women
was 82, meaning that women will live about 30% of their
lives after the menopause. Women usually approach their
doctors for help coping with the symptoms of menopause,
the hot ﬂashes, tiredness, or depression. But how many of
your older female patients talk to you about their vagina?

Vaginal atrophy: break the silence
The ﬁrst speaker, Dr Annie Evans, Women’s Health
Specialist at Bristol Royal Inﬁrmary, boldly dealt with a little
discussed problem after menopause. Most postmenopausal
women have some degree of vaginal atrophy, and about 50%
of them have symptoms. Only a quarter of these women seek
medical help. Lack of estrogen after the menopause leads to
urinary symptoms such as frequency, urgency, nocturia, or
urge incontinence. It also leads to vaginal problems including
painful sex, dryness, itching, burning, altered discharge,
and prolapse. Changes in the production and metabolism of
collagen in the lower genital tract lead to reduced elasticity in
surrounding muscles.
Incontinence increases with age, and about 65% of elderly
women will be incontinent. Estrogen alone is not effective
for improvement of stress urinary incontinence, but it might
have a role when combined with β-agonists. However, local
estrogen treatment with a vaginal tablet leads to maturation
of the vaginal epithelium after 14 days,1 but subjective
effects on urinary urgency are not seen until 6 months after
starting treatment. Thinning of the vaginal skin also leads to
increased trauma and susceptibility to infection.
Additionally, vaginal secretions should be acidic, but
in atrophy the pH rises, resulting in aerobic vaginosis,

accompanied by pruritis,
discharge, and painful
sex. The increased pH
inhibits the lactobacilli
that normally inhabit
the vagina, but estrogen
treatment
decreases
the vaginal pH with
a favourable effect on
microbes.2
The title of this report
is not shameful. But
Dr Annie Evans
shame is exactly why
women don’t mention
their symptoms of vaginal atrophy. Dr Evans asked the
audience how a woman is likely to react to acidic vaginosis
due to atrophy. Probably by washing with strongly scented
shower gels and using perfumes, which will make the
problem worse. Next stop will be the chemist for an overthe-counter antifungal treatment, which again will not
work. Some women will eventually present to their doctor
fearing that they have a sexually-transmitted infection.
Successful treatment might require a different antibiotic to
other vaginosis because of different bacterial colonisation in
aerobic vaginosis. Additionally, women with stress urinary
incontinence might buy sanitary protection to help with
leaks. Vaginally-dosed estrogen needs a lower dose than
oral dosing, and can have an additive effect in women who
already take hormone replacement therapy.
Atrophy can also happen to women at other stages
of their life, including in the postpartum and lactating
periods; in amenorrhoea in young women; as an effect
of contraceptives such as combined pills containing
progesterone, or depo provera; diabetic women; in
endometriosis; and during or after chemotherapy or
radiotherapy, particularly for estrogen-dependent cancers.
Another effect of atrophy that Dr Evans mentioned is
retraction of the clitoral hood, leaving the clitoris exposed
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and subject to constant stimulation by underwear. Women
in this situation will ﬁnd this symptom distressing. Have
you ever had a patient approach you with this problem?
That it is rarely mentioned does not mean this issue does
not exist.
A quick internet search shows that women are talking
about vaginal atrophy, but they are not the right women. The
ﬁrst hit on Google for this subject is a breast cancer support
group, but these women have been informed of this possible
effect of their treatment. Women who do not know that such
problems can occur as a result of menopause are still enveloped
in stigma and shame about their vaginal symptoms.
The important message is that women should not suffer
in silence because help is available. They can do pelvic ﬂoor
exercises, and use lubricant during sex. But will an older woman
visit the condom section of the chemist, or set foot in a sex
shop? We might be dealing with a peculiarly British problem
since in this country, sales of vaginal estrogen products are only
a ﬁfth of those in other European countries.

Sexual health care for older women
The next speaker was Mr Peter Greenhouse, Consultant
in Women’s Health at Bristol Royal Inﬁ rmary. He began
by speaking about the stigma and shame that older people
associate with sexually-transmitted infections, probably
a result of the authoritarian belief system under which
they were raised. These patients might have a general
practitioner who is younger than they are, increasing
their embarrassment about broaching the topic. The
generation who initiated sexual activity in the postpill,
pre-AIDS era are the least likely to use condoms.
Searching the internet for individual sexually-transmitted
infections and menopause gives no useful information. Pelvic
inﬂammatory disease is rare in postmenopausal women and
chlamydia is rare. Not many people acquire herpes late in life
because 80% of people have already come into contact with a
herpes virus, but if it is contracted late, it can present very badly.
The older a person is, the more severe the infection is likely to
be, but don’t forget to consider shingles as a diagnosis. Other
conditions to consider are vaginitis due to bacteria,candida,
or trichomonas, and
cervical or vulval
cancer,
especially
in smokers. Box 1
lists methods to aid
diagnosis.
Mr Greenhouse
then spoke of the
Women’s
Health
Initiative (WHI)
study, 3 suggesting
Mr Peter Greenhouse
that the concept
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Box 1:

Diagnosis of genital disorders

• Take detailed list of symptoms
• Note other medical conditions and medications
• Take a non-presumptive sexual history
• Ask about continence
• Ask about atrophy and, consider a
conﬁrmatory examination if unsure
• Ask about postcoital bleeding
• Exclude infection; a swab and dry slide can be
helpful
• Refer if unsure

of the trial had ﬂaws, and that the women were too old,
overweight, and ill for the trial to reach appropriate
conclusions. 30% of the women in the trial were clinically
obese, and many already had cardiovascular disease.
Additionally, the media coverage of the results was very
negative. He claimed that a reassessment of the results
in women younger than 60 years showed no signiﬁcant
difference in breast cancer, and smaller atheroma in women
on hormone treatment.
The consequence of the hype surrounding this trial
means that many women aged between 50 and 60 years are
not starting hormone replacement when needed and they stop
early. They will lose the beneﬁts of prevention of osteoporosis,
bowel and ovarian cancers, and they may also lose out on
cardioprotection. What the WHI study might show is that it
is dangerous to start hormone replacement late.

The menopause and the pelvic ﬂoor
Judith Lee, Clinical Lead Physiotherapist in Women’s
Health at Nottingham University Hospital gave the midday
presentation, which took a non-pharmacological approach
to treatment of postmenopausal genital disorders. She began
by reafﬁrming the prevalence of stress urinary incontinence,
fecal incontinence, and prolapse. A large proportion of
women with prolapse are unlikely to seek help.
Anatomically, the pelvic ﬂoor works with other
abdominal muscles to maintain continence, intra-abdominal
pressure, and stability of the spine and pelvis. Evidence
suggests a loss of muscle in the bladder neck with age. The
pelvic ﬂoor responds to pain by inhibition or overactivity,
which can be inﬂuenced by low back pain, osteoporotic
pain, or vertebral fracture. Disorders of continence and
breathing have a stronger association with back pain than
they do with obesity and physical inactivity.
Postmenopausal women have changes in the connective
tissue of the pelvic ﬂoor and periurethral tissue including
decreased type-1 collagen. The elasticity of the connective
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tissues
reduces
after
menopause, vaginal birthing,
and uterine prolapse. Nerve
damage can also be seen in
some women. The vagina
and its supportive tissues
actively remodel in response
to these changes. Anal
incontinence is common
in pelvic ﬂoor disorders,
and vaginal delivery could
be a contributing factor,
Judith Lee
although the effects of
damage during birthing can
be hidden until after the menopause.
The physiotherapist will usually assess by digital
examination and possibly EMG biofeedback or
ultrasound, and will treat by teaching pelvic f loor
exercises aided by manual techniques. They will also
treat any coexisting back pain, which may affect pelvic
f loor function, and will address any issues relating to
mobility and dexterity that could affect continence.
Time for thorough assessment is essential, with
discussion of faecal soiling, poor control of f latulence,
coital incontinence, body image, painful sex, and
resulting fear of sex. Health workers generally do
not ask women if they have anal sex, but they should
when discussing faecal incontinence. Assessment of
elevation of the urethra during pelvic f loor contraction
can be done with the PERFECT system. Vaginal
examination is essential to conf irm recommendation
of the correct exercises.
Evidence of effect of pelvic ﬂoor physiotherapy on
stress urinary incontinence is good. The pelvic ﬂoor
exercise programme is tailored to the individual and the
muscles change in about 12 weeks. However, teaching
good technique can take time so results may take longer to
become apparent. Women should be offered physiotherapy
and pelvic ﬂoor exercise techniques for 6–12 weeks after
obstetric anal sphincter tear. Such early treatment might
allow women to avoid problems later in life. Physiotherapy
can help with urinary and fecal incontinence, in addition
to perinatal preventive care. At present we have no
evidence for physiotherapy in prolapse, but the ongoing
Pelvic Organ Prolapse PhysiotherapY (POPPY) study4
aims to provide proof of effect.
Patients are given an individual exercise programme,
commonly to do three sets of their prscribed exercises each
day, keeping an exercise diary that also notes when their
symptoms are worse and when they are better. Such diarys
help with adherence to the regimen, as does explaining
clearly why they are doing the exercises. General
practitioners can help by discussing patient’s physiotherapy
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with them and by maintaining good relations with their
local physiotherapy centre. Women should be told clearly
that stopping urination midstream is not useful and can be
bad for the bladder and the detrusor muscle.

The menopause: a key time for couples
The afternoon sessions began with an entertaining and
frank talk by Victoria Lehmann, Sex Therapist at Brighton
and Sussex Hospital Trust. This presentation dealt with
sexual dysfunction in older women, and in men, because
they too are affected by their partner’s menopause. Female
sexual problems can have physiological and psychological
causes. Physiological causes include neurological problems,
cardiovascular disease, cancer, and urogenital disorders.
Psychological causes include depression, anxiety, past
sexual of physical abuse, and misuse of alcohol or drugs.
Couples need to be able to talk to each other about the
problems associated with the menopause so that they can
work through these issues. Women ﬁnd atrophic vaginitis
distressing, and they may have coital incontinence, either
stress urinary incontinence at penetration, or leaking at
orgasm because of detrusor instability. Additionally, men
can have sexual problems
as they age, such as erectile
dysfunction, early ejaculation,
weight gain, or loss of
interest. Couples frequently
sleep separately because
their symptoms, perhaps
night sweats in menopausal
women and nocturia in men,
disturb their partner’s sleep.
A consequence of sleeping
separately is a general
reduction in intimacy such as
kissing and cuddling.About Victoria Lehmann
20–30% of women regularly
check their breasts, but how many women check the health
of their vaginas? Health workers need to raise awareness of
vaginal disorders with postmenopausal women as part of a
complete physical health check.

Urinary incontinence, and prolapse,
Mr Ash Monga, Consultant Urogynaecologist at the
Princess Ann Hospital, Southampton, closed the meeting by
addressing incontinence and prolapse. Patients may present
with urinary or uterine prolapse. Prolapse has been seen to
recede over a number of years, however many cases persist.
In addition to childbirth and menopause, incontinence is
now known to be affected largely by genetic differences in
collagen and elastin. For example, stress urinary incontinence
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Mr Ash Monga

is rarely seen in black women
because they generally have
higher levels of elastin.
Stress urinary incontinence
can be very difﬁcult to treat
in older women because of
polypharmacy and because
of frailty, meaning that
surgery is not an option.
The ﬁrst-line therapy should
be physiotherapy; another
option is injecting collagen
periurethrally, however, this is
a temporary ﬁx and will need

done again after about a year.
Tension-free vaginal tapes are widely used, and in a
study by Ward and colleagues5 they were as effective as
colposuspension. Almost all new posterior prolapses in
that trial happened in the colposuspension group. Some
patients will have residual bothersome thigh pain after
treatment with obturator tape.
Treatments for overactive bladder include lifestyle
changes, bladder retraining, vaginal or systemic estrogen,
anticholinergic drugs (high discontinuation rate),
stimulation therapy, botox, and major surgery such as
stoma or constructing an new bladder from the bowel.
Botox is effective in 70–80% of women refractory to other
treatments, however, some women cannot void their bladder
after treatment and one case of waist-down paralysis has
been recorded. Randomised trials are underway, but this
treatment will probably be best used for chronic refractory
urinary incontinence.
Symptoms do not always resolve completely after treatment
of prolapse. These patients may need additional investigation to
ensure that they do not have other disorders that are responsible
for some of the symptoms attributed to prolapse.
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