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Abstract
Menopause is defined as the permanent ces-
sation of menstruation resulting from loss of 
ovarian follicular activity. It is a natural event 
occurring, on average, at the age of 5 1.3 years. 
Natural menopause is a retrospective clinical 
diagnosis based on 12 months of amenorrhea 
from the woman’s last menstrual period. Sex-
uality is an important part of women’s health 
and women’s quality of life in all stage of life 
including during menopause. Many factors can 
affect women’s sexual life, including biologi-
cal, psychological, and socio-cultural factors. 
Menopause follows various changes in every 
aspect including physiologically and psycho-
logically, and this raises various problems, one 
of which is related to the fulfillment of sexual 
needs. It follows that a multidimensional ap-
proach to the management of sexual issues is 
of particular importance in menopause. Female 
sexual dysfunction (FSD) defined as any sex-
ual complaint or problem resulting from disor-
ders of desire, arousal, orgasm or sexual pain 
that causes marked distressed or interpersonal 
difficulty11. Declining levels of sex steroids 
(estrogens and androgens) during menopausal 
transition, also play a major role in the impair-
ment of sexual response. Treatment should be 
individualized.
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Introduction

Menopause is defined by The National Institute 
for Health and Care Excellence (NICE) as a bio-
logical stage in a woman’s life when menstruation 
stops permanently due to the loss of ovarian fol-
licular activity. It occurs with the final menstrual 
period and is usually diagnosed clinically after 12 
months of amenorrhea. Menopause brings numer-
ous bio-psychosocial changes, such as vasomotor, 
genitourinary, musculoskeletal, sexual problems 
and psychological, which consequently reduce 
quality of life and sexual satisfaction1. Most symp-
toms worse with advancing menopause status.

WHO predicts that there will be a menopause ex-
plosion in 2030 with around 1.2 billion women 
aged over 50 years. Most of them (about 80%) 
live in developing countries. The population of 
postmenopausal women is increasing by about 
three percent every year2. WHO defines sexuality 
as “a central aspect of being human throughout 
life that encompasses sex, gender identities and 
roles, sexual orientation, eroticism, pleasure, inti-
macy and reproduction. Sexuality is experienced 
and expressed in thoughts, fantasies, desires, be-
liefs, attitudes, values, behaviors, practices, roles 
and relationships. While sexuality can include all 
of these dimensions, not all of them are always 
experienced or expressed. Sexuality is influenced 
by the interaction of biological, psychological, 
social, economic, political, cultural, legal, histori-
cal, religious and spiritual factors.” 

Decreased sexual desire, decreased vaginal lu-
brication, anorgasmia, and dyspareunia are the 
major changes that occur in sexual function in 
menopausal women5.  Female Sexual Dysfunc-
tion (FSD) is one of the distressing conditions that 
affect many women worldwide. Sexual dysfunc-
tion is not a single entity but a group of various 

DOI: https://doi.org/10.4038/sljom.v3i2.42



The Sri Lanka Journal 
of Menopause

23

Volume 3, Issue 2
September 2022

adverse conditions including low sexual interest, 
arousal, orgasm, and satisfaction, and pain that 
leads to sexual dysfunction among women6. The 
prevalence of female sexual dysfunction varies 
from 68%-86% 11. In a study of women aged 40-
69 years of age, 71% reported they were sexually 
active33. In this age group common sexual com-
plaints include loss of desire, decrease frequency 
of sex, dyspareunia, vaginal dryness, dysfunction 
of male partner, social conditions and interperson-
al stresses. 

Declining levels of sex steroids (estrogens and 
androgens) play a major role in the impairment 
of sexual response; however, psychological, re-
lational changes related with aging, interpersonal 
stress and an increase in metabolic and cardio-
vascular comorbidities should also be taken into 
account for developing sexual related issues in 
menopause. 

Considering treatment options first-line thera-
peutic strategies for menopause-related sexual 
dysfunction aim at addressing modifiable factors, 
hormonal and non-hormonal, local and systemic 
treatment options are currently available. Treat-
ment should be individualized, taking into ac-
count the severity of symptoms, comorbidities, 
compliance, potential adverse effects and person-
al preferences. 

Pathophysiology

Multiple physiological changes that occur during 
the menopausal transition result from reduced 
ovarian reserve, defined by reduced numbers of 
gonadotropin-responsive follicles12. There is a re-
duction in circulating estrogen.

In late perimenopausal women there is increased 
level of follicular stimulating hormone (FSH), 
decreased inhibin B, and irregularly short and 
long menstrual cycle lengths. Until the time of 
the last menstrual period (LMP), estradiol levels 
are equally variable in perimenopausal women. 

By the time of the LMP, women enter a persistent 
state of hypogonadism and hypergonadotropism 
(elevated FSH and LH). After estradiol falls, es-
trone, primarily generated by the aromatization of 
androgens, becomes the main circulating estro-
gen,1,12,23. Compared with estradiol, serum andro-
gen levels demonstrate a steady but less dramatic 
decline. The less dramatic fall in serum androgens 
is related to the decrease in sex hormone bind-
ing globulin (SHBG) associated with hypoestro-
genism.

Total testosterone decreases with increasing age, 
although free testosterone increases towards post 
menopause owing to decreasing SHBG. Levels 
of dihydroepiandrosterone sulphate (DHEAS), a 
precursor to both estrogens and androgens, de-
crease with increasing age but are not associated 
with menopause status. 

Physiological changes at menopause and 
their effect on sexuality

Hormones affect sexual arousal through various 
mechanisms including affecting sensory percep-
tion, central as well as peripheral nerve transmis-
sion and discharge, and peripheral blood flow. 
Impairment of these mechanisms can lead to di-
minished sexual responsiveness, dyspareunia, de-
creased sexual activity, decline in sexual desire, 
and sexual aversion23.

Decreasing estrogen affects the integrity of fe-
male reproductive tract tissues by decreased vag-
inal secretions. Decreased vaginal lubrication 
and atrophic vaginitis result in dyspareunia. De-
creased blood flow to the reproductive organs and 
hypoestrogenism results in progressive ischemia, 
thinning of the barrier layers of skin and mucous 
membrane tissue, loss of subcutaneous fat, and a 
shrinking introitus. The role of androgens in the 
female sexual response is particularly unclear and 
controversial. Suggested symptoms of androgen 
deficiency in women include decreased libido, fa-
tigue and a reduced sense of wellbeing.2. A post-
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menopausal patient’s experiences of persistent 
dyspareunia, postcoital bleeding, delayed or ab-
sent lubrication, and delayed or absent orgasm 
affect her motivation for sexual intercourse. Pain 
can cause vaginismus, a conditioned response to 
painful coitus. 

Not only the hormonal changes but also the psy-
chological issue like lack of sexual relations due 
to physiologic change may then be further com-
plicated by the effect of this condition on the mar-
ital relationship. Decline in sexual relations may 
lead to further decline in coitus and further deteri-
oration of the marital relationship.

Menopause related sexual dysfunction 
assessment

Assessing sexual dysfunction is not easy. The 
complex interplay between the types of factors 
that predispose, precipitate and maintain sexual 
dysfunction requires further studies1,27. 

Interventions for menopausal women 
seeking an improvement in quality of 
sexual life 

Interventions for menopausal women who report 
concerns with their sexual wellbeing fall into two 
broad categories: Psychological interventions 
aimed at treating the psychosocial and relation-
ship factors that impact on quality of sexual life 
and Non- hormonal and/or Hormonal pharmaco-
logical treatments that are aimed at ‘correcting’ 
menopausal hormonal deficiencies.

Management

Many factors influence sexual dysfunction, both 
biological and psychological, in postmenopaus-
al women. Problems related to the physiological 
change in body, mind, and interpersonal relation-
ships involved by sexual function is a complex 
and dynamic process. Management based on ad-
dressing many factors including comorbid med-

ical conditions, drugs and impact on quality of 
life, emotional needs and quality of interpersonal 
relationships. 

Conservative approach 

First-line therapeutic strategies for menopause-re-
lated sexual dysfunction (SD) include sexual edu-
cation and counselling the woman and addressing 
modifiable factors34. Providing information on 
normal sexual functioning, emphasizing the role 
of motivation, the importance of adequate sexual 
stimulation and the influence of age and relation-
ship length often facilitates positive sexual behav-
ioral changes. Involving the partner in counsel-
ling may be helpful in order to modify negative 
communication patterns, to address partner’s SD 
or to modify partner’s pressure or demanding be-
havior for sex which helps to have a healthy un-
derstanding and relationship.

Common modifiable risk factors, such as mood 
disorders, use of antidepressants, sedentary life-
style, endocrine disorders (hyperprolactinemia, 
hypothyroidism/hyperthyroidism, diabetes mel-
litus), gynecological and urological infections or 
diseases should be adequately investigated and 
addressed.35.  Pelvic floor physiotherapy and use 
of dilators and vibrators may be suggested for lo-
cal symptoms like vaginal dryness and dyspareu-
nia.

Secondarily, psychological interventions includ-
ing behavior therapy, cognitive behavioral therapy 
(CBT), sex therapy and mindfulness therapy has 
been developed to treat hypoactive sexual desire 
disorder (HSDD), arousal and orgasmic problems 
in women, independent of menopausal status14. 

Non-hormonal management

The following are the non-hormonal therapeutic 
options needed to treat sexual dysfunction in post-
menopausal women.
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1.	Vaginal moisturizers and lubricants. Vaginal 
moisturizers (e.g., polycarbophil, hyaluronic 
acid, and pectin-based moisturizers), when 
used regularly (at least twice a week), can pro-
vide an effective non-hormonal approach to 
relieve symptoms of vaginal atrophy14.

		  Moisturizers have the ability to retain and ac-
cumulate water, which is then released locally 
resulting in increased hydration, thus mim-
icking physiological vaginal secretions. This 
provides a quick relief of local symptoms, 
especially dryness. It is intended for chron-
ic maintenance to replace vaginal secretions. 
Also, its favor cellular repair and helps in re-
storing genital tissues’ integrity.

		  Lubricants are specifically designed to reduce 
friction during coitus, increasing comfort and 
reducing dyspareunia. Usually they are based 
on oils, glycerin or silicone.

2.		 Laser therapies

		  Carbon dioxide and erbium: YAG laser ther-
apy for GSM is a relatively recent approach 
based on local stimulation aimed at increasing 
the production of collagen in order to improve 
the elasticity and functionality of the vaginal 
wall14.

		  Laser use is limited by the lack of data on 
long-term safety and efficacy and comparing 
laser therapy with estrogen therapy and con-
trol.

Hormonal Treatments

1.		 Vaginal estrogen therapy
		  Post-menopausal women with genitourinary 

syndrome of and no other menopausal symp-
toms, local estrogen therapy is recommended 
and has been the treatment of choice for de-
cades18. 

		  Local estrogen preparations are effective in re-
storing vaginal and urethral epithelium thick-

ness, pH and vaginal microbiota composition. 
Also, it improves sexual genital arousal and 
orgasmic function by increasing genital blood 
flow and reducing dryness and dyspareunia.

2.		 Ospemifene and Tissue-Selective Estrogen 
Complex (T-SEC)

		  Ospemifene is used for the treatment of mod-
erate to severe dyspareunia associated with 
vaginal atrophy in postmenopausal wom-
en14,18. Ospemifene has a risk of developing 
vasomotor symptoms about 7.2%. Besides 
that, it can also increase the risk of cardiovas-
cular disease due to arterial and venous throm-
bosis and thromboembolism.

The tissue-selective estrogen complex (T-SEC) is 
a pairing of conjugated estrogen (CEE) combined 
with the SERM bazedoxifene (BZA), developed 
with the aim of improving vasomotor symptoms 
and vulvovaginal atrophy and preventing bone 
loss. Recent trials have suggested a significant 
improvement of vulvovaginal symptoms and dys-
pareunia and an increase in the percentage of sur-
face cells with a reduction of parabasal cells.36.

Conclusion

Sexual health and function are essential compo-
nents in the care of menopausal women. And it 
is considered to be an important part of their life 
and they strongly desire to maintain a healthy sex-
ual life. Sexual dissatisfaction and dysfunction 
are highly prevalent in postmenopausal women. 
The risk of acquiring a comorbidity, medications 
and interpersonal stresses that adversely affects 
sexual satisfaction and function. So, health care 
providers should be proactive and routinely que-
ry menopausal patients about their satisfaction 
with sex and their sexual functioning. If sexual 
dissatisfaction or dysfunction is suspected, then 
a full medical and social history with focused 
question about factors that affect sexual function 
should be undertaken. Discovering the etiology 
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and identifying modifiable factors that influence 
sexual function will help define appropriate treat-
ment. Increased recognition by health care pro-
viders and validation of patient concerns as well 
as expanded discussions about sexual dysfunction 
with patients and counselling the patients may of-
fer an opportunity for effective intervention and 
improve the quality of life for affected women.
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