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Premature ovarian insufficiency, defined as loss of
ovarian function before the age of 40 years, is associated
with significant adverse psychological and physical impacts.
It presents a diagnostic and management challenge
requiring comprehensive evaluation, personalised hormone
therapy, psychological support and ongoing follow up for
affected women.

remature ovarian insufficiency (POI) is defined as the loss
of ovarian function before the age of 40 years and is char-
acterised by menstrual disturbance (amenorrhoea or oli-
gomenorrhoea), elevated follicle stimulating hormone
(FSH) level and low oestrogen level.'! POI is more common than
previously thought, with a global overall prevalence of 3.5%." It is
associated with significant physical and psychological impacts as
well as decreased survival if untreated, mainly due to cardiovascular
disease (CVD) (Figure 1).! Early menopause refers to menopause
occurring between the ages of 40 and 45 years, and has a reported
prevalence of 12.2%.! It is also associated with an increased risk of
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¢ The diagnosis of premature ovarian insufficiency (POI) should
be considered in any women aged younger than 40 years
presenting with oligomenorrhoea or amenorrhoea, infertility

or oestrogen-deficiency symptoms.

Diagnostic criteria for POl are oligomenorrhoea or amenorrhoea for
at least four months in a woman aged younger than 40 years plus
one elevated follicle stimulating hormone (FSH) level of more than
25 IU/L. A repeat FSH level or measurement of anti-Miillerian
hormone level is not required unless the diagnosis is uncertain.
POI may be secondary to medical treatments or may occur
spontaneously. Evaluation for a genetic or autoimmune cause
of spontaneous POl is important but most cases are idiopathic.
POl is associated with an increased risk of multimorbidity,

such as osteoporosis and cardiovascular disease, infertility and
decreased survival. Comorbidity screening and appropriate
management are needed at diagnosis and throughout life.
Personalised hormone therapy is the mainstay of treatment

and should be initiated promptly and continued until at least the
usual age of menopause to minimise risk of long-term sequelae.
Oocyte or embryo donation is the most reliable method of
achieving pregnancy. There are currently no interventions that
can reliably restore fertility.
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Figure 1. Consequences of premature ovarian insufficiency (POI).

POl is associated with oestrogen-deficiency symptoms, infertility,
psychological distress and increased risk of chronic disease. POI
secondary to bilateral oophorectomy is associated with greater risk of
cardiovascular disease (CVD), hypertension and dyslipidaemia compared
with spontaneous POI. Life expectancy is decreased in women with
untreated POI, mainly due to CVD. Hormone therapy until the usual age
of menopause decreases these risks.

multimorbidity, although the risk ratios are higher the younger the
women at menopause. Women with early menopause or POI
require hormone therapy until the usual age of menopause as the
mainstay of treatment.

POl is associated with a delayed diagnosis, dissatisfaction with
the diagnostic process, variation in care received and suboptimal
care. The 2024 POI guideline was developed to provide guidance
on the diagnosis and management of POI, involving a partnership
between the European Society for Human Embryology and Repro-
duction, American Society for Reproductive Medicine (ASRM),
Monash University Centre for Research Excellence-Women’s Health
in Reproductive Life (CRE-WHIiRL) and the International Meno-
pause Society (IMS), with an international expert guideline devel-
opment group. The guideline contains 40 key questions with 145
recommendations based on the best available evidence from research
or clinical consensus and forms the basis for this article.!

Diagnosis

The clinical presentation of POI varies; however, POI should be
considered in women younger than 40 years of age with a presentation
of four months or more of menstrual disturbance. Secondary amen-
orrhoea is most common, although primary amenorrhoea may
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1. Risk factors for premature ovarian insufficiency (POI)

Positive family history of POI

Genetic abnormalities (e.g. fragile X pre-mutation, Turner syndrome)

Autoimmune conditions (e.g. rheumatoid arthritis, polyglandular
autoimmune syndrome, Addison’s disease, inflammatory bowel
disease, systemic lupus erythematosus)

Medical interventions (e.g. chemotherapy, pelvic surgery or pelvic
field radiotherapy)

Cigarette smoking

Low body mass index

Ethnicity (lower prevalence in women with Asian ethnicity)

The risk of POl may also vary according to: reproductive factors (earlier
menarche or short menstrual cycle length), early life and social factors
(lower education or socioeconomic status, living in a developing
country), and exposure to environmental toxins; but whether or not
these have a direct association with POl is unclear.

occur. Symptoms of oestrogen deficiency may or may not be present
and are usually absent in women with primary amenorrhoea. Women
may also present with primary or secondary infertility. Risk factors
for POI include a positive family history, having a known genetic
cause of POI or an autoimmune condition, cigarette smoking and
medical interventions, such as chemotherapy, pelvic surgery or
radiotherapy (Box 1). Symptoms and signs associated with an under-
lying cause of POI (e.g. Turner syndrome, autoimmune disease or
cancer) may also be present. Diagnosis is often delayed because the
patient or clinician may not consider POI as a potential cause.
Guideline recommendation: Healthcare professionals should consider
and exclude the diagnosis of POI in women aged less than 40 years
who have amenorrhoea/irregular menstrual cycles or oestrogen-
deficiency symptoms.’

Ifa woman presents with at least four months of oligomenorrhoea
or amenorrhoea and POI is suspected, it can be diagnosed if the
FSH level is elevated (>25 IU/L) (Figure 2). A second elevated FSH
level is no longer needed to confirm the diagnosis, as recommended
in previous guidelines, as this may contribute to a delayed diagnosis.
IfaPOI diagnosis remains unclear after the initial FSH measurement,
the FSH measurement should be repeated after four to six weeks or
anti-Miillerian hormone (AMH) testing can be considered; however,
AMH testing is not recommended as the primary diagnostic test
for POL. Specialist referral may be helpful in this scenario. FSH or
AMH testing is not required in women who have bilateral oopho-
rectomy before the age of 40 years because they automatically have
a diagnosis of POL
Guideline recommendation: Healthcare professionals should diagnose
POI based on the presence of spontaneous amenorrhoea or irregular
menstrual cycles and biochemical confirmation.!

Once a diagnosis of POl is confirmed, the next step is to identify
the cause of POI (Figure 2); specialist referral may be needed. The
cause of POI may be iatrogenic or non-iatrogenic (Box 2).
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Women who have had a bilateral oophorectomy before the age of
40 years have a diagnosis of POl and additional diagnostic testing
is unnecessary

Menstrual disturbance (amenorrhoea or oligomenorrhoea) for
at least 4 months with or without symptoms of oestrogen
deficiency

Exclude pregnancy

Measure FSH level

- FSH testing for the diagnosis of POl does not have to be timed to
a specific day of the menstrual cycle

-some hormonal therapy (e.g. combined oral contraceptive) can
potentially lower FSH levels and may need to be ceased before a
diagnosis of POI can be confirmed

If FSH level >25 |U/L + oligomenorrhoea or amenorrhoea for at least

4 months = diagnosis of POI

Diagnosis of POl is not based on oestradiol levels; however, a low

oestradiol level indicates hypoestrogenism, and combined with an

elevated FSH level, provides additional confirmation of the diagnosis

Previous chemotherapy, pelvic field radiotherapy, pelvic or ovarian
surgery = diagnosis of iatrogenic POI

If not iatrogenic POI, perform genetic testing after counselling and
informed consent:

- karyotype

- FMR1 premutation (fragile X) testing

- other genetic testing if available

A positive genetic test = diagnosis of genetic POI

- refer for genetic counselling (including relatives)

Deliver the diagnosis in a compassionate and sensitive manner,
as a diagnosis of POI can be distressing for patients
Provide personalised and evidence-based information

Use of hormonal therapy (including oral, injectable or long-acting
contraceptives) may conceal or cause amenorrhoea or irregular
menstrual cycles, and potentially lower FSH levels. Some hormonal
therapy (e.g. oral combined contraceptives) may need to be ceased
before a diagnosis of POI can be confirmed

Signs and symptoms of potential causes of POI, such as Turner
syndrome or autoimmune disease

\

2. Confirm the diagnosis with investigations

Pelvic ultrasound scan may show small ovarian volume and/or a

low antral follicle count (the number of follicles measuring 2-10 mm)

but this is not required to make the diagnosis of POI

If POl is not confirmed on the first FSH measurement:

- repeat FSH measurement in 4 to 6 weeks if there is
diagnostic uncertainty

- AMH testing may be useful to confirm POI diagnosis if FSH results
are inconclusive, but AMH results need to be interpreted within the
clinical context

- consider specialist referral

o

If genetic test is normal, then test for autoimmune disease:
-adrenal antibodies (21 hydroxylase antibodies most specific)
- TSH screening
- additional autoantibodies depending on clinical presentation
- ovarian antibody tests are not needed as nonspecific
¢ A positive autoantibody test = diagnosis of autoimmune POI

- refer for specialist management as needed
 |f cause for POI not identified = diagnosis of idiopathic POI

\

4. Convey the diagnosis

* Practice shared decision-making
* Refer patient to an appropriate support group

Figure 2. Diagnostic steps for POI.

Abbreviations: AMH = anti-Millerian hormone; FSH = follicle-stimulating hormone; POl = premature ovarian insufficiency; TSH = thyroid stimulating hormone.
Adapted with permission from European Society of Human Reproduction and Embryology (ESHRE). Premature Ovarian Insufficiency. Healthcare professional toolkit based on the ESHRE Guideline
on Premature Ovarian, 2024. Available online at:https://www.eshre.eu/Guidelines-and-Legal/Guidelines/Premature-ovarian-insufficiency.

The risk of iatrogenic POI depends on several factors, including
the patient’s age, type and dose of chemotherapy, and dose and
field of radiotherapy. In cases of non-iatrogenic POI, a genetic
cause is identified in 7 to 35% of patients and includes chromosomal
anomalies and specific gene variants. More than 100 genes have
been implicated in causing sporadic or syndromic POL>* These
genes are involved in: DNA and meiosis repair; metabolism and

mitochondrial functions; ovarian and follicle growth and devel-
opment; coding for hormone receptors; oocyte growth factors;
immune function; and RNA metabolism and translation such as
FMRI. However, only karyotype and FMRI (fragile X) premutation
testing are currently routinely available in Australia. Autoimmune
disorders, such as Addison’s disease, autoimmune thyroid disease
and rheumatoid arthritis, are more frequent in women with
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FEATURE PREMATURE OVARIAN INSUFFICIENCY

CONTINUED

2. Causes of premature ovarian insufficiency

Non-iatrogenic causes

Genetic abnormalities

¢ Chromosomal abnormalities (e.g. Turner syndrome)

¢ Specific gene variants (>100 genes - e.g. FMR1, BMP 15, FSHR,
FOXL2, MCM8, MCM9, NOBOX, NR5A1, STAG3, AIRE, GDF9 - have
been identified)®

Autoimmune disorders

¢ Thyroid disease, autoimmune adrenal disease, systemic lupus
erythematosus, rheumatoid arthritis, immune thrombocytopenic
purpura, autoimmune haemolytic anaemia, pernicious anaemia,
vitiligo, alopecia areata, inflammatory bowel diseases, primary
biliary cirrhosis, multiple sclerosis, myasthenia gravis and
autoimmune polyglandular syndrome type 1 (AIRE gene)

Metabolic disorders
¢ Galactosemia (associated with GALT gene mutation)

Infections
¢ Mumps oophoritis, HIV infection

Toxins

¢ Endocrine disrupting chemicals including heavy metals (thallium,
cadmium and arsenic), pesticides (including pyrethroids, DDT and
its metabolites), plasticisers and polycyclic aromatic hydrocarbons

latrogenic causes
¢ Chemotherapy, pelvic field radiotherapy, ovarian or pelvic surgery
(e.g. bilateral oophorectomy)

POI than in the general population, and non-iatrogenic POI is
more frequent in women with certain autoimmune disorders.
However, most women with non-iatrogenic POI do not have an
identified cause for POI and the term idiopathic POI is applied.

3. Useful online resources on premature ovarian
insufficiency (POI) for clinicians and consumers

* The full version of the POI guideline, POl guideline summary
published in Human Reproduction Open,* and a health professional
toolkit is available at:
https://www.eshre.eu/Guidelines-and-Legal/Guidelines/
Premature-ovarian-insufficiency

¢ A POl symposium presented at the 19th World Congress on
Menopause in Melbourne in October 2024 is available at:
https://www.imsociety.org/education/updated-eshre-premature-
ovarian-insufficiency-clinical-guideline/?v=8bcc25c96aa5

* A consumer version of the POI guideline is available at:
https://www.eshre.eu/Guidelines-and-Legal/Guidelines/
Premature-ovarian-insufficiency

¢ Other consumer resources are shown in Figure 3 and are available at:
https://mchri.org.au/guidelines-resources/community/ask-early-
menopause-resources/

POI support group. More information is available at:
https://www.daisynetwork.org/
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Figure 3. Codesigned consumer resources by women with premature
ovarian insufficiency (POI). These resources support the recommendations
in the 2024 guideline on POI.

What is POI? Available at: https://mchri.org.au/wp-content/uploads/2024/12/what-is-poi.pdf.
I have been diagnosed with POl - What now? Available at: https://mchri.org.au/wp-
content/uploads/2024/12/I-have-been-diagnosed-with-POl.pdf.

The Ask Early Menopause app contains women'’s stories, information based on the POI
guideline, fact sheets, a personalised dashboard, symptom tracker and links to other
resources. Available at: www.askearlymenopause.org.

This may change over time with increasing availability of specific
genetic testing.

A diagnosis of POI can be distressing and women may experience
a range of emotions. Factors that can lessen the negative impact of
POI on quality oflife include social support (family, friends and peer
to peer) and counselling. Compassionate clinicians, prompt and
sensitive revelation of the diagnosis, individualised care, timely pro-
vision of information, sufficient time to answer questions and continuity
of care are also necessary.* The implications for relatives should also
be considered including referral for fertility preservation. Codesigned
consumer information sheets and the app ASK Early Menopause
based on the POI guideline are available to inform women and support
self-management (Figure 3 and Box 3).

Management

Once a diagnosis of POI is made, comprehensive evaluation

is required to screen for and address:

« oestrogen-deficiency symptoms

« psychological health

« sexual function

« risks of long-term consequences of PO, such as osteoporosis
and CVD

« appropriate hormone therapy options

« fertility concerns

« underlying causes of POI, such as Turner syndrome,
autoimmune disease or cancer.

Because of the complexity of the issues associated with POI and
the need for lifelong monitoring and holistic care, shared care
between the GP, multidisciplinary specialists and allied health is
usually required.
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MANAGEMENT ALGORITHM FOR PREMATURE OVARIAN INSUFFICIENCY (POI)

¢ Cause of POI

* Symptoms

¢ Sexual function

* Osteoporosis risk factors

* Psychological risk factors

* Fertility

* Pre-existing medical condition*
* BP, weight, height

Renal function
Liver function

Bone: bone density, vitamin D levels

CVD: fasting lipid profile, fasting plasma glucose or

¢ CVD risk factors HbA 1.

\J Y Y \2 \2 Y
Lifestyle management Psychological health Fertility Bone health Sexual function Genitourinary
Advise patients to: * Refer for counselling * Refertoa and CVD Biopsychosocial symptoms :
¢ cease smoking ¢ Refer to a psychologist/ specialist * Manage approach Prescribe: .
* exercise regularly psychiatrist risk factors e Treat GSM ¢ vaginal
¢ maintain healthy ¢ Refer to a support group * Promote * Provide oestrogen

weight Y adherence counselling * non-
. cpnsume a healthy Systemic HT to HT e Consider horrponal
diet o Biseuss beneiie ans figk transdermal Iubl.'lcar?ts/
¢ have adequate « Individualise according to patient testosterone moisturisers
calcium and vitamin D n X p if patient has ¢ physical
—— preference and comorbidities HSDD therapies
« reduce alcohol intake *
Is systemic HT contraindicated?
Nonhormonal treatments for VMS* (e.g. patient has an oestrogen- Refertoa
* Cognitive behaviour therapy dependent cancer) specialist if bone
¢ Hypnosis loss/fracture or
¢ Selective serotonin reuptake r‘j CVD
inhibitors
¢ Serotonin norepinephrine < Yes No

reuptake inhibitors
Gabapentin/pregabalin
Clonidine

Oxybutynin
Fezolinetant

\/

Has the patient had a hysterectomy? ——3» Yes —» Oestrogen-only HT

\

No

\

Is contraception required?

\/

v

Insufficient evidence to

complementary medicines

i No i ¢ Yes ¢
Continuous Sequential Continuous COC 52mg LNG IUS +
combined HT combined HT oestradiol recommend herbal or
| | (transdermal or oral)
| |

v

Monitoring

* Continue HT until the age of natural menopause
(unless contraindicated)
* Support adherence to HT
* Annual clinical review to assess HT, CVD and bone health
* Mammogram as per national recommendations

Bone density testing every one to five years depending on risk
Measurement of lipid and TSH levels and diabetes screen, as
indicated by risk
No specific recommendation regarding repeating antibody testing
if initially negative

Abbreviations: BP = blood pressure; COC = combined oral contraceptive; CVD = cardiovascular disease; GSM = genitourinary symptoms of menopause; HbA1c = glycated haemoglobin;
HSDD = hypoactive sexual desire disorder; HT = hormone therapy; LNG IUS = levonorgestrel intrauterine system; VMS = vasomotor symptoms.

*1n women with pre-exisiting medical conditions, some HT options may be contraindicated or not recommended.

* Evidence for older women only.

Adapted from Panay N, et al. Evidence-based guideline: premature ovarian insufficiency. Hum Reprod Open 2024; 2024(4): hoae065.*
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Table. Options for hormone therapy for women with premature ovarian insufficiency (POI)

Type of hormone therapy Sequential combined hormone therapy* Continuous combined hormone therapy
Low or standard doses | Minimum dose Low or standard doses Minimum dose
recommended for women recommended for women
with POI with POI
Oestradiol

Patch (transdermal) 25-50mcg/day

75-100mcg/day

25-50mcg/day 75-100mcg/day

Gel sachet (transdermal) 0.5-1.0mg/day

1.5-2.0mg/day

0.5-1.0mg/day 1.5-2.0mg/day

Gel pump (1 metered dose/pump
actuation = 0.75mg)

1-2 pumps/day

3-4 pumps/day

1-2 pumps/day 3-4 pumps/day

Oral 1.0-2.0mg/day 2.0mg/day 1.0-2.0mg/day 2.0mg/day

Progestogen

Micronised progesterone (oral) 200mg/day 2200mg/day 100mg/day 2200mg/day
(e.g. 300-400mg/day)

Dydrogesterone (oral) 10 mg/day 20mg/day 5.0mg/day 10mg/day

Medroxyprogesterone acetate (oral) | 5.0mg/day 10mg/day 2.5mg/day >5.0mg/day

Norethisterone acetate (oral) 2.5-5.0mg/day 2.5-10mg/day 1.25-2.5mg/day 2.5-5.0mg/day

Levonorgestrel-releasing
intrauterine system

52mg levonorgestrel-releasing intrauterine system

Oestradiol and progestogen fixed dose combined preparations

Estradiol/micronised progesterone -
(oral)

. 1.0/100mg/day 2.0-4.0/200-400 mg/day

Estradiol/norethisterone acetate
(transdermal)

50/140-250mcg/day

75-100/250-500mcg/day

50/140-250mcg/day 75-100/250-500mcg/day

Estradiol/dydrogesterone (oral) 1.0-2.0/10 mg/day

2.0-4.0/10-20 mg/day

1.0-2.0/5.0-10mg/day | 2.0-4.0/10-20mg/day

Estradiol/norethisterone acetate
(oral)

1.0-2.0/1.0mg/day

2.0-4.0/1.0-2.0mg/day

1.0-2.0/0.5-1.0mg/day | 2.0-4.0/1.0-2.0mg/day

* Sequential combined hormone therapy requires 10 to 14 days of progestogen per month.
Adapted from Panay N, et al. Climacteric 2020; 23: 426-446.°

Hormone therapy
Hormone therapy is the cornerstone of treatment for women with
POI and is recommended for all women with POI to reduce the risk
of morbidity and mortality, even if no oestrogen-deficiency symptoms
(e.g. hot flushes) are present (Flowchart). Hormone therapy preserves
bone and cardiovascular health and cognitive function, and increases
life expectancy.' It also improves sexual function, treats symptoms
of oestrogen deficiency and can induce puberty. Delayed initiation
and nonadherence are associated with bone loss and increased risk
of CVD. Shared decision-making is recommended when prescribing
each component of hormone therapy with consideration of patient
preference, contraceptive needs and presence of comorbidities.
When prescribing hormone therapy for women with POI, the
general principles used for prescribing hormone therapy for

20 EndocrinologyToday MAY 2025, VOLUME 14, NUMBER 2

menopausal women aged older than 40 years still apply (e.g. combined
oestrogen and progestogen therapy is required if the uterus is present).
However, higher doses of oestrogen are needed compared with usual
menopause to maintain bone density. At least 2mg oral estradiol
daily or 100mcg transdermal patch or equivalent should be pre-
scribed. Ifa higher oestrogen dose is used then a higher progestogen
dose is recommended to avoid endometrial hyperplasia, although
evidence specific to POl is limited (Table).

The usual contraindications to hormone therapy (such as
oestrogen-positive breast cancer) also apply and specialist referral
may be needed in complex cases (e.g. history of migraine with aura,
POI following bilateral oophorectomy to reduce the risk of cancer
if BRCA gene-positive or specific gynaecological cancers).
Nonhormonal therapies for managing vasomotor symptoms may
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be considered if hormone therapy is contraindicated;' however, these
alternative therapies may not offer bone and cardiovascular protection
and other primary prevention advantages. Individuals requiring
pubertal induction should be referred to a specialist. The combined
oral contraceptive should not be used for pubertal induction.
Guideline recommendation: Hormone therapy is recommended for
women with POl until at least the usual age of menopause for primary
prevention to reduce the risk of morbidity and mortality, whether or
not there are oestrogen-deficiency symptoms.!

Contraception

Women with spontaneous POI have a 5% lifetime chance of natural
pregnancy, usually within the first few years postdiagnosis.' Hormone
replacement therapy is not a contraceptive and oestradiol combined
with the 52 mg levonorgestrel-releasing intrauterine system or the
combined oral contraceptive (COC) should be considered if contra-
ception is required. If the COCis used, then a continuous or extended
regimen is recommended to provide continuous oestrogen therapy
and avoid bone loss. It is uncertain whether the oestrogen doses in
the 1.5mg estradiol or 20 mcg ethinyl estradiol COC are adequate
to maintain bone health in women with POI because studies have
mainly involved 2mg estradiol hormone therapy preparations or
the 30 mcg ethinyl estradiol COC.

Psychological health

Women with POI report lower psychological wellbeing, lower quality
of life, negative body image and lower self-esteem, with increased
anxiety and depression, compared with women in the general
population. Multiple factors may contribute to this including age at
diagnosis, cause of POI, comorbidities especially infertility, patient
experience and degree of social support. Psychological health
screening and support should be offered to all women with POL.
Guideline recommendation: Personalised care, including psychological
support, should be accessible to women with POL!

Fertility

Infertility is a major cause of psychological distress and impaired quality
of life in women with POL Women who wish to conceive should be
advised that oocyte or embryo donation is the best treatment and a
referral to an infertility specialist is recommended for these women.
Guideline recommendation: Women with POI should be informed
that there are no interventions that have been reliably shown to increase
ovarian activity and natural conception rates.!

Monitoring
Regular review, at least annually, is recommended addressing
psychological health, symptoms, sexual health, individualised chronic
disease risk, adherence to therapy and any specific issues associated
with the cause of POI (Figure 2).

Lifestyle behaviours to promote musculoskeletal health are
recommended for women with POI, same as for women with usual
age of menopause, such as adequate calcium and vitamin D intakes,

weight-bearing and resistance exercise, and cessation of smoking.
Bone densitometry is recommended at the time of diagnosis and
should be repeated every one to three years if osteoporosis risk factors
or low bone density (Z-score <2.0) are present at diagnosis. If bone
density is normal at the time of diagnosis and hormone therapy
adhered to, then bone densitometry can be repeated at five years.
Specialist referral may be needed if a fragility fracture or a decrease
in bone density occurs despite adequate oestrogen therapy.

The frequency of measurement of fasting lipid levels and diabetes
screening after the initial screening at the time of diagnosis should
be based on the presence of hyperlipidaemia, hyperglycaemia, other
cardiometabolic risk factors (e.g. obesity) or global cardiovascular
risk. Specialist referral may be considered if there is evidence of
accelerated CVD risk requiring further investigations for risk strat-
ification and appropriate hormone therapy in this setting.

Osteoporosis risk calculators, such as Fracture Risk Assessment

Tool, and CVD risk calculators are not validated for women aged
younger than 40 years.
Guideline recommendation: When women with POI reach the age
at which usual menopause occurs, healthcare professionals should
consider the need for continued hormone therapy based on a person-
alised risk-benefit assessment and current evidence.!

Conclusion

POI, defined asloss of ovarian function before the age of 40 years, has
significant psychological and physical impacts including an increased
risk of multimorbidity. The 2024 updated POI guideline highlights
the importance of considering POI in any woman presenting with
oligomenorrhoea or amenorrhoea to facilitate a prompt diagnosis
delivered in a sensitive manner. Once diagnosed, a comprehensive
assessment should follow, with initiation of personalised hormone
therapy, recommended until at least the usual age of menopause, and
ongoing monitoring. Providing information supports self-management
and improves quality of life, and codesigned resources are available
for both consumers and healthcare professionals. ET
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