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Awareness of the consequences of menopause and the management options available 
has increased in recent years, however much of the information available focusses on 
natural menopause. There is less awareness of surgical menopause and its consequences, 
and a lack of information available for women both before and after the procedure. This 
fact sheet will improve understanding of surgical menopause, its consequences and 
evidence-based management strategies.

What is natural menopause?
Menopause occurs when the level of estrogen produced by the ovaries starts to fluctuate and 
gradually decrease, due to a reduction in the quality and number of egg cells (oocytes) in the 
ovaries. Natural menopause is defined as the final period, identified by having had at least 12 
months without a period, in the absence of hormonal treatments. In the UK, the average age 
of natural menopause is 51 years and the normal range is between 45 and 55 years.

What is surgical menopause?
Surgical menopause is the removal of both ovaries before the ovaries have stopped 
functioning naturally. This leads to a sudden drop in the production of ovarian hormones 
especially estrogen, rather than fluctuation and then a gradual drop in hormone production. 

Reasons for surgical menopause
Ovaries may be removed due to concerns about:

•	 cancer changes, when the womb and both fallopian tubes would also be removed;
•	 a risk of cancer (e.g. ovarian or breast); or
•	 non-cancer reasons such as endometriosis, persistent pelvic pain thought to be 

ovarian associated, recurrent ovarian cysts, severe premenstrual syndrome (when 
medical treatments for these conditions have been unsuccessful) or gender-affirming 
surgery. 

There are times when emergency surgery is required and both ovaries are removed but this is 
unusual. This can be due to twisting of ovarian cysts or ectopic pregnancy.

Consequences of surgical menopause
Removal of both ovaries leads to the same outcome as natural menopause but with some 
differences:

•	 The sudden drop in estrogen leads to a more sudden onset of menopausal 
symptoms which may be more severe than in those with natural menopause.
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•	 If hormones are inadequately replaced, surgical menopause in women under the 
age of 45 has been shown to be associated with increased risks of osteoporosis, 
cardiovascular disease, stroke, dementia and overall mortality.

•	 Ovarian production of testosterone plays a part in sexual function and removal of 
both ovaries results in a 50% decrease in overall testosterone production (the other 
50% is produced by the adrenal glands). For some women, though not all, sexual 
function can be affected.

Management of surgical menopause
All women undergoing surgical menopause should be provided with information about the 
procedure itself and its subsequent effects, both short and long term. Information should be 
provided before the procedure and it should be reinforced after the procedure, with clear 
communication to a woman’s primary care team/GP. 

Discussion should include the role of hormone replacement therapy (HRT) - which type, 
which dose and, if commencing, when to start. Lifestyle and nutrition advice should also be 
provided to aim for optimum health, both immediately after surgery and long term.

It is recommended that women undergoing surgical menopause under the age of 45 should 
be offered HRT at least until the average age of menopause.  HRT use can reduce the known 
long term health risks associated with early menopause, whether natural or surgical.

This recommendation applies even if women are not experiencing menopausal symptoms, 
unless there is a medical reason not to take HRT, e.g. a history of hormone dependant 
cancer. Around the age of 51, the decision whether to continue HRT will be determined, in 
consultation with each individual patient, by the presence and/or impact of menopausal 
symptoms and a consideration of other factors, such as increased risk of osteoporosis.

Surgical menopause after the age of 45 can still lead to a sudden drop in estrogen if the 
ovaries were functioning before the procedure. In this situation, HRT can be used for 
symptom control.

Some women who have BRCA1 and BRCA2 gene alterations undergo surgical removal of 
both ovaries and fallopian tubes to reduce their future risk of ovarian and breast cancer, which 
is a high risk. For these women, taking HRT after surgery has not been shown to adversely 
affect the risk-reducing benefit of surgery on later risk of breast cancer diagnosis. The 
evidence around this is limited, but the current recommendation is that, after risk-reducing 
surgical menopause, HRT can be used until the average age of natural menopause. After 
this, if symptoms persist, non-hormonal alternatives can also be considered for symptom 
control. To enable decision making, an individualised discussion, including the benefits and 
risks of taking HRT, should be undertaken at this time between the patient and healthcare 
professional. 
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Type and dose of HRT
If the womb was completely removed in addition to both ovaries, estrogen only HRT can 
usually be taken. Estrogen is available in transdermal forms (patch, gel or spray) or oral forms 
(tablet), with the route being determined by medical history and personal preference. 

If the womb was not removed, progestogen must be taken with estrogen to prevent 
estrogen alone increasing the risk of womb cancer. Progestogen is available combined with 
estrogen in tablet or patch form, or it can be taken separately orally or as an intrauterine 
hormone releasing device.

Women who have had both ovaries and the womb removed because of widespread 
endometriosis are advised to take both estrogen and progestogen to reduce the risk of 
stimulation of the endometriosis and cancer development of endometriosis deposits.

For natural menopause, HRT is generally started in a low dose, to “top up” gradually falling 
levels. However, following surgical menopause, given the sudden drop in estrogen and the 
often early onset of severe symptoms, a medium dose is a reasonable starting point. There 
is then the option to increase the dose of estrogen if required for symptom control, with a 
proportionate increase in progestogen, if being taken. 

With any HRT, the type or dose used should usually be tried for at least 3 months before 
discussing with a healthcare professional whether a different type or dose may be needed.

HRT in the weeks before surgery
Women who have already experienced reduced ovarian function and are taking HRT prior 
to surgery may be advised to change the dose or type of HRT depending on their particular 
circumstances.

Women who are taking oral HRT (including tibolone, and relugolix combined with estrogen 
and progestogen) will often be recommended to stop treatment 6 weeks prior to surgery, 
due to the increased risk of clots in the leg and lungs associated with oral estrogens and 
surgery. However, individual risk assessment should take place to determine whether or 
not there is a need to stop HRT, receive thromboprophylaxis as appropriate or change to 
transdermal HRT. 

When to start HRT
Ideally HRT should be started as soon as possible after surgical menopause to reduce the 
possibility of a sudden onset of severe symptoms. Some women may choose to wait and 
start HRT later so that they can assess how surgical menopause has affected them. There may 
also be medical reasons why HRT is not recommended straight away following surgery; for 
example, the treating team may be waiting for pathology results. 
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If starting in the immediate post-operative period, transdermal HRT (through the skin), would 
be recommended so as not to add to the risk of deep vein thrombosis (blood clots in the leg 
and lungs) which increases around the time of surgery as a result of reduced mobility. Tablet 
forms of HRT can slightly increase this risk but can still be considered at a later date after the 
post-operative period if there are no other risk factors.

What about vaginal estrogen and prasterone? 
Some women will be using vaginal estrogens or prasterone pessaries prior to their surgery 
and it is possible for these to be continued until surgery takes place. Following surgery, the 
treating team will provide guidance on when to restart vaginal treatments. 

For women who were not using vaginal preparations prior to surgery, it can be useful to 
address the impact of surgery on the bladder/urethra/vagina/vulva in the weeks and months 
post-surgery. Not all women will find these areas are affected in the immediate post-surgical 
phase. For women who are impacted by vulval or vaginal pain due to a lack of estrogen there 
can be an increased difficulty in returning to intimacy with a partner. 

Following hysterectomy, the treating team should provide guidance to patients on when 
they can return to having sex. This will normally be between 6 and 12 weeks after surgery. If 
there were difficulties in being sexually active prior to surgery, it is unlikely that this will have 
changed following hysterectomy, unless the reason for surgery was contributing to the sexual 
difficulties. Additional advice and treatment may be needed from psychosexual services or 
via women’s health physiotherapy. 

Women can also be referred via primary care for psychosexual counselling. 

What about testosterone?
Sometimes testosterone replacement is offered along with HRT after surgical menopause 
because of the resulting 50% decrease in testosterone levels. However, testosterone 
replacement is currently only recommended for persistent distressing reduced libido after all 
other contributory factors have been addressed. It is not required by all and is therefore not 
routinely prescribed following removal of the ovaries, but it should be discussed.

Psychological problems
Some women experience psychological problems after surgical menopause and these may 
be complex. They may be due to hormonal changes, but they may also be due to potential 
concerns about early aging, self-esteem, loss of fertility, the potential effect of surgery on 
the ability to resume sexual activity and changes in body image. Detailed discussion and 
explanation are often required for the management of psychological problems after surgical 
menopause. 
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Summary
Removal of the ovaries may offer important benefits for some women, but if this results in 
surgical menopause, especially if premature or early, it can have significant consequences, 
both short term and long term.

Clear information and advice should be provided before and after surgery to both the patient 
and her primary care team. This should include the role of HRT, both systemic and vaginal, 
as well as guidance on the importance of lifestyle, exercise and nutrition and their role in 
menopause.

Useful Contacts
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/abdominal-
hysterectomy-recovering-well/

Further help with sexual problems following hysterectomy can be found on the Institute of 
Psychosexual Medicine website: https://www.ipm.org.uk/patients/default.aspx
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This Women’s Health Concern fact sheet provides information and guidance, to be used in 
consultation with your own healthcare professional. It has been developed by the medical advisory 
council of the British Menopause Society and it will be updated when guidance changes and/or 
new data becomes available.
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