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Introduction
Menopause care is at the epicenter of multiple transformations 
affecting women’s health. From research and development 
advances and the digital revolution to shifting cultural atti-
tudes, dimensions of care including education, selection, utili-
zation, and perception are in flux. The menopause hormone 
therapy paradigm has dramatically evolved over time due to the 
landmark 2002 Women’s Health Initiative (WHI) which is 
still debated 15 years later.1,2 Open questions pervade meno-
pause care delivery: Who should deliver care within a multidis-
ciplinary system? What evaluations such as gynecologic 
examinations are required and at what frequency? How do 
providers and patients make appropriate benefit-risk decisions 
regarding therapeutic interventions? Dynamic answers reflect 
changing primary and gynecologic care guidelines and eco-
nomic realities affecting access and utilization. There is a con-
sequent need and opportunity for concentrated and consistent 
discourse between patient and provider on menopause.

PAUSE Framework Defined
To support an effective and efficient focus on menopause in the 
patient-provider interaction, we introduce the PAUSE frame-
work to highlight 5 areas of care: prevention, anxiety, urogenital 
symptoms, vasomotor symptoms (VMS), and education 
(Figure 1). Each element of the framework represents a meno-
pause topic area and trigger question.

Prevention

Menopause is associated with increased risk of certain chronic 
diseases including cardiovascular disease and osteoporosis. The 

first and arguable most important element of the PAUSE frame-
work is Prevention to assess and address a patient’s risk for these 
conditions. For example, for heart disease prevention, lifestyle-
based recommendations including eating a healthy diet and 
maintaining a normal weight and physical activity such as walk-
ing are critical recommendations.3 As metabolism slows through 
aging and menopause, weight management becomes more chal-
lenging and there is a need to continually engage on the topic and 
discuss strategies for weight loss. Blood pressure and cholesterol 
control may be necessary. For patients at risk for osteoporosis, 
lifestyle management recommendations including weight bear-
ing exercise, vitamin D supplementation, and intake of adequate 
calcium should be reviewed. In some instances, prescription med-
ications are a consideration for osteoporosis prevention.4

Anxiety

Women may experience mood swings, difficulty concentrating, 
and stress through menopause. The Anxiety element called out 
in the PAUSE framework refers to anxiety or potential psychi-
atric symptoms such as mood disorder which tend to occur at 
higher rates in perimenopausal and postmenopausal women.5,6 
Anxiety is a broad term that may manifest as nervousness, 
sleeplessness or frequent waking during the night, difficulty 
concentrating, and/or irritability. It may be seen concurrently 
with depression. This topic area is highlighted because it often 
goes unrecognized and it is important to make a distinction 
between general anxiousness and an anxiety disorder which 
interferes with a women’s ability to function. Also, the potential 
impact of menopause on sleep should be addressed.
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Urogenital symptoms

The loss of estrogen through menopause may result in vulvar 
and vaginal atrophy (VVA) and the PAUSE framework focuses 
on identifying associated Urogenital Symptoms. In 2014, the 
term genitourinary syndrome of menopause was introduced to 
encompass a multitude of urogenital symptoms such as genital 
dryness, dyspareunia, irritation and itching of vulva or vagina, 
urinary frequency/urgency, and urinary tract infections.7 First-
line treatment for mild VVA symptoms includes over-the-
counter vaginal moisturizers and lubricants. For moderate to 
severe VVA symptoms, prescription treatments include vaginal 
estrogen therapy which is available as creams, tablets, or rings. 
Product innovations in this arena include new doses, products, 
and administration options for VVA-associated indications 
such as dyspareunia.8,9 For urinary symptoms including stress 
and urge incontinence, behavioral or medical therapy may be 
appropriate.

Symptoms, vasomotor

Vasomotor symptoms, referred to as hot flashes or flushes, are 
the most common menopausal symptoms. The fourth element 
of the PAUSE framework assesses for the presence and impact 
of Vasomotor Symptoms. The ways these symptoms manifest and 
how women experience them is highly variable. In clinical tri-
als, they are often characterized by their degree of severity. 
Symptoms are described as minor for the sensation of heat 
without sweating, moderate for the sensation of heat with 
sweating and the ability to continue activity, and severe for the 
sensation of heat with sweating and disruption of activity.10 
Newer tools to assess vasomotor symptoms incorporate physi-
cal symptoms and quality of life impacts.

Before 2002, most of the postmenopausal women were 
treated with menopausal hormone therapy until data from 
WHI showcased certain health risks associated with their use 
and the Food and Drug Administration encouraged manufac-
turers to update their labels with boxed warnings. Since then, 
the number of women using menopausal hormone therapy has 
decreased significantly.11 Provider education to patients on this 
topic is critical. The North American Menopause Society 

(NAMS) MenoPro app is one of several tools available to sup-
port discussions of benefit-risk and individual treatment selec-
tion.12 Behavioral changes may help with mild symptoms. For 
treatment of moderate to severe symptoms, approved prescrip-
tion medical options include estrogen-only therapy for post-
menopausal women without a uterus. For those women with a 
uterus, options include estrogens in combination with proges-
tational agents or estrogens with a selective estrogen receptor 
modulator. Nonhormonal options may also be appropriate. 
Other considerations include various modes of administration 
for these products and patient preference.

Education

Menopause conversations may be challenging for patients and 
providers. The final step of the PAUSE framework focuses on 
Education to ensure patients have their questions answered with 
evidence-based content. Women often use online resources and 
social communities to obtain menopause information, the qual-
ity of which is highly variable. Also, patient education may be 
influenced by information on compounded “bioidentical” hor-
monal products, a practice which multiple health professional 
organizations warn against save for particular situations.13–15 To 
address this PAUSE element, in addition to one-on-one inter-
actions, the provider may sponsor menopause counseling in a 
private or group setting. Patients may be directed to reviewed 
resources such as the Office on Women’s Health at https://
www.womenshealth.gov/menopause/.16 Numerous health pro-
fessional organizations also have patient portals.

PAUSE Framework Implementation
The PAUSE framework may be initiated during any patient 
interaction or integrated into annual or wellness visits. Any 
caregiver involved in menopause care may use the framework. 
Although not comprehensive, it can serve as a mechanism to 
initiate a sometimes difficult conversation or drive health lit-
eracy. Given the ease of the acronym, the framework may be 
raised by the patient herself, her partner, or an involved 
caretaker.

Conclusions
Menopause represents a medical journey that women experi-
ence differently but which all will undergo. Here, we use the 
term PAUSE, to our knowledge for the first time, as an acro-
nym and framework to support the patient-provider conversa-
tion on menopause. It is intended to be holistic, multidisciplinary, 
and to include prevention, treatment, and education elements 
to support appropriate evidence-based interactions. Taking a 
PAUSE literally and figuratively during the patient-provider 
interaction can support menopause care.
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