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MENOPAUSE, HRT & THE HEART 

Hormone Replacement Therapy and Cardiovascular Health in Women 

A balanced, evidence-based guide from WA Cardiology to the benefits, risks, and myths surrounding HRT 

 

1.  Menopause, Oestrogen, and the Heart 

Menopause marks the end of a woman’s reproductive years, defined as 12 months after the final menstrual 
period, typically occurring around the age of 51. It is driven by a natural decline in the ovaries’ production of 
the hormone oestrogen. 

 

Oestrogen has important protective effects on the cardiovascular system throughout a woman’s reproductive 
life. It helps keep blood vessels flexible, supports a favourable cholesterol profile, and has beneficial effects 
on the inner lining of the arteries. This is one reason why, before menopause, women have a lower rate of 
heart disease than men of the same age. After menopause, as oestrogen falls, this protection diminishes, 
and a woman’s cardiovascular risk gradually rises to approach that of men. 

 

Hormone replacement therapy (HRT), also called menopausal hormone therapy (MHT), replaces oestrogen 
— combined with a progestogen in women who still have a uterus, to protect the lining of the womb. It is the 
most effective treatment for menopausal symptoms such as hot flushes, night sweats, sleep disturbance, 
mood changes, and genitourinary symptoms. Understanding its relationship with cardiovascular health is 
important, because misconceptions have caused many women to avoid a treatment that may be both safe 
and beneficial for them. 

 

2.  Why HRT Got an Undeserved Bad Reputation 

To understand the current advice, it helps to know where the fear came from. In 2002, a large study called 
the Women’s Health Initiative (WHI) reported findings that were widely interpreted as showing HRT increased 
the risk of heart disease, stroke, and breast cancer. The reporting caused alarm, and HRT use dropped 
dramatically worldwide almost overnight. Many women suffered unnecessarily with menopausal symptoms, 
and a generation of clinicians became wary of prescribing it. 

 

In the years since, careful re-analysis of the WHI and subsequent research has substantially changed our 
understanding. Several crucial points were initially missed: 

 

• The WHI studied women who were, on average, 63 years old — many more than a decade past 
menopause — and used specific older oral hormone preparations. Its findings do not apply well to 
the typical woman starting HRT around the time of menopause for symptom relief. 

• When the data were re-examined by age, women who started HRT under the age of 60, or within 
10 years of menopause, did not show the same risks — and showed signals of cardiovascular 
benefit. 

• The absolute risks, even where present, were small and were often presented in ways that 
exaggerated their apparent size. 
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The ‘Timing Hypothesis’ — A Key Concept 

The most important lesson from re-analysing the evidence is that timing matters. When HRT is started 
in younger, recently menopausal women (under 60, or within 10 years of menopause), the 
cardiovascular effects are neutral or favourable. When started many years after menopause in older 
women with already-established artery disease, the balance is less favourable. This is known as the 
‘timing hypothesis’, and it explains why the WHI — conducted largely in older women — gave a 
misleadingly negative impression for the women who most commonly seek HRT today. 

 

3.  What the Clinical Trials Actually Show 

A balanced reading of the evidence — from randomised trials and large analyses — provides considerable 
reassurance for appropriately selected women starting HRT around the time of menopause. 

 

Key Clinical Trial Evidence — In Brief 

The DOPS trial (Danish Osteoporosis Prevention Study, 2012) 

Recently menopausal women randomised to HRT and followed for over 10 years had a significantly 
lower combined risk of death, heart failure, and heart attack — without an increase in cancer, stroke, or 
clots — compared with women not taking HRT. 

The ELITE trial (2016) 

This trial directly tested the timing hypothesis using ultrasound measures of artery thickening. 
Oestrogen started early (within 6 years of menopause) slowed the progression of atherosclerosis, 
whereas starting late (more than 10 years after) did not. This provided direct evidence that early initiation 
is favourable for the arteries. 

Re-analysis of the WHI by age 

When the WHI data were examined by age group, women aged 50–59 starting HRT showed a trend 
toward lower death rates and lower coronary heart disease, consistent with the timing hypothesis rather 
than the original alarming headline. 

 

The practical conclusion endorsed by major bodies — including the Australasian Menopause Society, the 
International Menopause Society, and cardiology and endocrine societies — is that for healthy women under 
60 or within 10 years of menopause, the benefits of HRT for symptom relief generally outweigh the risks, and 
HRT should not be withheld out of exaggerated cardiovascular fear. Decisions remain individual, and the 
type, dose, and route of HRT all matter. 

 

4.  Benefits of HRT 

Beyond its well-established role in relieving menopausal symptoms, HRT has several benefits relevant to 
long-term health, including cardiovascular, metabolic, mental health, and cognitive domains. 

 

Effects on the Lipid (Cholesterol) Profile 

Oestrogen has generally favourable effects on the blood lipid profile, which is one of the mechanisms by 
which it may benefit the arteries. Oral oestrogen in particular tends to: 

• Lower LDL cholesterol (the ‘bad’ cholesterol that drives atherosclerosis). 

• Raise HDL cholesterol (the ‘good’ cholesterol). 

• Lower lipoprotein(a), an independent inherited cardiovascular risk factor that is otherwise difficult to 
influence. 

 



   |   Dr Sam Tayeb   |   Cardiologist 

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
 Page 3 of 6 

One nuance worth noting: oral oestrogen can raise triglycerides in some women, whereas oestrogen 
delivered through the skin (transdermal patches or gels) has a more neutral effect on triglycerides and carries 
a lower risk of blood clots. This is one reason the route of HRT is chosen to suit the individual, and why 
transdermal preparations are often preferred in women with certain risk factors. 

 

Bone Health 

HRT is highly effective at preventing the accelerated bone loss that follows menopause, reducing the risk of 
osteoporosis and fractures. This is a well-established and important long-term benefit. 

 

Mental Health and Wellbeing 

The menopausal transition is associated with a genuine increase in the risk of low mood, anxiety, irritability, 
and depressive symptoms, driven partly by fluctuating and falling oestrogen and partly by disrupted sleep 
from night sweats. HRT can produce meaningful improvements in mood and emotional wellbeing during the 
perimenopause and early menopause, both directly and by improving sleep and reducing distressing physical 
symptoms. For many women this improvement in quality of life is among the most valued benefits of 
treatment. 

 

Cognitive Function 

Many women experience ‘brain fog’, difficulty concentrating, and memory lapses during the menopausal 
transition. HRT can help these symptoms, particularly when they are linked to poor sleep and vasomotor 
symptoms. In keeping with the timing hypothesis, evidence suggests that HRT started early around the time 
of menopause is not harmful to long-term cognition and may be favourable, whereas starting HRT for the 
first time in much older women is not recommended for cognitive protection. The picture is still being clarified 
by research, but the early-initiation window again appears important. 

 

Effects on Blood Pressure 

A common concern is whether HRT raises blood pressure. For most women, modern HRT does not cause 
clinically significant increases in blood pressure, and in some cases it may have a mildly favourable effect. 
The route of oestrogen delivery is important here: 

• Transdermal oestrogen (patch or gel) has a neutral or mildly beneficial effect on blood pressure 
and is generally preferred in women who already have hypertension. 

• Oral oestrogen has a more variable effect; in a small number of women it can modestly raise blood 
pressure, while in others it is neutral. 

• Importantly, the synthetic progestogen drospirenone has mild blood-pressure-lowering properties (it 
has a mild diuretic, anti-mineralocorticoid action) and may be a useful component in some women 
with hypertension. 

 

HRT is not a treatment for high blood pressure, and existing hypertension should be managed on its own 
merits. However, having well-controlled blood pressure is not in itself a barrier to HRT, and blood pressure 
should simply be monitored before and during treatment as part of routine care. 

 

Effects on Palpitations 

Palpitations — an awareness of the heartbeat, or a sensation of skipped, racing, or pounding beats — are a 
genuinely common and under-recognised symptom of the menopausal transition. Fluctuating and falling 
oestrogen affects the autonomic nervous system (the system that regulates heart rate), and palpitations 
frequently occur alongside hot flushes and night sweats. 

 

Because oestrogen helps stabilise this autonomic balance, HRT can reduce the frequency and intensity of 
menopause-related palpitations in many women, particularly when they are clearly linked to vasomotor 
symptoms and disturbed sleep. This is an observed benefit reported by many women, though the formal trial 
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evidence specifically for palpitations is more limited than for hot flushes. It is important to note that palpitations 
should never simply be assumed to be hormonal — new, frequent, or troubling palpitations warrant proper 
assessment (including an ECG and, where appropriate, a Holter monitor) to exclude an underlying arrhythmia 
before attributing them to menopause. 

 

5.  Understanding the Real Risks 

A balanced account must also be honest about genuine risks, which are real but generally small and depend 
heavily on the type of HRT, the route of delivery, the dose, and individual circumstances. 

 

• Blood clots (venous thromboembolism): oral oestrogen carries a small increased risk of clots in the 
legs or lungs. Importantly, oestrogen delivered through the skin (transdermal patch or gel) does not 
appear to carry this increased clot risk, which is why it is often preferred in women with clot risk 
factors. 

• Stroke: oral HRT carries a small increase in stroke risk, again lower or absent with transdermal 
preparations and lower doses. The absolute risk in healthy women under 60 is very small. 

• Breast cancer: combined oestrogen-plus-progestogen HRT is associated with a small increase in 
breast cancer risk that rises with duration of use; oestrogen-only HRT (in women without a uterus) 
carries little or no increased risk. The magnitude is comparable to lifestyle factors such as being 
overweight or drinking alcohol regularly. 

• These risks must always be weighed against the benefits for the individual woman, and are part of 
a shared decision with her doctor. 

 

6.  Common Myths — Setting the Record Straight 

Few areas of women’s health have been as clouded by misunderstanding as HRT. The table below 
addresses the most common and damaging myths with the evidence. 

 

❌  Common Myth ✅  What the Evidence Shows 

“HRT causes heart attacks” For healthy women starting HRT under 60 or within 
10 years of menopause, HRT does not increase — 
and may reduce — the risk of coronary heart 
disease. The DOPS and ELITE trials and re-analysis 
of the WHI by age all support this. 

“The WHI proved HRT is dangerous for 
everyone” 

The WHI studied mostly older women (average age 
63) using specific older preparations. Its headline 
findings do not apply to the typical woman starting 
HRT around menopause. Re-analysis by age tells a 
far more reassuring story. 

“All types of HRT carry the same risks” The route and type matter greatly. Oestrogen 
through the skin (patch or gel) avoids the clot and 
stroke risk seen with oral oestrogen, and oestrogen-
only therapy carries less breast cancer risk than 
combined therapy. 

“HRT just delays the inevitable and should be 
avoided” 

HRT is the most effective treatment for menopausal 
symptoms and has genuine benefits for bone, mood, 
and — when started early — the cardiovascular 
system. For many women the benefits clearly 
outweigh the small risks. 
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❌  Common Myth ✅  What the Evidence Shows 

“You should stop HRT by a fixed age regardless” There is no arbitrary age at which HRT must be 
stopped. The decision to continue is individual, 
based on ongoing benefits, symptoms, and risk 
profile, reviewed regularly with your doctor. 

 

7.  Individualising the Decision 

HRT is not right for everyone, and the decision is always individual. The favourable cardiovascular picture 
applies principally to healthy women starting around the time of menopause. Greater caution is needed in 
women with established cardiovascular disease, a previous stroke or blood clot, certain cancers, or who are 
starting HRT many years after menopause. 

 

Key principles that make HRT safer include: 

• Starting at the right time: greatest benefit and safety when started under 60 or within 10 years of 
menopause. 

• Choosing the right preparation: transdermal oestrogen (patch or gel) is often preferred for its lower 
clot and stroke risk, particularly in women with cardiovascular risk factors. 

• Using the appropriate dose: the lowest dose that effectively controls symptoms. 

• Ongoing review: regular reassessment of benefits, risks, blood pressure, and overall 
cardiovascular risk. 

• Managing cardiovascular risk factors in parallel: HRT is not a substitute for controlling blood 
pressure, cholesterol, weight, and lifestyle — these remain the foundation of heart health. 

 

If you have cardiovascular disease or risk factors and are considering HRT, a shared discussion between 
your GP or menopause specialist and your cardiologist allows the decision to be tailored safely to you — 
maximising the benefits for your symptoms and wellbeing while keeping cardiovascular risk in check. 

 

Key Messages to Take Home 

Here is what matters most about HRT and your heart: 

• The cardiovascular fears around HRT have been substantially exaggerated, largely 
from misinterpreting a single 2002 study conducted mainly in older women. 

• Timing matters: for healthy women under 60 or within 10 years of menopause, HRT does not 
increase — and may reduce — cardiovascular risk (DOPS, ELITE, WHI age re-analysis). 

• HRT improves the cholesterol profile (lower LDL, higher HDL, lower lipoprotein(a)), and 
benefits bone, mood, and cognitive symptoms. 

• Risks are real but small and depend on type, route, and dose. Transdermal oestrogen avoids 
the clot and stroke risk of oral oestrogen. 

• The decision is individual. If you have cardiovascular risk factors, a shared discussion 
between your menopause specialist and cardiologist allows HRT to be used safely. 

 

8.  Useful Resources 

• Australasian Menopause Society: www.menopause.org.au 

• Jean Hailes for Women’s Health: www.jeanhailes.org.au 

• Heart Foundation Australia: www.heartfoundation.org.au 

• Heart Foundation Heart Help Line: 1300 36 27 87 

• Cardiac Rehabilitation: Ask your cardiologist or GP for a referral to your nearest programme. 
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This patient information sheet has been prepared by Dr Sam Tayeb, WA Cardiology, for educational purposes. It is not 
a substitute for personalised medical advice. Please discuss your individual results, medications, and management 

plan with your cardiologist or menopause specialist. 
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