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Background
Oestrogen deprivation is the mainstay 
of treatment for women with hormone 
receptor-positive breast cancer, but 
unfortunately it causes multiple side 
effects that can significantly impair 
quality of life. Genitourinary symptoms 
are very common and although these 
symptoms can be effectively managed 
with vaginal oestrogens, concerns about 
their safety in women with breast cancer 
limits their use. 

Objective
The aim of this review is to provide a 
summary of the data on the safety of 
vaginal oestrogens in women with 
breast cancer to help general practitioners 
advise their patients in this situation. 

Discussion
Although there are no large randomised 
prospective studies to assess safety, the 
current evidence suggests reassurance 
can be provided to the majority of 
women with a history of breast cancer 
considering vaginal oestrogens. 
Consultation with the oncology team 
is advised for women taking aromatase 
inhibitors, where the safety of vaginal 
oestrogens is less certain. 

GENITOURINARY SYMPTOMS are reported 
by up to 75% of breast cancer survivors.1 
Symptoms include vaginal dryness, itching, 
burning, pain and irritation; dysuria; urinary 
urgency, nocturia, incontinence; recurrent 
urinary tract infections; and dyspareunia. 
The aetiology is chronic oestrogen 
depletion, often worse in women with 
breast cancer due to endocrine therapies 
and treatment-induced early menopause. 
Oestrogen depletion causes changes to the 
vulvovaginal and bladder–urethral tissues, 
with a resulting decrease in blood flow and 
secretions, increased pH, thinning of the 
epithelium and loss of elasticity.2 Unlike 
other menopausal symptoms, genitourinary 
symptoms are chronic and progressive, and 
can be a significant concern for breast cancer 
survivors. Vaginal oestrogen therapy can 
assist with the management of genitourinary 
symptoms, but women and their clinicians 
can find decision making challenging.

Most breast cancers are hormone receptor 
(oestrogen and/or progesterone) positive, for 
which oestrogen blockade and deprivation 
form the mainstay of treatment. Women 
with early-stage hormone receptor-positive 
breast cancers are typically prescribed 
5–10 years of endocrine therapy after surgery, 
with or without radiotherapy, and those 
with higher-risk cancers might also receive 
chemotherapy.3

The endocrine therapies used in early 
breast cancer are tamoxifen and aromatase 
inhibitors (anastrozole, letrozole and 
exemestane).3,4 Their different modes of 
action are shown in Figure 1. Tamoxifen is a 
selective oestrogen receptor modulator that 
blocks oestrogen uptake at the oestrogen 
receptor.4 As such, it is effective in both pre- 
and postmenopausal women. Aromatase 
inhibitors reduce peripheral oestrogen 
production by inhibiting the aromatase 
enzyme.4 Their efficacy depends on near-total 
suppression of oestrogen.4 Aromatase 
inhibitors are effective in postmenopausal 
women where the ovaries are no longer 
functioning, and in premenopausal women 
with ovarian function suppression via 
monthly gonadotropin-releasing hormone 
(GnRH) agonist or bilateral oophorectomy.3,4

In postmenopausal women, aromatase 
inhibitors are more effective than 
tamoxifen in reducing the risk of breast 
cancer recurrence and death.5 Among 
premenopausal women, adding ovarian 
function suppression to tamoxifen or an 
aromatase inhibitor improves disease-
free and overall survival compared with 
tamoxifen alone.6

Although hormone receptor-positive 
breast cancer survival outcomes are better 
with the lower oestrogen levels achieved 
from aromatase inhibitors and/or ovarian 
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suppression, lower oestrogen levels are 
associated with more menopausal side 
effects, including genitourinary symptoms, 
and these side effects might impair quality 
of life and reduce adherence to endocrine 
therapy.7

Vaginal administration of oestrogen is 
very effective for preventing and treating 
urogenital atrophy;8 however, the potential 
for systemic oestrogen absorption and 

stimulation of dormant micrometastases 
means the safety of use in women with 
breast cancer is debated. Because of this, 
initial treatment with non-hormonal 
vaginal lubricants and moisturisers is 
recommended.8,9 In fact, in one study in 
postmenopausal women with no history 
of breast cancer and moderate-to-severe 
genitourinary symptoms, the regular use 
of vaginal moisturiser (Replens; Church 

and Dwight [Australia] Pty Ltd) was just 
as effective as oestradiol 10 mcg tablets in 
reducing the most bothersome symptoms.10

Types of vaginal oestrogens
Table 1 summarises vaginal oestrogen 
formulations available in Australia. 
Patients are often aware of options not 
available in Australia and might source 

Figure 1. Location of action of aromatose inhibitors and selective oestrogen receptor modulators.
Adapted from Whirl-Carrillo M, McDonagh EM, Hebert JM, et al. Pharmacogenomics knowledge for personalized medicine. Clin Pharm Therap 
2012;92(4), with permission from PharmGKB.

CYP19A1, cytochrome P450 family 19 subfamily A member 1; ER, oestrogen receptor; ERE, oestrogen response element; ESR1, oestrogen 
receptor 1; ESR2, oestrogen receptor 2; HSD17B1, 17β-hydroxysteroid dehydrogenase 1; SERMs, selective oestrogen receptor modulators. 
Empty ovals on top of the breast cell are transporter genes.
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a private supply for personal use. Other 
medications that patients might be aware 
of are dehydroepiandrosterone (DHEA) 
and ospemifene. DHEA (also known as 
prasterone) vaginal pessaries are approved 
by the Australian Therapeutics Good 
Administration (TGA), but not yet available 
in Australia. Ospemifene, taken orally, is a 
partial oestrogen agonist (selective oestrogen 
receptor modulator), but is not yet TGA 
approved. For both products, there is evidence 
of efficacy, but the safety in breast cancer 
survivors has not yet been established.11,12

Oestriol or oestradiol
The vaginal oestrogen products available in 
Australia contain either oestradiol or oestriol, 
and both can be used in women with breast 
cancer. Oestriol is a less potent oestrogen 
and cannot be converted to oestradiol.13 
The metabolic clearance of oestriol is more 
rapid14 and systemic absorption lower.15 
These differences give oestriol a theoretical 
advantage over oestradiol for women with 
hormone receptor-positive breast cancer, for 
whom systemic oestrogen concentrations 
should be kept very low. However, there are 
no clinical outcome data to support superior 
safety or efficacy of one type of vaginal 
oestrogen over another in women with breast 
cancer. Oestriol can still act as a systemic 
oestrogen if serum concentrations are 
consistently elevated.16

Systemic absorption from 
vaginal oestrogens
The absorption of vaginal oestrogen varies 
depending on mucosal health and thickness, 
the efficacy of normal vaginal barriers such 
as mucus, contact time, dose frequency 
and location (oestrogens deposited higher 
using an applicator are absorbed more than 
those deposited nearer the introitus).17,18 

When vaginal oestrogens are first prescribed, 
systemic absorption typically rises initially 
and then falls rapidly as the vaginal epithelium 
thickens, which generally occurs over two to 
four weeks, but can take longer for women 
on aromatase inhibitors.19 It can be seen 
from Figure 1 that any systemically absorbed 
oestrogen should be blocked at the site of 
action by tamoxifen, whereas it bypasses 
aromatase conversion and therefore continues 
to act in women on aromatase inhibitors. 
Switching from an aromatase inhibitor to 
tamoxifen should therefore be discussed as a 
risk-mitigation measure for women wishing 
to commence vaginal oestrogens. The switch 
can also improve genitourinary symptoms 
because tamoxifen causes less severe vaginal 
dryness.20 However, switching to tamoxifen 
must be balanced against the superior breast 
cancer recurrence and survival advantages 
provided by aromatase inhibitors.5,6

The dose of oestrogen in most Australian 
vaginal oestrogen preparations is very low. 
For example, 10 mcg oestradiol pessaries 
(Vagifem Low; Novo Nordisk Pharmaceuticals 
Pty Ltd) deliver a typical serum concentration 
of 4.6 pg/mL (the normal postmenopausal 
oestradiol reference range is <10 pg/mL).21 
To put this into perspective, the total systemic 
dose of oestrogen per year when 10 mcg 
oestradiol pessaries are used twice weekly 
is comparable to a single 1-mg oestradiol 
oral tablet.21

Measuring oestrogen concentrations
There is no evidence to support measuring 
serum oestrogen concentrations in routine 
practice to assess systemic absorption of 
vaginal oestrogens. For women on aromatase 
inhibitors, there is no established minimum 
level of circulating oestradiol that has been 
linked to an increased risk of breast cancer 
recurrence.9

Safety of vaginal oestrogens 
in women with breast cancer
To prove vaginal oestrogens are safe in 
women with early-stage breast cancer, a 
large prospective randomised control trial 
with long-term follow-up to assess breast 
cancer recurrences and deaths is required. 
No such trials have been, or likely ever will 
be, conducted.

A meta-analysis on the safety of vaginal 
oestrogens in women on aromatase inhibitors 
for early breast cancer included 11 studies 
(two randomised, nine observational) 
with sample size ranging from seven to 
61 participants.22 Only a small number of 
premenopausal women on ovarian function 
suppression with aromatase inhibitors were 
included. Vaginal preparations containing 
both oestradiol (five studies) and oestriol 
(three studies) were included. The authors 
concluded that vaginal oestrogens had 
no significant effect on oestradiol levels 
compared with baseline, but none of the 
included studies reported breast cancer 
relapse and mortality rates.22

A case-control study from the UK looked 
at the safety of vaginal oestrogens in women 
on endocrine therapy for early-stage breast 
cancer.23 The authors found no increased risk 
of breast cancer recurrence in 259 women on 
tamoxifen using vaginal oestrogens (7% had 
a recurrence) compared with 8478 women 
on tamoxifen without vaginal oestrogens (9% 
had a recurrence).23 Unfortunately, there were 
insufficient women on aromatase inhibitors to 
determine the impact of vaginal oestrogens in 
these women. 

A recent Danish observational cohort 
study reported on 8461 women with early 
breast cancer diagnosed between 1997 and 
2004.24 The majority (63%) were taking 
adjuvant endocrine therapy, 1957 (23%) were 
prescribed vaginal oestrogens (oestradiol 
pessary, oestradiol vaginal ring, oestriol 
pessary, oestriol cream) and 133 (2%) were 
prescribed menopausal hormone therapy 
with or without vaginal oestrogens.24 With a 
median of 9.8 years of follow-up, there was 
no increased risk of breast cancer recurrence 
or mortality with vaginal oestrogens or 
menopausal hormone therapy.24 However, a 
subgroup analysis revealed an increased risk 
of recurrence, but not mortality, in women 
receiving vaginal oestrogens with adjuvant 
aromatase inhibitors (adjusted relative risk 

Table 1. Types and doses of vaginal oestrogens available in Australia

Oestrogen Trade name and formulation Dose

Oestradiol Vagifem® Low pessary (Novo Nordisk 
Pharmaceuticals Pty Ltd)

10 mcg/dose

Oestriol Ovestin cream, 1 mg/g (0.1%)

Ovestin Ovula pessary (Aspen Pharmacare 
Australia  Pty Ltd)

500 mcg/dose

500 mcg/dose
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of recurrence 1.39; 95% confidence interval: 
1.04–1.85).24 This was not seen in the women 
on tamoxifen. The limitations of that study 
are that it was not randomised, the number 
of women on aromatase inhibitors was small 
and these women might have been at higher 
risk of recurrence compared with those 
chosen for tamoxifen, and there are no details 
on the type, dose and duration of use of the 
vaginal oestrogens. Given oestradiol 10 mcg 
tablets replaced the 25 mcg tablets in 2010, 
many of the women in this study will have 
been on higher doses of vaginal oestrogens 
than are typically used today. 

Another cohort study from the UK with 
49,237 females with breast cancer and 
a median duration of follow up of eight 
years reported no evidence of higher breast 
cancer-specific mortality in those who used 
vaginal oestrogen therapy after breast cancer 
diagnosis (n=2551, 5%) compared with 
those who did not, including women taking 
aromatase inhibitors.25 Similarly, a Swedish 
case-control study showed no increase in 
breast cancer-specific mortality in patients 
with breast cancer who used oestrogen 
concurrent with tamoxifen and aromatase 
inhibitors.26 Although reassuring, neither 
study reported on breast cancer recurrences 
and the follow-up times were short to report 
on early breast cancer mortality. 

In summary, the existing evidence is 
reassuring for women on tamoxifen or 
no adjuvant endocrine therapy who are 
considering using vaginal oestrogen. The 
situation for women using aromatase 
inhibitors is less certain and further studies 
are needed to assess safety.

A patient-centred approach to 
decision making
Women with breast cancer who are bothered 
by genitourinary symptoms face a difficult 
decision when considering vaginal oestrogen 
therapy. General practitioners can assist by 
making an assessment including a thorough 
history and offering an examination, 
ensuring that non-hormonal measures are 
in place, helping to quantify the individual 
woman’s risk of breast cancer recurrence 
and discussing the known evidence around 
the use of vaginal oestrogens. This enables 
a shared decision-making process where the 
woman can make a decision that takes into 

account the severity of her symptoms, her 
cancer type and risk of cancer recurrence, 
the type of endocrine therapy she is using 
(if any) and her personal preferences and 
values. For women on aromatase inhibitors, 
including premenopausal women on GnRH 
agonists plus aromatase inhibitors, switching 
to tamoxifen (with or without stopping the 
GnRH agonist) can help. 

For women whose symptoms do not 
respond to non-hormonal remedies, low-dose 
vaginal oestrogens can be considered in 
the form of oestradiol pessaries, oestriol 
pessaries or oestriol cream. The type of 

oestrogen and preparation will depend on 
individual patient and clinician preferences. 
Some women find the tablets easier to use, 
whereas others prefer the cream because it 
can be targeted to areas of most concern. 
Insertion into the lower third of the vagina 
is preferable to maximise response and 
minimise absorption.17,18 Treatment is usually 
commenced with daily use for 14 days, then 
twice weekly use for long-term maintenance. 
Our approach to vaginal oestrogen use in 
women with different types of breast cancer 
and treatments is summarised in Table 2. 
General practitioners treating women on 

Table 2. Summary of prescribing recommendations for vaginal oestrogens3,8,9,27 

Type of breast cancerA Vaginal oestrogen use

Hormone receptor negative • Can be prescribed

Hormone receptor-positive breast cancer 
in women currently taking tamoxifen

• Can be prescribed

Hormone receptor-positive breast cancer 
in premenopausal women currently 
taking GnRH agonist with tamoxifen

• Can be prescribed

(Stopping the GnRH agonist might also improve 
symptoms and can be considered after discussion 
with the woman and her oncology team) 

Hormone receptor-positive breast cancer 
in women currently taking aromatase 
inhibitors

• Oncologist consultation recommended

• Consider switch to tamoxifen 

• If tamoxifen contraindicated, not tolerated or 
not preferred, consider vaginal oestrogens after 
a discussion of the potential risks and benefits 
with each individual woman, in consultation 
with her oncology team. Start with a 12-week 
trial and consider longer-term use if significant 
improvement in symptoms

Hormone receptor-positive breast cancer 
in premenopausal women currently 
taking GnRH agonist with aromatase 
inhibitor

• Oncologist consultation recommended

• Consider switch to tamoxifen+GnRH and, if 
no improvement, stop the GnRH agonist and 
continue tamoxifen alone (after discussing the 
potential risks and benefits with the woman 
and her oncology team)

• If tamoxifen contraindicated, not tolerated or 
not preferred, consider vaginal oestrogens after 
a discussion of the potential risks and benefits 
with each individual woman, in consultation 
with her oncology team. Start with a 12-week 
trial and consider longer-term use if significant 
improvement in symptoms

Hormone receptor-positive breast 
cancer in women who have completed 
or stopped adjuvant endocrine therapy 
(usually 5–10 years after diagnosis )

• Can be prescribed

ARecommendations are similar for women with early- and advanced-stage breast cancers.

GnRH, gonadotropin-releasing hormone.
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aromatase inhibitors are advised to discuss 
proposed vaginal oestrogen therapy with the 
patient and her oncology team.

Conclusion
The initial treatment of women with 
genitourinary symptoms and a history of 
breast cancer should be non-hormonal 
vaginal moisturisers and lubricants. If 
vaginal oestrogen is being considered, an 
individualised discussion is required with 
each woman, balancing the risk of cancer 
recurrence with the efficacy of non-hormonal 
therapies, severity of genitourinary symptoms 
and associated quality of life. 

Key points
• Genitourinary symptoms are common in 

women with breast cancer.
• Initial management should be with 

non-hormonal lubricants and moisturisers.
• Vaginal oestrogens can be offered to 

women with persistent symptoms. 
• An individualised discussion of the 

potential risks and benefits is required.
• Safety is uncertain in women with early 

breast cancer on aromatase inhibitors.

Authors
Belinda E Kiely MBBS, FRACP, PhD, Senior Staff 
Specialist , Department of Medical Oncology, 
Campbelltown Hospital, Sydney, NSW; Senior Staff 
Specialist , Department of Medical Oncology, Concord 
Hospital, Sydney, NSW; Clinical Research Fellow, 
NHMRC Clinical Trials Centre, The University of 
Sydney, Sydney, NSW
Rhea Liang MBChB, BA (Ed), MSurgEd, FRACS, 
FACS, FFSTEd, FRCSEng (Hon), FAcadME, 
Consultant Breast and General Surgeon, Gold Coast 
Hospital, Gold Coast, Qld; Clinical Sub Dean, Bond 
University, Gold Coast, Qld
Christina Jang MBBS, MD, FRACP, Senior Staff 
Specialist, Department of Endocrinology and 
Diabetes, Royal Brisbane and Women’s Hospital, 
Brisbane, Qld; Honorary Senior Lecturer, Faculty of 
Medicine, University of Queensland, Brisbane, QLD
Karen Magraith BMBS FRACGP, General Practitioner, 
Cascade Road General Practice, Hobart, Tas; Clinical 
Senior Lecturer, School of Medicine, University of 
Tasmania, Hobart, Tas; Past President, Australasian 
Menopause Society, Healesville, Vic
Competing interests: BEK declares receiving 
honoraria for lectures from Novartis, Gilead and Eisai, 
meeting registration fee payments from Novartis, 
Pfizer and MSD Oncology; advisory board payments 
from Roche, Novartis and Gilead; travel expenses from 
the Australasian Menopause Society for attendance at 
congress; membership of the Breast Cancer Network 
Australia Strategic Advisory Group (unpaid) and 
Co-chair of the Medical Oncology Group of Australia 
Breast Cancer Group (unpaid). CJ declares being 

a board member of the Australasian Menopause 
Society (voluntary position) and receiving travel 
expenses from the Australasian Menopause Society 
for attendance at congress and board meetings. CJ is 
also on the advisory board for Astellas (unpaid). KM 
is Past President of the Australasian Menopause 
Society (voluntary position). KM has received 
honoraria from the Australasian Menopause Society 
and Jean Hailes for Women’s Health for presentations 
and reimbursement for travel expenses to attend 
Australasian Menopause Society Board meetings 
and conferences. KM also received an honorarium 
for a presentation for Mylan in 2019 and payment for 
writing from Australian Doctor (2021). RL reports no 
competing interests.
Funding: None.
Provenance and peer review: Not commissioned, 
externally peer reviewed.
Correspondence to: 
karens.magraith@bigpond.com

References
1. Mazzarello S, Hutton B, Ibrahim MFK, et al. 

Management of urogenital atrophy in breast cancer 
patients: A systematic review of available evidence 
from randomized trials. Breast Cancer Res Treat 
2015;152(1):1–8. doi: 10.1007/s10549-015-3434-z.

2. Lester J, Pahouja G, Andersen B, Lustberg M. 
Atrophic vaginitis in breast cancer survivors: 
A difficult survivorship issue. J Pers Med 
2015;5(2):50–66. doi: 10.3390/jpm5020050.

3. Cancer Australia. Guidance for the management 
of early breast cancer: Recommendations and 
practice points. Cancer Australia, 2020. Available 
at www.canceraustralia.gov.au/publications-
and-resources/cancer-australia-publications/
guidance-management-early-breast-cancer-
recommendations-and-practice-points [Accessed 
4 April 2024].

4. Smith IE, Dowsett M. Aromatase inhibitors in breast 
cancer. N Engl J Med 2003;348(24):2431–42. 
doi: 10.1056/NEJMra023246.

5. Early Breast Cancer Trialists’ Collaborative 
Group (EBCTCG). Aromatase inhibitors versus 
tamoxifen in early breast cancer: Patient-level 
meta-analysis of the randomised trials. Lancet 
2015;386(10001):1341–52. doi: 10.1016/S0140-
6736(15)61074-1.

6. Francis PA, Pagani O, Fleming GF, et al. Tailoring 
adjuvant endocrine therapy for premenopausal 
breast cancer. N Engl J Med 2018;379(2):122–37. 
doi: 10.1056/NEJMoa1803164.

7. Yussof I, Mohd Tahir NA, Hatah E, 
Mohamed Shah N. Factors influencing five-
year adherence to adjuvant endocrine therapy 
in breast cancer patients: A systematic 
review. Breast 2022;62:22–35. doi: 10.1016/j.
breast.2022.01.012.

8. “The 2022 Hormone Therapy Position Statement 
of The North American Menopause Society” 
Advisory Panel. The 2022 hormone therapy position 
statement of The North American Menopause 
Society. Menopause 2022;29(7):767–94. 
doi: 10.1097/GME.0000000000002028.

9. Faubion SS, Larkin LC, Stuenkel CA, et al. 
Management of genitourinary syndrome of 
menopause in women with or at high risk for 
breast cancer: Consensus recommendations from 
The North American Menopause Society and The 
International Society for the Study of Women’s 
Sexual Health. Menopause 2018;25(6):596–608. 
doi: 10.1097/GME.0000000000001121

10. Mitchell CM, Reed SD, Diem S, et al. Efficacy 
of vaginal estradiol or vaginal moisturizer vs 
placebo for treating postmenopausal vulvovaginal 

symptoms: A randomized clinical trial. JAMA 
Intern Med 2018;178(5):681–90. doi: 10.1001/
jamainternmed.2018.0116.

11. Reid RL, Black D, Derzko C, Portman D. 
Ospemifene: A novel oral therapy for vulvovaginal 
atrophy of menopause. J Obstet Gynaecol Can 
2020;42(3):301–03. doi: 10.1016/j.jogc.2019.10.039.

12. Barton DL, Sloan JA, Shuster LT, et al. Evaluating 
the efficacy of vaginal dehydroepiandosterone 
for vaginal symptoms in postmenopausal cancer 
survivors: NCCTG N10C1 (Alliance). Support Care 
Cancer 2018;26(2):643–50. doi: 10.1007/s00520-
017-3878-2.

13. Pfeiler G, Glatz C, Königsberg R, et al. 
Vaginal estriol to overcome side-effects 
of aromatase inhibitors in breast cancer 
patients. Climacteric 2011;14(3):339–44. 
doi: 10.3109/13697137.2010.529967.

14. Al-Baghdadi O, Ewies AA. Topical 
estrogen therapy in the management of 
postmenopausal vaginal atrophy: An up-to-
date overview. Climacteric 2009;12(2):91–105. 
doi: 10.1080/13697130802585576.

15. Cardozo L, Bachmann G, McClish D, Fonda D, 
Birgerson L. Meta-analysis of estrogen therapy 
in the management of urogenital atrophy 
in postmenopausal women: Second report 
of the Hormones and Urogenital Therapy 
Committee. Obstet Gynecol 1998;92(4 Pt 2 
Supplement):722–27. doi: 10.1097/00006250-
199810001-00045.

16. Lubián López DM. Management of genitourinary 
syndrome of menopause in breast cancer survivors: 
An update. World J Clin Oncol 2022;13(2):71–100. 
doi: 10.5306/wjco.v13.i2.71.

17. Santen RJ, Mirkin S, Bernick B, Constantine GD. 
Systemic estradiol levels with low-dose vaginal 
estrogens. Menopause 2020;27(3):361–70. 
doi: 10.1097/GME.0000000000001463.

18. Cicinelli E, De Ziegler D, Morgese S, Bulletti C, 
Luisi D, Schonauer LM. ‘First uterine pass 
effect’ is observed when estradiol is placed 
in the upper but not lower third of the vagina. 
Fertil Steril 2004;81(5):1414–16. doi: 10.1016/j.
fertnstert.2003.12.016.

19. Krause M, Wheeler TL 2nd, Richter HE, Snyder TE. 
Systemic effects of vaginally administered 
estrogen therapy: A review. Female Pelvic Med 
Reconstr Surg 2010;16(3):188–95. doi: 10.1097/
SPV.0b013e3181d7e86e.

20. Baumgart J, Nilsson K, Evers AS, Kallak TK, 
Poromaa IS. Sexual dysfunction in women on 
adjuvant endocrine therapy after breast cancer. 
Menopause 2013;20(2):162–68. doi: 10.1097/
GME.0b013e31826560da.

21. Laing AJ, Newson L, Simon JA. Individual 
benefits and risks of intravaginal estrogen and 
systemic testosterone in the management of 
women in the menopause, with a discussion of 
any associated risks for cancer development. 
Cancer J 2022;28(3):196–203. doi: 10.1097/
PPO.0000000000000598.

22. Pavlović RT, Janković SM, Milovanović JR, et al. The 
safety of local hormonal treatment for vulvovaginal 
atrophy in women with estrogen receptor-positive 
breast cancer who are on adjuvant aromatase 
inhibitor therapy: Meta-analysis. Clin Breast 
Cancer 2019;19(6):e731–40. doi: 10.1016/j.
clbc.2019.07.007.

23. Le Ray I, Dell’Aniello S, Bonnetain F, Azoulay L, 
Suissa S. Local estrogen therapy and risk of 
breast cancer recurrence among hormone-treated 
patients: A nested case-control study. Breast 
Cancer Res Treat 2012;135(2):603–09. doi: 10.1007/
s10549-012-2198-y.

https://doi.org/10.1007/s10549-015-3434-z
https://doi.org/10.3390/jpm5020050
https://doi.org/10.1016/S0140-6736(15)61074-1
https://doi.org/10.1016/S0140-6736(15)61074-1
https://doi.org/10.1056/NEJMoa1803164
https://doi.org/10.1016/j.breast.2022.01.012
https://doi.org/10.1016/j.breast.2022.01.012
https://doi.org/10.1097/GME.0000000000001121
https://doi.org/10.1001/jamainternmed.2018.0116
https://doi.org/10.1001/jamainternmed.2018.0116
https://doi.org/10.3109/13697137.2010.529967
https://doi.org/10.1080/13697130802585576
https://doi.org/10.1097/00006250-199810001-00045
https://doi.org/10.1097/00006250-199810001-00045
https://doi.org/10.5306/wjco.v13.i2.71
https://doi.org/10.1097/GME.0000000000001463
https://doi.org/10.1016/j.fertnstert.2003.12.016
https://doi.org/10.1016/j.fertnstert.2003.12.016
https://doi.org/10.1097/SPV.0b013e3181d7e86e
https://doi.org/10.1097/SPV.0b013e3181d7e86e
https://doi.org/10.1097/GME.0b013e31826560da
https://doi.org/10.1097/GME.0b013e31826560da
https://doi.org/10.1097/PPO.0000000000000598
https://doi.org/10.1097/PPO.0000000000000598
https://doi.org/10.1016/j.clbc.2019.07.007
https://doi.org/10.1016/j.clbc.2019.07.007
https://doi.org/10.1007/s10549-012-2198-y
https://doi.org/10.1007/s10549-012-2198-y


Safety of vaginal oestrogens for genitourinary symptoms in women with breast cancerClinical

310   Reprinted from AJGP Vol. 53, No. 5, May 2024 © The Royal Australian College of General Practitioners 2024

24. Cold S, Cold F, Jensen MB, Cronin-Fenton D, 
Christiansen P, Ejlertsen B. Systemic or vaginal 
hormone therapy after early breast cancer: 
A Danish observational cohort study. J Natl 
Cancer Inst 2022;114(10):1347–54. doi: 10.1093/
jnci/djac112.

25. McVicker L, Labeit AM, Coupland CAC, et al. 
Vaginal estrogen therapy use and survival 
in females with breast cancer. JAMA Oncol 
2023:e234508. doi: 10.1001/jamaoncol.2023.4508. 
Epub ahead of print.

26. Sund M, Garmo H, Andersson A, Margolin S, 
Ahlgren J, Valachis A. Estrogen therapy after breast 
cancer diagnosis and breast cancer mortality risk. 
Breast Cancer Res Treat 2023;198(2):361–68. 
doi: 10.1007/s10549-023-06871-w.

27. Lambertini M, Arecco L, Woodard TL, Messelt A, 
Rojas KE. Advances in the management of 
menopausal symptoms, fertility preservation, and 
bone health for women with breast cancer on 
endocrine therapy. Am Soc Clin Oncol Educ Book 
2023;43:e390442. doi: 10.1200/EDBK_390442. correspondence ajgp@racgp.org.au

https://doi.org/10.1093/jnci/djac112
https://doi.org/10.1093/jnci/djac112

