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Gail Sheehy in the Silent Passage called menopause the calm after the storm. This book is about the storm itself. Much is known about the menopause, its symptoms and effects on women's lives but very litle has been mentioned so far on the decade leading up to the menopause during which time ovulation decreases and ostrogen levels are destablising. Every women experiences it yet it is one of the least understood, most misdiagnosed and most confounding stages in a women's life. Could it be. . . . . Perimenopause? outlines the symptoms - both psychological and physical - which are a direct result of this hormone imbalance and shows how best to combat them. It gives you the facts you need to make clear choices about medicinal and natural therapies and it teaches you about following a healthy lifestyle -such as diet, nutrition, excerise and vitamins - that you can start today and that will bring about far-reaching ramifications for your future overall health. Could it be. . . . . Perimenopause? is essential reading for all women.
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FOREWORD

At one time menopause was a hated word — it described the person as “beginning to be old”. Now, instead, it describes the beginning of the second half of an experienced and settled woman’s life. Perimenopause is still a frightening word to many women, some of whom are just ending their thirties and often just contemplating their life’s goals.

This book explains that perimenopause is only a poorly chosen word for a transitional hormonal stage that may be temporary and may occur many years before true menopause. In fact, a recent scientific study showed that the range of normal for the duration of perimenopause varies from four to fifteen years!

Until now, this era in the female life cycle has not been well understood and in fact has been ignored both in the literature and in clinical practice despite the severe impact on a patient’s quality of life. Today’s perimenopausal woman has neither the time nor the patience to go through four to fifteen years of symptoms without relief.

Unlike menopause, which can be strictly defined and proven with laboratory tests, perimenopause has far more fluctuation and is actually defined as “irregularly irregular” hormone levels. The perimenopausal process is highly individualized, with great variation from woman to woman. At last, Dr. Goldstein has explained this unrecognized, understudied, and undertreated condition. He clarifies the details and specific complaints and symptoms that can help each woman decide if her problem is perimenopause. He has also done a great job of bringing the subject of birth-control pills into the twenty-first century. Women who haven’t kept up with the science of oral contraceptives need to know how much has changed. Dr. Goldstein points out the lower doses, flexible schedules, and some surprising advantages (e.g., great decreases in incidence of ovarian and endometrial cancer) that these medications now have. He has also updated a host of other topics, including the most accurate, complete, and scientific information on “natural” products. He also discusses the best way to surf the Internet for information on perimenopause, the latest information on “designer oestrogens”, and in general smooths this difficult transition. This is an accurate, up-to-date, thoroughly readable and sympathetic guide, one I would heartily recommend to any woman undergoing “the change before the change”.

Lila E. Nachtigall, M.D.


INTRODUCTION

When it began, Susan,fn1 forty-two, barely noticed. She was at an art fair when she ran into a man who had recently joined her division at work. She started to introduce him to her husband. “Suddenly the guy’s name was a complete blank,” she says. “But I figured, so what? It was embarrassing, but I hardly knew him.”

When she started to forget phone numbers, she worried. “I always remembered phone numbers. I was proud of that. Now I’d dial and the number would be on the tip of my tongue — and stay there.”

She thought it was nerves. “I felt run-down, irritated, overall lousy. Between work and getting my daughter ready to go to school for the first time in the autumn, there was a lot on my mind. No wonder I was walking into rooms and forgetting why I entered them.”

Then, one Saturday morning, standing in a queue to get cash to pay for her groceries, she forgot her PIN number. “I thought, ‘How can you forget four numbers you’ve used twice a week for five years?’ What was happening to me?

“What haunted me was that I have a family history of Alzheimer’s, although not my parents or grandparents. But the idea that I might be showing some early signs terrified me.

“I went to the library. I hid the books on Alzheimer’s in the back of the pantry where my husband and daughter would never stumble on them.”

When Susan came to my office [surgery], it was for an annual gynaecological check-up. She looked tired and admitted that she wasn’t sleeping well. She hadn’t confided her fears to anyone. She told me that since her fortieth birthday her menses had become less regular and now ranged from twenty-two to forty days apart. Susan had no idea that the changes in her menstrual cycle could be related to her bouts of forgetfulness. Nor did she know how quickly proper treatment would restore her memory.

Today Susan takes Loestrin, an ultra-low-dose birth-control pill specifically designed for women over forty. Although her breasts are a little more tender, her memory has improved, and she is greatly relieved.

Amy, forty-four, began to realize that there were only about eight to ten days of every month when she felt good. On those days she was hopeful. Grounded. Optimistic. Peaceful.

The other days? A roller coaster of swollen, sore breasts, jeans that wouldn’t zip up, hunger that nothing assuaged. Add that to a dark, evil-feeling depression that mysteriously lifted its dead weight the day after she got her period.

“I’ve had PMT in the past,” she told me, “got a little irritable, but never anything like this. I can’t concentrate. My thoughts are always racing. My allergist told me that the pollen count has been high; it makes people feel spacy. He said I should exercise indoors.”

But then something strange happened one night. “I was having dinner with a friend at a new restaurant. One minute we were talking and everything was fine. Then I started to feel strange, as if I was eight feet above everyone in the room. My pulse quickened; my heart pounded. I thought, ‘I’ve got to get out of here. Now.’ We left the restaurant before the food came.

“My sister told me about hypoglycaemia. I had a test. Nothing. My internist [specialist in internal medicine] shook his head and asked me if there was anything going on at home. I told him that Jack and I had been together for more than six years, that we weren’t married but we were happy. He gave me a look as if he didn’t quite believe me. Why weren’t we married, he wanted to know? As if that had anything to do with it! He recommended Prozac. He felt I was depressed.”

It wasn’t the pollen count. It wasn’t her subconscious mind telling her she should get married. And she didn’t need Prozac.

After a thorough examination, I diagnosed Amy as “onligo ovulatory”, which means that she was only ovulating sporadically. Instead of Prozac, she went on Provera [not available in the U.K.], a form of progesterone that functions like the hormone the body would produce normally when a woman ovulates.

After two months she has never felt better. Her energy is high, concentration is back to where it was, and the attacks of anxiety have diminished.

When Lynne, forty-seven, went for her annual check-up, she tried to discuss the many differences she was experiencing in her health recently — subtle and hard to pinpoint, but very definite differences that, when added up, were making her feel unlike her natural self.

She’d had her last period weeks before she expected it, and it caught her at work, completely unprepared. “It reminded me of school, having to search the halls for an understanding teacher or someone who could lend me a tampon or a pad.”

Her doctor listened carefully. “He said that since I was still having periods, there was no reason to do hormone levels. Then he told me that since my daughter was a teenager and I probably would not be planning any more children, I might as well have a hysterectomy. His suggestion was, ‘See if it helps’, I stood there, stunned.”

There was every reason to “do hormone levels” (which I did) and no reason for a hysterectomy. I gave Lynne a detailed explanation of what was happening inside her body and options she could take if her symptoms did not improve. It was enough to dispel her worries.

It is not uncommon to hear stories like this. If you are a woman in your late thirties or forties and you are experiencing symptoms like those Amy, Lynne, and Susan experienced — sleep disturbances, free-floating anxiety, inability to concentrate, forgetfulness, mood swings — you need to know that this is very likely not all in your head.

There probably is something physical happening here. It isn’t that your youngest is entering secondary school, or there’s been an upheaval at the office, or your husband is having an affair, or you’ve broken off a relationship. These symptoms may be related to destabilizing oestrogen levels and a decrease in ovulation.

You are entering a stage known as perimenopause, which begins about a decade before the onset of actual menopause. And you are far from alone. In the year 2000, 21.2 million women in the United States will enter perimenopause. The onset of actual menopause will be far from their minds, and will, in most cases, be many years away physically. Yet, even though every woman will go through perimenopause, it is one of the least understood, most misdiagnosed, and most confounding stages in a woman’s life.

I told this to a patient recently who said, “Dr. Goldstein, I’m thirty-nine years old. I don’t want to even hear the word menopause, let alone think about it. I’m trying to have another baby. I’m still young. Don’t talk to me about menopause.”

It is essential to understand that we are not talking about “early menopause”, which is why current books available on menopause don’t help and often confuse, depress, or frighten younger women. Early menopause means that you stop menstruating completely for a period of at least twelve months, and that this occurs before the age of forty-five.

What you’re experiencing is not menopause and not PMS (premenstrual syndrome). This book is about a distinct stage with symptoms and realities of its own that responds to specialized health-care strategies.

Years ago I came to realize that it is the decade before menopause that needs my patients’ full attention. By the time you are menopausal, it’s too late. For many, many women, the decade before menopause can be a stormy, disruptive transition from regular cyclic menses and the predictable symptoms that go along with it to what we know of as menopause.

In her book, The Silent Passage, Gail Sheehy wrote that most women still don’t realize that the peak of emotional symptoms and bleeding problems occurs years before the actual event of menopause. Sheehy called menopause “the calm after the storm”. This book is about the storm. It will educate you about what you are experiencing, and that knowledge will become personal power. You will have the facts you need to make clear choices about medicinal therapies that are available to you. You will know what is going on with your body both physically and psychologically. You will learn about healthy lifestyle choices — exercise, diet, nutrition, vitamins, the power of a positive outlook — that you can begin to make today that will have far-reaching ramifications for your overall health. You will learn what my patients have learned: Just knowing what’s going on inside your body may be enough to make a real difference in the way you feel.

The chances are, if you are reading this book, that you already know that something new is happening to you. But it probably isn’t menopause. There is a clear medical distinction between the symptoms of a lack of oestrogen — the hallmark of menopause — and the more subtle symptoms of the transitional phase, which can hit some women as young as their late thirties. To give women in transition oestrogen supplements and treat them as if they are in the midst of early menopause is an all-too-frequent misdiagnosis, with discomfiting, and sometimes harmful, results.

While much has been written about the effects a woman experiences when she no longer produces oestrogen, it is fluctuating levels of oestrogen without progesterone that cause the symptoms in the decade prior to menopause. But these symptoms needn’t be scary or mysterious or something women are stuck with. There are many things any woman can do to make the years of transition much less disruptive.

The chapters that follow answer the questions my patients have asked most frequently about perimenopause, including:


• How can a menstrual cycle that swings from twenty-four days to thirty-six days to twenty-two days be the real culprit behind a sequence of up times and times when you feel moody, tense, and unable to concentrate?

• What specific medical treatments can give you the upper hand — and the most benefits?

• What’s the truth about weight gain during this stage? As one woman put it, “Is the remainder of my life going to be a fork, a lettuce leaf, and Premarin on the side?”

• How can you maintain your equilibrium and make this transition in your body less disruptive?

• What exactly is going on in your body? What hormones are you making and in what quantity, and what are you becoming deficient in? Why do these hormones matter?

• What do you do about missing periods, gushing periods, and periods that seem never to end?

• What are the strongest natural remedies for mood swings, anxiety, fatigue, and other symptoms that make you feel out of balance?

• How can you stay out of the operating theatre and the casualty department?

• What’s the bottom line on oestrogen? Should you replace this hormone with drugs once your body no longer produces it naturally?

• What does medical science have to offer for the changes in sex drive you may be experiencing?

• What is the truth about dong quai, yam roots, soya, black cohosh, and other “natural” remedies that thousands of women are buying at health-food shops?

• What are the myths and realities about cancer in the new millennium?

• What’s the real essence of the arguments for and against going back on the Pill in your forties?

• What can you do to boost your vitality and improve your mental health?



Using case examples, I will explain to you why certain people are more vulnerable to disequilibrium than others. I will explore the misguided health strategies that harm you more than they help you. I will answer the questions women are sometimes afraid to ask their doctors.

If you see yourself clearly and unmistakably in the pages that follow, you’ll have a no-nonsense guide to exchanging chronic subtle symptoms for greater vitality and health.

fn1 The stories in this book are based on the experiences of actual people, but the names and circumstances have been altered to ensure confidentiality.


1

IT’S NOT ALL IN YOUR HEAD:

What Those Subtle Symptoms Mean and What You Can Do About Them

WHEN IT FIRST starts to happen to you, the symptoms are so subtle that by the time you start to worry, they’ve often gone. You mention your anxiety, your fatigue, your bouts of forgetfulness to your friends. They nod knowingly. They’ve had them too. Your husband says he’s had them. He doesn’t worry; why should you?

But still, there are these differences in the way you feel, these annoying symptoms. You think about making an appointment to see your doctor. But what will you say? That you feel vaguely anxious? That you’re suddenly having trouble putting names to faces? That you’ve taken to going to bed an hour before your husband when you aren’t even tired to avoid another argument about sex?

You wonder, “Maybe this is all in my head”.

I told my sister that I’d be on the way to school to pick my daughter up and I’d forget where I was going and why. She just said, “Oh, that happens to me too. You’re just stressed out.”

I gained four kilos in a matter of months. I would go out and run for an hour, and the next day the scales would tell me I’d gained two kilos. No one believed me when I said I watched everything I ate and exercised three times a week. I started to wonder if this was the way it was going to be from now on: I’d spend my life eating salad and be enormous by the time I was forty-five.

My period would come all of a sudden, when I least expected it. It would last for two weeks. Then it wouldn’t come for two months, and I’d freak, thinking I was pregnant. “Don’t worry,” my best friend told me, “I’ve never been regular.”

I had absolutely no interest in sex. If I went for the rest of my life and never had it again, that would be fine by me. My mood swings sent me to a marriage counsellor. She kept asking me if I was angry with my husband. It didn’t fit, and I told her so. She said it was clear I was out of touch with my feelings.

The last thing you may attribute such symptoms to is subtle changes in your menstrual cycle, but they are related. In this chapter you will read about changes in the pattern of ovulation that most women experience in their late thirties and throughout their forties, and the effects of these changes on your emotional and physical well-being. When you fully understand these changes, you can do much to take charge of your body and regain a sense of equilibrium.

Lighter, Heavier, Shorter, Longer — What Do Changes in Your Menstrual Cycle Mean?



This is what they taught you about your menstrual cycle at secondary school, when you sat at the back of the classroom and giggled with the other girls: You make oestrogen for two weeks, then you ovulate, then you make progesterone for two weeks. One certainty is that two weeks after ovulation, you will get a period. So the only thing that’s variable is how long before you ovulate.

What they didn’t explain is that over a lifetime, there are three places you can be:

You can be living in this school-age menstrual cycle. Or you can be in menopause, when you don’t make any oestrogen or progesterone — menstruation stops. Or you can be in the third place. There will be a time, variable in length, beginning as early as your late thirties or any time throughout your forties, when you will find yourself between these two places. Think of it as transition.

Irregular Is What’s Regular During Transition



Irregular is regular at this time of your life. Shorter, longer, lighter, heavier, the character of your period can change so much during perimenopause that you wonder, Is this normal?

I have patients who are in my surgery immediately when their cycle is off. But the majority of women I see may have great irregularity to their bleeding cycle, although they may not be aware of it. The change is often subtle. If a woman isn’t worried about getting pregnant, she doesn’t always notice if her period is a few days late or a few days early.

Marilyn, forty-five, for example, came in for an annual check-up. Her complaint? “I’m having horrible PMT. I’ve never, ever had a problem before, not even cramps when I was a teenager. Now I have about one week a month where I’m symptom-free, where my breasts don’t ache, where I don’t want to slaughter the newspaper guy because he’s run out of The Times.”

I asked her if she’d noticed any changes in her menstrual cycle. She told me, “I’ve been a little irregular. But I’m not in a relationship right now, so I don’t really think about if my period’s late or early. I know I’m not pregnant.”

She had jotted the dates down, however. We were able to map out her last six or seven periods. They had been 22 days, 27 days, 37 days, 38 days, 19 days, 27 days, and 21 days apart. The point was, though, that she had probably ovulated only twice in that interval.

One may think, “So what? If she isn’t trying to get pregnant, what does it matter if she doesn’t ovulate every month?”

Episodes of anovulation — cycles when you do not ovulate — are characterized by variable amounts of oestrogen production without progesterone to balance it. This “imbalance” isn’t dangerous (although unopposed oestrogen for very long periods of time, which is unusual, may predispose women to hyperplasia [precancer] and sometimes cancer), but it is the basis of a host of symptoms that appear to be totally unrelated to your menstrual cycle.

Oestrogen, Progesterone, and Your Menstrual Cycle



Let’s take a closer look at the hormones, oestrogen and progesterone. Oestrogen is made from follicles that develop each month in the ovaries. A follicle is a sac-like structure inside the ovary that contains an egg. At the end of a cycle, if pregnancy does not ensue, the menstrual lining of the uterus is shed. The first day of the period begins day one of a new cycle. At that point, both ovaries recruit about half a dozen follicles under the influence of follicle stimulating hormone (FSH) from the pituitary gland in the brain. Around day nine, one follicle takes off geometrically and becomes the dominant follicle. It is a small (2.5 cm) cystic structure prior to its bursting (i.e., ovulation). At midcycle (day fourteen), a surge of LH (luteinizing hormone) from the pituitary causes the follicle to rupture, releasing the ovum to be picked up by a fallopian tube.

The follicle is now known as the corpus luteum (Latin for “yellow body”, because it looks yellow), and it begins to produce large amounts of progesterone. Progesterone causes the glands of the endometrium (the lining of the uterus) to become lush in preparation for receiving the fertilized egg. If no pregnancy ensues, oestrogen and progesterone levels decrease and you get your period fourteen days after ovulation. Recall that the beginning of bleeding is day one of the new cycle.

Thus, in an idealized twenty-eight-day cycle you ovulate on day fourteen, and fourteen days later you get a period. As you get older your cycle length will shorten to less than the classic twenty-eight days — often to twenty-four or twenty-five days — because women at this age begin to ovulate as early as day ten or day eleven. (If you ovulate on day ten you get a period fourteen days later. Therefore, your cycle is ten plus fourteen, or twenty-four days.) The character of the actual menstrual bleed may remain the same, but the interval between bleeds shortens because of this earlier ovulation. Medical science does not have an explanation as to why older women begin to ovulate earlier, but it is a well-documented fact. However, some women will have a shortened postovulatory phase where ovulation still takes place at the proper time, but the period comes ten, eleven, or twelve days later instead of the classic fourteen days. This may be one of several reasons why fertility is diminishing in women of this age.

If your period has begun to come earlier than usual, it is generally because you’ve ovulated earlier. But this is not always the case. Marilyn, my patient, assumed that she was ovulating because she had her period. To most women, any bleeding from their vagina is their “period”. But not all bleeding has been preceded by ovulation. During perimenopause, the egg-producing follicles in a woman’s ovaries begin to become depleted, and those that remain become resistant to FSH (follicle stimulating hormone). Recall that FSH is the hormone that tells the ovary to start functioning. If nothing happens, the pituitary begins to pump out even more FSH. Without progesterone to trigger menstruation, the endometrium lining can keep building up.

When a woman has variable levels of oestrogen, the lining of the uterus can be destabilized and will thus be shed. The woman feels she has had a period.

In the next chapter I will outline all the different scenarios of irregular bleeding that women can endure during perimenopause. For now, let’s concentrate on irregularities that occur when you don’t ovulate, the most frequent pattern.

Unopposed Oestrogen and Your Subtle Symptoms



When a woman does not ovulate, she makes no progesterone. If she does not ovulate and the oestrogen level stays relatively constant, she will not bleed at all. When a woman goes eight, ten, twelve weeks without a period and is not pregnant, this is typical of anovulation with fairly constant oestrogen levels.

How important is this lack of progesterone to balance out the oestrogen? Researchers have found that when oestrogen levels alone are rising, a host of physical symptoms can develop, including:


• Salt and fluid retention

• Low blood-sugar levels

• Blood clotting

• Fibroid tumour enhancement

• Altered thyroid hormone function (leading to weight gain and/or feelings of exhaustion)

• Increased production of body fat

• A sluggish, low-energy feeling



In addition, many women experience subtle psychological symptomatology that in the past has been chalked up to everything except fluctuating levels of unopposed oestrogen. These symptoms include:


• Depression

• Free-floating anxiety

• Sleep disturbances

• Forgetfulness

• Changes in libido (i.e., less desire for sex than usual)

• Mood swings

• Inability to concentrate



A word of caution about these symptoms: There are many medical conditions that can cause you to feel tired and/or forgetful, anxious, etc. It’s when doctors see a “family” of symptoms that occur following a specific pattern of events that we make a preliminary diagnosis. Not all of these symptoms are hormonally mediated. I have some of these symptoms, and I don’t make any oestrogen. But a significant number of women in their thirties, forties, and early fifties have symptoms that are related to levels of unopposed oestrogen. What you undergo when this happens feels to many women like the reverse of adolescence.

Perimenopause is one of today’s most misdiagnosed conditions. There are women who spend years making the rounds of internists, psychiatrists, neurologists, and other specialists, looking for an answer to the vague, often difficult-to-define changes in their bodies.

Karen, forty-two, tells a story that is a case in point: “‘I know exactly what you have,’ this psychiatrist told me. She spoke with such assurance that I started to feel hopeful. Here was someone who finally knew. ‘They call it panic disorder’, she continued, and she read me a long list of symptoms of panic attacks.

“It fitted, but somehow it didn’t. True, I was waking up in the middle of the night. But the only panic I felt was fear about whether I’d be able to go back to sleep. Stressed out? Definitely. Learning that my ex-husband was getting remarried was a shock. I tried to connect that to the type of anxiety I was feeling several times a day, and it just didn’t add up. I was actually happy for him.

“Then there was the day my new dining-room table was being delivered. The deliverymen scraped the entranceway, leaving a thick stripe of bare, brown plasterboard. I had a meltdown: tears, yelling, the whole thing. Two days later, my period came. I thought, okay, so it’s PMT. Still, my period was at least a week early, maybe more.

“I said as much to the psychiatrist. ‘Well, stress can do that,’ she told me. ‘Some women skip periods for months when they are under this kind of stress.’

“I walked away with a prescription for Prozac in my bag, along with a bill for a hundred pounds and an appointment to come back next week.

“The entire way home I thought, ‘Prozac. Come on. I’m not that depressed.’ When I told my sister I was going to throw the prescription out, she said, ‘What do you mean you’re not going to take it? You never listen to anyone. That’s your problem. If the doctor says you should be on it, then you should be on it.’”

Karen’s erratic cycle indicated that she was in fact dealing with symptoms caused by fluctuating levels of oestrogen with no progesterone to balance it. Unfortunately, many people assume that symptoms like forgetfulness and tiredness or an early, a missing, or a late period are psychological in nature.

It’s important to keep track of any symptoms you might be experiencing. You should note when symptoms occur, the intensity, and anything else that can help you describe their nature. This provides your doctor with a picture of when the symptoms are occurring in relation to the menses. Which symptoms appear to be related to the cycle and which appear to happen at all times?

It’s important to ask your doctor questions, even those you might feel are pretty basic. I have many patients who get flustered during their physical examinations. Some now hand me a sheet of questions. These are questions they might forget to ask or end up feeling it’s stupid to ask, but once it’s all down on paper, we can go through them one by one.



Questions Women Ask



How do I know if I’ve ovulated?

There are women who seem to know when they ovulate, and there are women who have no clue.

Regular, cyclic menses are the hallmark of ovulation. There are thirteen lunar months in a calendar year, so if you get a menses every twenty-eight days, that will be thirteen cycles in a calendar year.

In addition to regular, cyclic menses, a very predictable premenstrual pattern of symptoms, or what I think of as a premenstrual “aura”, indicates ovulation. Whether it be craving chocolate or getting a pimple or bloating or whatever, it’s predictable.

The hallmark of anovulatory cycles is their unpredictability. They vary in terms of menstrual flow and also in terms of the presence or absence of premenstrual symptoms.

If you really want to know if you’ve ovulated, ultrasound can pinpoint ovulation by showing the presence of a corpus luteum in the ovary and secretory endometrium in the uterus — both indicative of ovulation. Or, if your cycle is normally twenty-seven to twenty-nine days, a blood test for progesterone done around day twenty-two, twenty-three, or twenty-four is 100 percent reliable. If you have ovulated, there will be progesterone in your blood. If you have not, there will be none.

Some women rely on basal body temperature to tell if they have ovulated. (The production of progesterone with ovulation causes a temperature elevation of about a degree.) I find this to be highly unreliable and cumbersome. Other women use their cervical mucus as a clue. (This is long and stringy just before ovulation – the medical term is spinbarkeit — and then changes abruptly to watery mucus with ovulation.) This is helpful for some, but most of my patients find it’s not of great reliability.

How is what I’m experiencing different from being in menopause?

In menopause your body makes no oestrogen and no progesterone, and menstruation stops. This does not occur suddenly, like turning off a tap. It’s gradual. The immediate forerunner of menopause is a set of symptoms that are not usually subtle, such as a dry vagina and hot flushes. These symptoms are caused by very low levels of oestrogen as well as rising levels of FSH (follicle-stimulating hormone).

Women who are entering perimenopause are generally still making oestrogen, although the levels may fluctuate. The distinction is important. If a doctor misreads the signs and gives oestrogen supplements to a woman whose problems are caused by unopposed oestrogen, the symptoms may be compounded.

How exactly does a doctor determine that a woman’s symptoms are due to unopposed oestrogen instead of something else?

First, a doctor looks at menstrual history, which is why it is so important for women to keep a good record. In addition, the doctor enquires about subtle symptoms such as mood changes (depression), free-floating anxiety, sleep disturbances, forgetfulness, changes in libido, difficulty concentrating, etc.

Doctors can also do blood tests to verify this transition. One test measures the level of oestradiol in the blood. Oestrogen isn’t really one hormone but three — estrone, oestradiol, and estriol. Oestradiol is the predominant oestrogen in terms of potency. Oestradiol comes mainly from the ovaries, which is why this is the type of oestrogen your gynaecologist is most interested in.

The second test is for FSH (follicle-stimulating hormone) level. FSH is the hormone that tells the ovary to release an egg. It will also appear in your blood.

Sometimes, however, these blood tests can give confusing results. Many patients have oestrogen levels that are not in a menopausal range (in other words, they are still making oestrogen), but their FSH levels will have started to rise (greater than 30, which is typical for postmenopausal women), and they will be interpreted as being in the menopausal status. It appears paradoxical, because the patient’s oestrogen level is premenopausal and the patient’s FSH is postmenopausal.

How does this happen? Recall that the pituitary makes FSH. As the follicles respond by producing oestrogen, there is feedback to the pituitary that signals it to stop producing FSH. In menopause, because there are no follicles in the ovaries that are responding and therefore no oestrogen production, the pituitary continues to make more and more FSH, while the ovaries continue to be unresponsive. In perimenopause, however, sometimes an ovary responds and sometimes it doesn’t. Sometimes it responds only if given a high level of FSH.

The ovaries do not turn themselves off like a light switch. They often “sputter”. I have seen numerous women whose readings were in a menopausal range, and then they subsequently had a last gasp of ovarian function, produced some oestrogen, had some bleeding, and a new measurement showed them to be in a nonmenopausal range. However, this clearly is near the end of transition.

What this means to you is that a single measurement of FSH or oestradiol may be insufficient in telling you whether you’re perimenopausal or menopausal. It also means you’d be wise to request both an FSH test and a test for estradiol in your blood and repeat these tests more than once if your fertility is an issue or if you’ve been told that you’re in menopause. If a doctor measures only oestradiol, he or she may conclude that you are not menopausal if you still make some oestrogen. If FSH is the only thing tested, and the reading is high, a doctor might conclude that you are menopausal and recommend hormone replacement therapy when in fact it isn’t necessary yet. (I discuss hormone replacement therapy at length in chapter 11.)

Any diagnosis I make is aided greatly by the use of transvaginal ultrasound as part of the overall pelvic examination. A British G.P. may request this test from a hospital x-ray department, or may have it done in his/her surgery by a radiographer. What does this simple out-patient procedure show? If a patient is indeed having episodes of anovulation and unopposed oestrogen, the doctor expects to see a nonsecretory endometrium and not to find a corpus luteum in either ovary on ultrasound. He or she expects to see multiple follicles present and a relatively homogenous uterine lining suggestive of unopposed oestrogen.

Can I be thirty-one and going into perimenopause?

The medical field defines menopause (not perimenopause) as the cessation of menses for at least six months due to a depletion of ovarian follicles. We further know that the national average age for menopause is 51.4 years. What I am referring to as perimenopause, in my experience, can occupy a short time span or up to a whole decade. If someone has actual menopause at forty-six or forty-seven (which is not uncommon), her perimenopause conceivably can have started in her mid-thirties.

We have no great measure of perimenopausal status. Like all things in medicine, there is a range that is defined by a bell-shaped curve. Think of a variable, such as height. If I took 10,000 women and grouped them by height, their numbers would follow a bell-shaped curve. Most would be 1.43m (5ft 4in), 1.65m (5ft 5in), 1.6m (5ft 3in), but some would be 1.5m (4ft 11in) and some would be 1.83m (6ft 2in).

There is a similar range or bell-shaped curve for perimenopausal symptoms and years of their occurrence. Most women will fall somewhere in the middle, but it’s also possible to be at one of the two extremes. A woman in her early to mid-thirties might have such symptomatology the way some women are 1.5m (4ft 11in) or 1.88 (6ft 2in).

Can I get pregnant if I’m in perimenopause?

Absolutely. When you are still ovulating, whether that’s once every month or once every six months, you can become pregnant.

Is there anything a woman can do to delay the onset of perimenopause? My mother and sister went through menopause in their forties.

It is impossible to say how much of perimenopause/menopause is genetic. Certainly when a woman tells me that her mother and both of her older sisters went through their “changes” in their early forties, I understand why she thinks she will as well.

I tell my patients that genes are incredibly powerful. Although menopause is not like blue eyes (if your mother and father both have blue eyes, you will definitely have blue eyes), one should never underestimate its hereditary component. However, having said that, I think there is no question that most things have a genetic predisposition and then need environmental influences to cause their expression.

Some of the other factors that seem to be good predictors that a woman will reach menopause at a slightly younger age than her peers include:


• Smoking cigarettes, especially more than half a packet a day

• Being more than five kilos underweight

• Having had surgery to remove all or part of an ovary

• Having been treated for cancer with chemotherapy or abdominal-radiation therapy



Is there any way to make hormones without taking drugs: by exercising, for example?

No, there is no way to make hormones. It is likely that your experience in the transition, depending on your endogenous hormone levels, will be that much easier if you have a positive outlook, if you are exercising regularly, and if you have made healthy lifestyle choices. But these choices do not make hormones.

Is it true that it is inevitable that you will gain seven kilos in the decade before menopause?

Absolutely not. Many women lose weight in perimenopause. Still, there are many women whose metabolisms do change as they get older and who find they cannot eat the same amount they used to and maintain the same proportions and weight.

I’ve been having trouble sleeping lately, and I can’t concentrate at work the way I used to. But I’m also under a lot of stress since my father became ill. How do I know if what I’m experiencing is related to perimenopause or stress?

It isn’t necessarily an either/or situation. What I do in cases like this is to provide hormonal treatment for perimenopause symptoms in the form of cycle regulators — I discuss the exact nature of this treatment in chapter 3. Hormonal treatment can remove whatever component of your symptoms is hormonally mediated. The more improvement, the more the problem was caused by your hormones.

Why does it hurt when I ovulate? I can always tell when it’s happening because I get a pain on one side or the other every month.

When you ovulate there is usually a dominant follicle that bursts and produces an egg. The bursting of the follicle capsule to release the egg and the fluid surrounding the egg is one cause of the pain. The Germans named the pain Mittleschmerz.

The small amount of fluid that is released from a normal-size dominant follicle (2.5mm) acts as an irritant to the pelvic peritoneum, and it can cause soreness and pain as well.

I’m forty-seven and I’m not experiencing any symptoms. How likely am I to be one of the lucky ones?

The median age of the onset of perimenopause is 47.5 years
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