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ABSTRACT

Background 1In 2012, the Board of Directors of the International Society for the Study of Women’s
Sexual Health (ISSWSH) and the Board of Trustees of The North American Menopause Society (NAMS)
acknowledged the need to review current terminology associated with genitourinary tract symptoms
related to menopause.

Methods The two societies cosponsored a terminology consensus conference, which was held in
May 2013.

Results and Conclusion Members of the consensus conference agreed that the term genitourinary syndrome
of menopause (GSM) is a medically more accurate, all-encompassing, and publicly acceptable term than
vulvovaginal atrophy. GSM is defined as a collection of symptoms and signs associated with a decrease in
estrogen and other sex steroids involving changes to the labia majora/minora, clitoris, vestibule/introitus,
vagina, urethra and bladder. The syndrome may include but is not limited to genital symptoms of dryness,
burning, and irritation; sexual symptoms of lack of lubrication, discomfort or pain, and impaired function;
and urinary symptoms of urgency, dysuria and recurrent urinary tract infections. Women may present with
some or all of the signs and symptoms, which must be bothersome and should not be better accounted for
by another diagnosis. The term was presented and discussed at the annual meeting of each society. The
respective Boards of NAMS and ISSWSH formally endorsed the new terminology — genitourinary syndrome
of menopause (GSM) - in 2014.
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INTRODUCTION
Background

The terms vulvovaginal atrophy (VVA) and atrophic vaginitis
have been considered by many to be inadequate and inexact
for describing the range of menopausal symptoms associated
with physical changes of the vulva, vagina, and lower urinary
tract associated with estrogen deficiency. VVA describes the
appearance of the postmenopausal vulva and vagina without
specifying the presence of associated symptoms. Atrophic
vaginitis connotes a state of inflammation or infection, neither
of which is a primary component of VVA. Furthermore, the
word atrophy, as used in both terms, has negative connota-
tions for midlife women, and the word vagina is not a gener-
ally accepted term for public discourse or for the media. Nei-
ther term includes reference to the lower urinary tract. A
growing need for more accurate and inclusive terminology led
to planning of the consensus conference.

Successful precedents for changing medical terminology are
known. For example, the term overactive bladder syndrome,
now widely accepted and helpful to patients, healthcare pro-
fessionals, and researchers, was introduced in 2002 by the
Standardization Subcommittee of the International Conti-
nence Society to refer to various symptoms of lower urinary
tract dysfunction’. A similar nomenclature update was made
by changing the term impotence to erectile dysfunction (ED)
more than 20 years ago — well before any pharmacologic treat-
ments became available?. The word impotence was considered
pejorative and may have erroneously implied that the condi-
tion was psychogenic?3. When the stigma associated with the
term impotence was removed, the definition of ED refined,
and guidelines for assessment and therapy provided, commu-
nication between healthcare professionals and patients greatly
improved, as did treatment and quality of life2. Erectile dys-
function and its acronym ED are now part of our discourse
and are commonly used by the popular media and by members
of the general public. Treatments have been widely studied,
discussed, prescribed, and accepted*. All of this was accom-
plished without using the word penis. A similar approach can
be employed to explore new terminology for women’s genital
and vaginal changes that occur with menopause and aging;
our growing interest and commitment led to the development
of this consensus conference.

Objectives

The primary objectives of the consensus conference were
three-fold: (1) to review the basic and clinical science related
to genitourinary physical changes and resultant symptoms
associated with menopause, and to identify key elements rel-
evant to the terminology; (2) to determine whether the term
vulvovaginal atrophy should be revised and, if so, to develop
a new term that more accurately and appropriately describes
the condition for medical care, teaching, and research; (3)
to generate a plan for disseminating recommendations and
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raising awareness of the new terminology among members of
the broader healthcare community, including specialists, pri-
mary care providers, researchers, and patients, as well as the
public.

Process

The five-person selection committee identified acknowledged
experts in the field of postmenopausal urogenital and sexual
health by performing a literature search and seeking recom-
mendations from peers who were members of women’s health
societies. These individuals were invited to participate in a
2-day interdisciplinary consensus conference, where they
would be charged with evaluating current terminology for
symptomatic urogenital changes associated with menopause
and preparing presentations on a specific component of this
subject based on the latest scientific literature (Figure 1). The
selected experts received no compensation for their participa-
tion beyond reimbursement for travel expenses. The consensus
conference was held May 18-19, 2013, in Chicago, Illinois.

After the relevant scientific literature was reviewed, the
appropriateness of the term VVA was discussed. All partici-
pants agreed that a new term was needed that more accu-
rately described the syndrome and would be more acceptable
to women, educators, researchers, the public, and the media.
The panelists then separated into three groups to explore and
identify new terms that would be descriptive, comprehensive,
and suitable for professionals, patients, and media. Each
group proposed terms to the entire group for discussion and
critical assessment. This process was continued until several
potentially acceptable terms garnered majority support. Writ-
ten ballots were used to determine the final two choices, at
which point further discussion led to consensus with selection
of the preferred term.

The process and the results of the consensus conference
were presented for open discussion at two scientific meetings:
the Annual Meeting of NAMS in October 2013, and the
Annual Meeting of ISSWSH in February 2014. The Boards of
both societies officially approved the new term genitourinary
syndrome of menopause (GSM).

1. The Fundamentals of VVA: Physiology, Embryology,
Differential Diagnosis, and Microbiology

2. The Influencing Factors: Age, Menopause, Endocrine Factors,
and Hormone Levels

3. Consequences of VVA: |. Sexual Dysfunction

4. Consequences of VVA: Il. Urogynecologic Pelvic Support,
Neurovascular, and Urinary Tract Issues

5. Treatment Options: Current and Future

6. The Patient’s View: Patient Communication and Surveys

7. Vulvar and Vaginal Anatomical Changes in Menopause

Figure 1 Scientific sessions that served to inform and direct the
terminology discussion
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RELEVANT FINDINGS FROM SCIENTIFIC
SESSIONS AND LITERATURE REVIEW

During menopause, women experience many physical changes
caused by a decrease in estrogen and other hormones and the
effects of aging’. In addition to vasomotor symptoms, sleep
disturbances, and mood alterations, menopausal women
experience an increase in vulvovaginal symptoms’. One of the
earliest descriptions of VVA came from Columbat de I’Isere,
in 1845: “[The postmenopausal women’s| . . . features are
stamped with the impress of age and their genital organs are
sealed with the signet of sterility. . . . It is the dictate of pru-
dence to avoid all such circumstances as might tend to awaken
any erotic thoughts in the mind and re-animate a sentiment
that ought rather become extinct”®.

Unfortunately, inexact or inaccurate terminology becomes
part of the scientific and popular lexicon and can be slow to
change. For example, involutional melancholia, penned by
Kraeplin in 1907, referred to a “psychosis . . . essentially a
disease of the period of involution — (age) forty to fifty years in
women.” The term was not removed from the Diagnostic and
Statistical Manual of Mental Disorders (DSM) until 19807.

The Merriam-Webster Dictionary defines atrophy as “a
decrease in size or wasting away of a body part or tissue; wast-
ing away or progressive decline, as from disuse.” However,
vaginal atrophy is not directly related to disuse. Although
ongoing sexual activity may help prevent some constriction
and stenosis, changes in the vaginal epithelium accompanied
by symptoms can still occur with associated discomfort.

It is important to note that most menopausal women remain
sexually active after menopause. In one study of 94 000 post-
menopausal women 50 to 79 years of age, 52% reported
that they had been sexually active with a partner in the past
yearS. A review of published literature revealed that 22% of
married women 70-79 years of age report that they still have
sexual intercourse’. Clearly, current VVA terminology focused
on atrophy reflects neither contemporary cultural norms nor
the state of the science.

Urogenital changes

Anatomic and physiologic changes in the vagina associated
with menopause are directly related to reduced circulating
estrogen levels and aging!?. The high concentration of estro-
gen receptors in the vagina, vestibule, and trigone of the blad-
der modulates cellular proliferation and maturation'!=13, Low
levels of circulating estrogen after menopause result in physi-
ologic, biologic, and clinical changes in the urogenital tissues.
Anatomic changes include reduced collagen content and
hyalinization, decreased elastin, thinning of the epithelium,
altered appearance and function of smooth muscle cells,
increased density of connective tissue, and fewer blood vessels.
The labia minora thin and regress, the introitus retracts, and
the hymenal carunculae involute and lose elasticity, often lead-
ing to significant entry dyspareunia. The urethral meatus

Climacteric

Portman and Gass

appears prominent relative to the introitus and becomes vul-
nerable to physical irritation and trauma.

Physiologic changes result in reduced vaginal blood flow,
diminished lubrication, decreased flexibility and elasticity of
the vaginal vault, and increased vaginal pH'!'~13. Furthermore,
decreases in vaginal tissue strength and increased friability may
predispose to epithelial damage with vaginal penetrative sexual
activity, leading to vaginal pain, burning, fissuring, irritation,
and bleeding after sex'34. Epithelial thinning with decreased
glycogenated superficial cells leads to changes in vaginal flora
and loss of lactobacilli, increased pH, and a change in the
microbiome!3, Changes in vaginal flora with menopause and
their significance with regard to GSM are being examined in

various vaginal microbiome research studies!>1°,

Genitourinary and sexual symptoms

Menopause-related genitourinary symptoms affect up to 50%
of midlife and older women!3'7-18, They can be chronic and
progressive and are unlikely to improve over time!”1,

In a longitudinal, population-based study of 438 women in
Australia, the prevalence of vaginal dryness increased with the
menopausal stage. In early perimenopause, the prevalence was
4%, rising to 25% 1 year after menopause and 47% 3 years
after menopause?’. The severity of vulvovaginal symptoms
ranges from mild to debilitating!$; they are not limited to
sexually active women?!.

Although genitourinary symptoms may affect up to half
of postmenopausal women!”
toms result directly from the decline in estrogen associ-
ated with menopause and that treatment is available. In
the Vaginal Health: Insights, Views and Attitudes (VIVA)
study, an estimated 45% of postmenopausal women
reported that they experienced vaginal symptoms, but only
4% were able to identify these symptoms as VVA related
to menopause??.

VVA does not cause symptoms in all women, but many
women report dryness and dyspareunia (the most bothersome
symptoms reported in clinical trials)??, bleeding or spotting
with sexual activity, burning, discomfort, and irritation, and
many others describe multiple symptoms?4.

The relationship between genitourinary symptoms and
sexuality is complex, as physiologic and psychologic factors,
interpersonal relationships, and sociocultural influences all
play a role in sexual function. In the National Social Life,
Health, and Aging Project, which interviewed 3000 men and
women 57 to 85 years of age, most reported that they were in
intimate relationships and regarded sexuality as an important
part of life?’.

The Study of Women’s Health Across the Nation (SWAN)
followed approximately 3000 ethnically diverse women 42
to 52 years of age at baseline. Results indicate that, although
menopausal factors were unrelated to most aspects of sexual
functioning, age, social function, health, relationship, and
psychological factors were all highly related to sexual func-

, many are unaware that symp-

tion?°. In the Menopause Epidemiology Study, women were
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at 4-fold greater risk of experiencing sexual dysfunction when
VVA was present?’. The effect of VVA in a survey of 1000
postmenopausal women was profound: 64% reported painful
sex, 64% described loss of libido, and 58 % revealed that they
avoided intimacy?S.

It is important to recognize that the term VVA fails to encom-
pass coexisting urinary problems, such as frequency, urgency,
nocturia, dysuria, and recurrent urinary tract infections
(UTTs), which can often be associated with VVA1%13:17,29.30,
Lower urinary tract symptoms and urinary incontinence have
been associated with both systemic aging and menopause3%31.
The urethra and the bladder trigone are derived embryologi-
cally from the same estrogen receptor-dense primitive uro-
genital sinus tissue, as are the vulvar vestibule and the upper
vagina?’. Androgen receptors are also widely distributed in
the vestibule and within its glands, making urogenital tissues
responsive not only to estrogen but to androgens as well32,
Urinary frequency and urgency are common midlife com-
plaints; incontinence occurs in 15% to 35% of women over
60 years of age3*33:34, Women with lower urinary tract symp-
toms have a 7-fold greater risk of sexual pain disorders and
a 4-fold greater risk of sexual arousal disorders than women
without such symptoms®’. The association between vaginal
atrophy and other urogenital conditions has been confirmed
in a claims database study of more than 9000 postmenopausal
US women?®,

Recurrent UTIs can affect 5% to 17% of postmenopausal
women; asymptomatic bacteriuria attributable in part to
an increase in residual volume and reduced urine flow that
impairs clearance of bacteria can be found in 20%3%3%37,38,
The decrease in diversity of the vaginal microbiome and in
acid-generating bacteria and the increase in coliform species
within the vagina in menopause may predispose to infection
and urogenital symptoms. Lack of awareness of the associa-
tion between recurrent UTIs and GSM may result in mul-
tiple courses of antibiotic therapy, antibiotic prophylaxis, and
altered patterns of antimicrobial drug resistance. Recogniz-
ing and treating underlying GSM with local vaginal estrogen
may help to avoid such problems37-3%40, Terminology that
creates awareness of the genitourinary symptom complex
associated with menopause will help healthcare professionals
and women to improve health and quality of life for women
beyond menopause.

Public perception

In the 2010 VIVA survey, conducted online in six countries,
postmenopausal women were asked for the most suitable term
to describe dryness, itching, burning, or soreness in the vagina
or pain during intercourse. Only 2% chose vaginal atrophy
as a suitable term?2. Many people are uncomfortable using
the word wagina in public discourse. New terminology is
clearly needed that captures the full spectrum of symptoms,
is appropriately descriptive, resonates with healthcare profes-
sionals, and is acceptable to women, professionals, media, and
the general public.
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General lack of communication about female sexual health
issues has been noted in the clinical setting. In the recent
Real Women’s Views of Treatment Options for Menopausal
Vaginal Changes (REVIVE) survey, postmenopausal women
reported that only 19% of healthcare professionals addressed
their sexual lives, and only 13% specifically raised the issue of
genitourinary symptoms, despite the fact that 40% of women
expected their healthcare professional to initiate discussions
related to menopausal symptoms®*!.

Evidence suggests that negative societal attitudes about
women’s sexuality at older ages may limit discussion about
sex by both the patient and the provider, particularly if the
provider is younger or male?>*?, Furthermore, sexual prob-
lems attributed to aging may be perceived as normal and
irreversible, and women may be unaware that symptoms are
linked to menopause or that treatments are available*'**2, In
the Clarifying Vaginal Atrophy’s Impact on Sex and Relation-
ships (CLOSER) online survey, less than half of US respon-
dents were aware of available treatments (non-hormonal or
hormonal) to improve vaginal discomfort?$. Collectively, these
findings serve to highlight the lack of discussion, the under-
diagnosis, and the undertreatment of vulvar, vaginal, sexual,
and urinary symptoms associated with menopause.

New terminology

After reviewing the clinical and basic science, diagnosis and
therapy options, and public perceptions, the consensus panel
unanimously concluded that the terms vulvovaginal atrophy
and atrophic vaginitis are not adequate for referring to the
constellation of signs and symptoms that affect the genitouri-
nary system after menopause. Specifically, VVA mentions
vulva and vagina only — words that are not used comfortably
in general social discussion and in the media, and the term
atrophy has negative connotations for many women. Further-
more, the term VVA does not include the lower urinary tract
and describes the appearance of vaginal structures, rather than
what is clinically most important — related genitourinary
symptoms. Atrophic vaginitis carries similar limitations and
implies that inflammation or infection is involved, neither of
which is inherently part of the condition.

Elements considered by the consensus panel to be important
to incorporate into the new term are shown in Table 1. Table 2
provides a means of displaying the anatomic sites, signs, and
symptoms under discussion. The panel agreed that, because
the affected anatomy includes both genital and urinary ele-
ments, urogenital or genitourinary should be included in the
new terminology. Syndrome was chosen to describe the prob-
lem because it implies a constellation of signs and symptoms.
Syndrome can be defined as an aggregate of signs and symp-
toms associated with any morbid process, only some of which
need to be present for the diagnosis to be made. While studies
of vaginal atrophy focus on the most bothersome symptom
(per current Food and Drug Administration [FDA] guidance),
many patients have more than one symptom, supporting the
concept of a syndrome or symptom complex®3. Menopause
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Table 1 Components used to develop new terminology

Anatomy Descriptors Problem Life phase
Vagina Vulvovaginal Atrophy Midlife
Vulva Genital Alterations Aging
Labia Gynecologic Changes Menopause
Vestibule Reproductive Condition Perimenopause
Urethra Sexual Disease Postmenopause
Bladder Urogenital Disorder

Genitourinary Deficiency

Urinary Dysfunction

Urologic Syndrome

Vaginitis

Terms in bold are the words selected by the panel to develop new
nomenclature

was included in the term to link the condition to its principal
cause and to help differentiate it from other genitourinary
conditions that occur in women of all ages.

After extensive discussion and voting, the final options cho-
sen by the panel were genitourinary syndrome of menopause
(GSM) and urogenital syndrome of menopause (USM). GSM
was the term selected by the panel. The panel agreed that
genito should have the emphasis rather than uro because this
would focus the attention of women, healthcare professionals,
and the public on the primary genital concerns, including the
important sexual component of the syndrome, while including
associated urinary issues.

Genitourinary syndrome of menopause is defined as a col-
lection of symptoms and signs associated with a decrease
in estrogen and other sex steroids involving changes to
the labia majora/minora, clitoris, vestibule/introitus, vagina,
urethra and bladder. The syndrome may include but is not
limited to genital symptoms of dryness, burning, and irritation;

Table 2 Genitourinary syndrome of menopause (GSM): symptoms
and signs

Symptoms Signs

Genital dryness Decreased moisture

Decreased lubrication with Decreased elasticity
sexual activity Labia minora resorption
Discomfort or pain with Pallor/erythema
sexual activity Loss of vaginal rugae
Post-coital bleeding Tissue fragility/fissures/petechiae
Decreased arousal, orgasm, Urethral eversion or prolapse
desire Loss of hymenal remnants

Irritation/burning/itching Prominence of urethral meatus
of vulva or vagina Introital retraction

Dysuria Recurrent urinary tract infections

Urinary frequency/urgency

Supportive findings: pH > 5, increased parabasal cells on maturation
index, and decreased superficial cells on wet mount or maturation
index
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sexual symptoms of lack of lubrication, discomfort or pain,
and impaired function; and urinary symptoms of urgency,
dysuria and recurrent UTTs. Women may present with some or
all of the signs and symptoms, which must be bothersome and
should not be better accounted for by another diagnosis.

Genitourinary syndrome of menopause is a comprehensive
term that includes symptomatic VVA as well as lower uri-
nary tract symptoms related to low estrogen levels. Women
may present with some or all of the symptoms (Table 2),
and symptoms should not be better accounted for by another
diagnosis.”

Thorough reviews of diagnostic and treatment recommen-
dations for GSM recently published by NAMS and by the
International Menopause Society (IMS)!73! are beyond the
scope of this paper.

In addition to new terminology, the group agreed that
an assessment tool to facilitate and standardize the physi-
cal examination would be useful. A draft tool developed
by the group during the meeting focuses on anatomic
and morphologic changes and tissue characteristics. It will
be validated and made available in the near future. The
panel also recognized the need for a comprehensive and
validated patient-reported outcomes (PRO) instrument
that accurately captures and can prospectively follow the
constellation of symptoms of GSM. Independent initia-
tives are currently under way to create and validate such
an instrument.

DISCUSSION AND DISSEMINATION
OF NEW TERMINOLOGY

“Proceedings From the ISSWSH/NAMS Consensus Conference
on Vaginal Atrophy Terminology” were presented on October
12, 2013, at the Annual Meeting of The North American
Menopause Society in Dallas, Texas. An interactive session with
meeting attendees and a panel consisting of select members of
the Consensus Conference followed a brief presentation.
Attendees agreed overall that new terminology is necessary.
After open discussion, genitourinary syndrome of menopause,
with the acronym GSM, resonated with most attendees as the
most scientifically accurate, descriptive, inclusive, and socially
acceptable medical term.

Presentation and discussion of the new term genitourinary
syndrome of menopause (GSM) occurred at the ISSWSH

*Possible differential diagnoses include infectious disease (e.g. can-
didiasis, bacterial vaginosis, trichomoniasis, gonorrhea/chlamydia);
irritant or allergic vaginitis/vulvitis (caused by soaps, perfumes,
powders, deodorants, panty liners/pads, diapers, urine, spermicides,
latex condoms, semen, warming gels, lubricants, vaginal moisturiz-
ers, topical antimycotics); vulvovaginal dermatoses (e.g. lichen scle-
rosus, erosive lichen planus, mucous membrane pemphigoid, plasma
cell vulvitis); hypertonic pelvic floor muscle dysfunction (levator ani
spasm); desquamative inflammatory vaginitis; painful bladder syn-
dromef/interstitial cystitis; vulvodynia/vestibulodynia; and pudendal
neuralgia.
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Annual Meeting on February 14, 2014, in San Diego. Strong
support was expressed for the new terminology and the acro-
nym GSM.

In early 2014, the ISSWSH and NAMS Boards formally
approved the term genitourinary syndrome of menopause
(GSM).

SUMMARY

The term genitourinary syndrome of menopause (GSM) pro-
vides an accurate and comprehensive description of a common
symptomatic postmenopausal condition. This term encom-
passes previous terms as individual components of the overall
syndrome but should replace more restrictive terms when
referring to the entire syndrome. It is anticipated that the term
GSM will be acceptable for use by primary care providers,
clinical specialists, researchers, educators, affected women,
the media, and the public, and that it will serve to improve
and increase communication, research, education, and treat-
ment related to the genitourinary and sexual health of meno-
pausal women.
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