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FOREWORD

As a woman and a physician, I have focused my practice and passion for many years on women’s health issues. As cofounder and acting medical director of a unique, integrated clinic in Fort Collins, Colorado, I am part of a team that incorporates numerous modalities when working with patients. Because of this I have had the opportunity to assist many women through various transitions in their lives.

Menopause is a normal transition all women must experience, but it is a unique experience for each woman. Just as pregnancy or birth may be drastically different between two women, so will the menopausal journey. Menopause marks the beginning of the second half of life. I like to refer to these years as the wisdom years—when all of a woman’s life experiences come together—and with the knowledge she gains, she may serve herself, as well as others, better.

One of the most disturbing things I encounter in medicine is people being treated as protocols. Menopausal women have been treated per protocol for years—as if all women are the same. There has been little consideration as to how each woman differs in terms of bone and heart risks, diet, lifestyle, need for supplements, and finally her personal hormonal levels. As each woman enters menopause, she should be individually supported, medically evaluated, and given the appropriate advice tailored to her particular needs.

In 1998, over 22 million prescriptions were written in the U.S. for Premarin alone, yet Gallop polls show only 34 percent of women are taking their hormone-replacement therapy (HRT) and 58 percent never fill their prescriptions. This is because women were either not satisfied with their evaluation and treatment, or they were leery of the side effects and/or risks from the synthetic hormones prescribed.

If practitioners really want to assist women in this transition and decrease cardiac and bone risks, as well as discomfort related to menopause, we must do a better job of individualizing treatment. In this book, Dr. Joseph Collins has written a thorough and concise reference on how to approach this unique transition. He clearly addresses the complexity and variations of menopause and discusses how to appropriately evaluate and treat menopause on an individual basis. An excellent addition to this book is the complete questionnaire Dr. Collins has created to assist in this process. This book provides a wealth of information and is a wonderful guide for both patients and practitioners. I truly hope you enjoy it.

Jacqueline C. Fields, M.D.





PREFACE

As a man, I can never truly know what it feels like to experience menopause. As a physician, I can observe how each woman experiences menopause differently, and I can be motivated to treat each woman as a unique individual. As a researcher, I can see many questions still unanswered, but am often encouraged by the growing amount of research taking place. As a writer and teacher, I can recognize the need for honest, balanced teaching and be inspired by the opportunity to provide such teaching. And, as a man, I may experience andropause (the “male menopause”), but I will never experience menopause the way women do. Yet I am still drawn to discover the most subtle truths of this passage in women’s lives.

My most personal understanding of menopause has come through the experiences of my wife—my closest friend and soul mate. Though I was already working with many women encountering menopause, and had already realized the benefits of balanced and individualized care, it was when my wife shared her experiences with me that I developed a heartfelt mission to change the way menopause is treated on a larger scale. I was motivated to write this book and teach everyone about the different types of menopause.

Although I would rather focus completely on the research and the cases that describe the menopause types, a brief overview of my personal history and experiences will shed light on what else has motivated the writing of this book. It will also reveal why I am such a strong proponent of balanced and individualized care.

Before I became a naturopathic physician, I worked as a registered nurse in various hospital settings. I was often puzzled to see women who were on estrogen coming into the intensive care units because of heart disease or complications from a broken hip. The estrogen was supposed to decrease the risk of heart disease and osteoporosis. I was concerned that they were not getting the right dose, or that something else was missing. Occasionally, I was able to talk a doctor into ordering tests to check hormone levels, and was able to see dosages adjusted so that the woman’s hormones were in proper range. Most often, I was informed that the patient was on “the proper dose” and that was the end of the story. Over time, as doctors became more aware of hormones, some even tested for testosterone levels. But for the most part, we were still in the dark ages of women’s health care.

When I began practicing as a licensed naturopathic physician, I developed a program of testing women for levels of the three major hormones: estrogen, progesterone, and testosterone. I found that an evaluation of all three hormones gave patients tremendous insight into their unique hormonal needs.

My approach was founded on one of the most basic philosophies of naturopathic medicine: Treat the patient, not the condition. I was able to see that there was no single “menopause condition.” Each woman I worked with had unique and special needs to help her regain vitality and health. There was no single protocol or medical program that was successful for every woman. I treated women with hormonal imbalances due to less-than-ideal menopause the same way I treated all patients: as new and unique. I had no preconceived ideas about what they needed. Since I had not been indoctrinated into any camp that promotes “estrogen for all women,” “progesterone for all women,” or “testosterone for all women,” I was free to treat all my patients as individuals. The naturopathic goal of restoring balance was the guiding force.

In recent years, my work has been heavily focused on providing clinical consultation and technical support to hundreds of physicians, pharmacists, and other health-care professionals. This is because I have been given the privilege and responsibility of working at diagnostic laboratories that provide salivary testing of hormones. I have overseen the development of these tests.

While maintaining a limited private practice, the lab work has allowed me to personally review and interpret thousands of hormone tests. Under my direction, testosterone has become a routine part of female hormone testing, and an evaluation of the progesterone to estrogen ratio has become standard as well.

Over the years, I have consulted with, and been inspired by, hundreds of physicians who embraced balance as the absolute goal, and who seriously and diligently changed their practices so that women routinely receive individualized care.

In the course of this work, I have dedicated a significant amount of time to analysis of hormone research, with a focus on salivary hormone assessment, including my personal study and interpretation of thousands of research papers. From this research and the information from the many lab tests, I have gained a unique understanding of the salivary hormone test. Through these studies, I have also confirmed a simple truth: there are many types of menopause.

I have incorporated my personal experience and research in physician educational guides, lectures, treatment protocols, and computerized interpretation of hormone tests. In this book, I present this experience and research to you, the reader. It is my sincere hope that this book will bring positive changes to women’s health care, and particularly to your own personal care and well-being.
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INTRODUCTION

This book will radically change your understanding of menopause. In these pages, you will find detailed and clear information about an entirely new way of looking at this crucial passage in a woman’s life. This new way will identify and explain your unique set of symptoms and feelings, and enable you to create a personalized treatment that really works for you.

You will learn about the 12 menopause types and how to determine which of these is closest to your own experience. You will learn to analyze your own symptoms by using the Menopause Type Questionnaire. You’ll find out how to test your own hormone levels by using your saliva.

Once you have determined your menopause type, you will learn about the right treatment for that type, and about all the available options in both conventional and natural medicine, so that you can make your own informed choice about the treatment that is right for you. This revolutionary new method will give you control over your symptoms and help you to have a healthy menopause.

We are in the midst of a revolution in women’s health care. These are tumultuous and exciting times for improving women’s health. New technological advances are making it possible for us to understand the intricacies and wonders of the female hormonal system in far greater depth. We can now measure hormone levels more accurately, using the simple and inexpensive method of saliva analysis. Researchers are working with physicians and pharmacists to develop the most effective hormone supplements and natural remedies.

As a result of the postwar baby boom, more women than ever are at menopausal age, and these women tend to have higher expectations for maintaining their health and vitality than women in previous generations. Women today want more quality in their lives, and expect to stay productive and engaged with the world for decades after experiencing menopause. Menopause is no longer viewed as a change that women must endure. We can finally recognize it for what it is: simply a change. As we embrace and accept changes in science, technology, and society, we are finally able to embrace, accept, and openly discuss this change that is a natural part of life.

Without a doubt, we live in an era of profound change. Concepts and ideas we once commonly believed to be medical facts we now recognize as myths that were based on incomplete information. To say “every woman needs estrogen replacement” is as outdated as saying “the world is flat.” Given the rapidity of all these changes, it is not surprising that many people, medical professionals included, are not always fully informed about current knowledge regarding the most effective management of menopause.

In recent decades, women suffered from the indiscriminate dispensing of estrogen. Their doctors rarely tested their estrogen levels, but nonetheless prescribed significant dosages of this powerful hormone because the doctors were certain that every woman needed it. Of course, some women did very well on estrogen because they had a real need for the hormone. Unfortunately, many more women have been hurt by this indiscriminate use of estrogen.

Currently, there is tremendous zeal over the use of progesterone. The similarity between the current progesterone craze and the estrogen craze of years gone by is frightening. Success stories are embellished and widely circulated, while side effects and documented problems are ignored. And the next craze looks set to be testosterone which may, in its turn, be hyped as the hormone every woman needs.

Today’s truth is this: There is no magic hormone or combination of hormones that can be indiscriminately used by all women. Each woman is an individual, and hormonal balance must be the ultimate goal for all women.

All three major hormones—estrogen, progesterone, and testosterone—need to be in balance in order for menopause to be a healthy transition, rather than a debilitating struggle. With what we now know, it is possible for us to achieve this goal. I look forward to sharing this information with you throughout this book.




CHAPTER ONE

Menopause

One Size Doesn’t Fit All

Ellen was a 53-year-old woman who had always enjoyed good health. Active and fit, she took an interest in her health and tended to use herbal and homeopathic remedies to treat the few mild complaints that arose over the years. Accustomed to feeling good, she wasn’t prepared for what happened during menopause.

“I feel so dull and lifeless,” she told me. “Almost depressed.” She noted that her libido had “completely disappeared.” Physically, she felt more fatigued than she had in previous years, but the emotional changes were much harder on her.

When Pamela, 49, came to see me, she was at the opposite end of the emotional spectrum from Ellen. Where Ellen had been tired and depressed, Pamela was anxious and edgy. “I’m losing my mind,” she said. “I’m always angry!” Pamela’s distress made it obvious she was feeling something more extreme than just a passing mood. “Even my husband is getting on my nerves,” she went on. “I just feel so irritable that I wind up pushing him away. It’s not because I don’t want to be with him, and there’s nothing wrong with my sex drive.”

Pamela was 49 years old when she came to see me. For 2 years prior to her visit, Pamela’s periods had been increasingly irregular and recently had stopped altogether. Along with feeling angry and agitated, Pamela was having more frequent migraine headaches. She also had some trouble with acne and oily skin.

Debra, a 57-year-old patient, had an extremely uncomfortable array of symptoms after menopause, including vaginal dryness, fatigue, thinning skin, memory problems, decreased libido, decreasing breast size, and insomnia. When she came to see me, she was 6 years into menopause—and her symptoms had been getting a little worse every year.


Pamela was anxious and edgy. “I’m losing my mind,” she said. “I’m always angry!”



Then there was Amelia. She had a hysterectomy years prior, but her ovaries were still intact. She didn’t have vaginal dryness, acne, or oily skin, nor did she complain of irritability, anxiety or agitation, depression, or dull moods. Her primary concern was fatigue and tiredness which she described as “a loss of vim and vigor.” She said she had been to other doctors who checked her hormones and said they were fine, but they could find no answers. Amelia was not willing to write her symptoms off as part of growing old. “I’m only 46 years old, so it’s too early for menopause. Even my lab tests say that’s not the problem. I don’t know what it is.”

Contrary to what Amelia believed, her hormones were not fine. Also, age 46 is not too early for menopause, especially with a history of surgery. The hormone test had shown Amelia to have estrogen and progesterone levels within normal range—barely. There was no test run on her testosterone level. She was fortunate to still have adequate estrogen and progesterone years after her hysterectomy (many women will experience menopause at a much earlier age after a hysterectomy). But though adequate, her levels were not ideal. A saliva test confirmed estrogen and progesterone levels on the low end of normal and revealed testosterone levels below normal range.

According to the usual way of looking at it, Ellen, Pamela, Debra, and Amelia had the same problem. All four were experiencing some discomfort related to menopause, yet their experiences couldn’t have been further apart.

In the years I have been working with menopausal women, I have found that no two women have shared exactly the same experience. Menopause has a surprisingly wide range of signs and symptoms. For some women, it’s easy and comfortable. For others, it doesn’t go so smoothly. Indeed, menopause doesn’t seem to be a single condition at all.

Over time, I realized the obvious: Every woman’s menopause is unique. However, I also noticed patterns. Certain signs and symptoms tend to go together. It dawned on me that there are different types of menopause.

In recent years, I have interpreted the hormone profiles of thousands of women. I have read thousands of pages of medical journals and abstracts, and consulted with hundreds of physicians throughout the world. Through my research, it became clear that certain variations in a woman’s hormone levels—that is, her menopause type—profoundly influence her health and comfort during and after menopause.

Since the 1960s, most doctors have focused primarily on one aspect of menopause: estrogen deficiency. As you probably know, during menopause your body’s production of this important hormone fluctuates and drops. The conventional wisdom has been that menopause is primarily an “estrogen deficiency disease.” Yet my research, and my patients, tell me it’s not so simple. As I’ll explain in chapter 2, some of Ellen’s experiences are typical of an estrogen deficiency. But what about Pamela? Her symptoms indicate that something very different is going on in her body. As you’ll see in chapter 2, Pamela’s difficulties suggest that, for her, estrogen is not the problem.

NOT JUST AN ESTROGEN DEFICIENCY

Even in the 1940s, doctors often advised menopausal women to take extra estrogen to prevent osteoporosis. In 1966, the publication of Feminine Forever, by Robert A. Wilson, made estrogen widely popular. This book suggested that menopause, which Wilson saw as a tragic end to a woman’s sexual life, could be avoided by taking estrogen. Larger numbers of women began to take estrogen after menopause. A number of health benefits emerged from this therapy. Estrogen effectively relieved hot flashes (also referred to as hot flushes) and other uncomfortable symptoms, and also may have provided some protection against osteoporosis and heart disease.1

In the mid-1970s, it became clear that taking estrogen by itself could be dangerous. Women who took estrogen had a much higher risk for cancer of the uterine lining (endometrium). As it turned out, the problem was that the estrogen wasn’t being balanced by another important hormone: progesterone. In the natural course of things, estrogen and progesterone work together to orchestrate a woman’s menstrual cycle. With the addition of progesterone (or another progestogen, a substance with similar effects) to the estrogen therapy, the risk for endometrial cancer went back down to normal. Today, the prescription for most women who take hormones after menopause is a combination of an estrogen and a progestogen.


In the mid-1970s, it became clear that taking estrogen by itself could be dangerous.



Oddly enough, this important discovery didn’t lead to a wider appreciation of hormones other than estrogen, at least among conventional medical professionals. If you read about menopause in recent medical books and journals, the main focus is still on estrogen. Yet we now know that estrogen therapy doesn’t always relieve women’s symptoms. Research has discovered a number of important ways that two other hormones contribute to a woman’s health and well-being throughout her life (see table 1). Progesterone is one of these hormones. The other is testosterone. While it is well documented that changes in either hormone can contribute to menopausal discomfort, the tendency is still to overlook these two hormones and focus on estrogen when it comes to treating menopause.

PROGESTERONE AND TESTOSTERONE

Before menopause, a woman’s ovaries produce estrogen, progesterone, and testosterone. Estrogen plays many critical roles throughout the body. It has an important effect on a woman’s sexual and reproductive life. It also influences brain chemistry and maintains the health of the bones, heart, and other important tissues. Progesterone, an important hormone in the menstrual cycle, allows pregnancy to occur and affects bones, the heart and brain, and other tissues. Testosterone is best known as a male sex hormone, but women’s bodies need it, too, for building tissue, influencing the mood and libido, and enhancing the function of the heart. During menopause, the ovaries begin to produce less of all three hormones. Eventually, other mechanisms in the body should take over the critical job of making these hormones, but the transition doesn’t always go easily. Levels of all three hormones can fluctuate and drop.


TABLE 1

Menopause Redefined

The definitions of menopause have changed throughout the ages. In order to figure out the best way to treat menopause, we must redefine it.



	 



	The Era
	The Definition
	The Treatment



	




	1940s–1960s
	“Menopause is an estrogen deficiency condition.”
	Treat all women with estrogens. That’s all they need.



	




	1970s–1980s
	“Menopause is an estrogen deficiency condition, but we are having problems treating it with estrogen only.”
	Treat all women with estrogen, but give a progestogen to control side effects of estrogen.



	




	1990–1999
	Some say:
“Menopause is an estrogen deficiency condition, we are doing fine with the addition of a progestogen.”

Others say:
“Menopause is an estrogen and testosterone deficiency condition; progestogens are still a good idea though.”

Still others say:
“Menopause is actually a progesterone deficiency condition.”

	Depending on whom you ask:
Continue treating all women with estrogen, and continue to give a progestogen.


Or:
Treat all women with both estrogen and testosterone, continue giving a progestogen.



Or:
Treat all women with progesterone. That’s all they need.




	




	2000
	“Menopause is a transition that may show up in many different ways. There are actually 12 different menopause types.”
	Treat each woman according to her own menopause type. Treatment choices must also include lifestyle, nutrition, herbs, hormone precursors, and natural hormones.






My research has confirmed what my patients’ widely varying symptoms first led me to suspect: many menopausal symptoms are not caused by an imbalance in estrogen. Imbalances in either progesterone or testosterone—or both—are important factors as well. In other words, menopause is much more complicated than a deficiency in estrogen. It can be a deficiency in both estrogen and progesterone—with a normal level of testosterone. Or it can involve an adequate level of estrogen, but too little progesterone and too much testosterone. Once I began to think of it this way, it made absolute sense to me that women had such distinctly different experiences with menopause. In chapter 2, I describe the 12 different menopause types I discovered, and why each has unique symptoms.


Menopause is much more complicated than a deficiency in estrogen.



Balance Is Everything

Ellen, whose story I told previously, had a complaint. She had read articles about progesterone and testosterone and their roles in menopause, but the articles seemed to lack balance. “For years we’ve been told, ‘What every woman needs is estrogen,’” she said. “Now, all we’re hearing is, ‘What every woman needs is progesterone.’ There’s even someone out there saying, ‘What every woman needs is a big dose of testosterone.’” Ellen had actually tried taking progesterone, and it made her feel worse. As it turned out, it was exactly the wrong thing for someone with her menopause type. She also knew that taking testosterone could be a bad idea for a woman who wasn’t actually deficient in it. “What every woman needs,” Ellen declared, “is to be treated as an individual!”

Ellen is absolutely right. There are no one-size-fits-all treatments for menopause. And whenever you consider a treatment that will change your hormonal levels, you should be aware that balance is the key to feeling well. Hormones are powerful substances and need to be treated with respect. Prior to considering any type of hormone therapy, you should receive a complete evaluation from an experienced health-care professional. As I explain in chapters 6–9, treatment for any menopause type should be carefully designed to maintain a delicate balance. In most cases, you’ll need to have your hormone levels monitored to make sure the treatment is promoting balance—not upsetting it.

AN IDEAL MENOPAUSE

The reason I wrote this book is that I believe menopause can and should be an easy, smooth transition in a woman’s life. For many women, menopause brings a new capacity for work, pleasure, health, and self-esteem. Many women say they feel freer and more active once they no longer are expending energy on a monthly period.

Through discovery of the different types of menopause, I learned that an ideal menopause is a reasonable goal for most women. Once you know what type of hormonal imbalance you have, you and your health-care practitioner can take steps to restore balance. 

One of the frustrating things many menopausal women find is that a treatment that worked for a friend or relative doesn’t work for them. In fact, it might make things worse. Understanding your menopause type is the key to making sure you get treatments that are appropriate for you, rather than for your sister, friend, or mother.


 [image: ] IT’S NOT ALWAYS MISERABLE

One of my earliest experiences with ideal menopause involved a patient named Emily who had come to see me because I was treating her husband. She simply wanted a checkup. At 62, she spoke and walked with confidence and strength. Her mind was sharp and clear, and she did not have the thin dry skin I frequently see in women her age. Since the average age of menopause is about 52, I asked her when she had gone through menopause. She replied, “Well, I never went through menopause like my friends did. I quit having my monthly cycle, but had none of the symptoms.”

In fact, she had had an ideal menopause. It went so smoothly that she scarcely noticed it happening.



Once you know which imbalance you have to begin with, there are many treatments that can help. In this book, I describe a wide range of effective treatments from conventional and alternative medicine, including hormone therapy, herbs, and nutrition. My hope is that, with these tools, you’ll arrive at your own ideal hormonal balance, and sail through menopause feeling absolutely fine.


CHAPTER TWO

The 12 Types of Menopause

 

As we saw in chapter 1, the conventional approach to menopause focused almost exclusively on estrogen, ignoring the importance of a balance between estrogen and the two other hormones that also affect your health and comfort during and after menopause: progesterone and testosterone.

We’ll see in this chapter that menopause isn’t just an “estrogen deficiency disease,” as it was once famously called. In fact, there are 12 menopause types. Each type is defined by a unique pattern of estrogen, testosterone, and progesterone levels emerging in menopause.

At the onset of menopause, a number of changes occur in a woman’s body. Her ovaries begin to produce less estrogen, progesterone, and testosterone. Other systems in her body prepare to compensate. In an ideal menopause, these changes happen smoothly. Many women, however, don’t experience the ideal. In a less-than-ideal menopause, a woman’s body may not produce enough estrogen and/or progesterone. Her testosterone levels can end up being too high or too low. The result is 12 distinct menopause types, as shown in table 2, below.

WHAT CAUSES HORMONAL IMBALANCES DURING AND AFTER MENOPAUSE?

Menopause brings a significant change in the way your body manufactures estrogen, progesterone, and testosterone. Before menopause, your ovaries produce most of these hormones. During menopause, your ovaries’ production of the three hormones can decrease considerably. Your body produces less estrogen and progesterone and you no longer go through the monthly cycle of ovulating and preparing for pregnancy. But since these hormones play many other roles in your health, you continue to need a certain amount of them all your life. In fact, if menopause goes smoothly, your postmenopausal hormone levels should be close to what they were in the first half of your monthly menstrual cycle.


TABLE 2

The 12 Menopause Types



	 



	
	Normal Testosterone
	Low Testosterone
	High Testosterone



	




	Adequate Amounts of Both Estrogen and Progesterone
	Type 1
	Type 2
	Type 3



	




	Estrogen Deficiency
	Type 4
	Type 5
	Type 6



	




	Progesterone Deficiency
	Type 7
	Type 8
	Type 9



	




	Dual Deficiency of Both Estrogen and Progesterone
	Type 10
	Type 11
	Type 12






Ideally, as you go through menopause, your levels of all three of these hormones remain sufficient to meet your needs. As your ovaries make less, other mechanisms in your body begin to produce more estrogen, progesterone, and testosterone to keep you adequately supplied. These other mechanisms primarily involve a process I call “adrenal recruitment” in which the adrenal glands are recruited to make increased amounts of precursors for the fluctuating hormones. These precursors, or “building blocks,” are transformed into estrogen and testosterone by other tissues of the body such as the liver and adipose tissue (fat cells).

But if your menopause is less than ideal, your body can have a harder time adjusting to the changes and maintaining good levels of the three hormones. This means that menopause is a complex transition. For some women, like Debra in chapter 1, menopause involves hot flashes, insomnia, and other troublesome physical symptoms. For others, like Ellen, mood changes predominate. Pamela also had mood changes, but of a very different kind than Ellen’s. Each woman’s experience is unique. 

The key to understanding—and treating—your own particular symptoms is to know which basic menopause type you have. Some menopause symptoms, such as depression, can be caused by very different hormonal imbalances. To know how to treat your symptoms, you have to know what your imbalance is, and how to correct it. If you are not having an ideal menopause, take heart. Once you know what your menopause type is, there are many effective ways to bring you closer to this ideal balance.


For some women, menopause involves hot flashes, insomnia, and other troublesome physical symptoms. For others, mood changes predominate.



THE 12 MENOPAUSE TYPES

To follow, I describe the most typical, or classic, symptoms and health risks of each menopause type. Keep in mind, though, that Fm describing types, not individuals. Few women have every single symptom listed for their type!

As you read about these types, you may recognize some of your own menopause symptoms. But you can’t generally determine your type just by reading the descriptions that follow. Chapter 3 will guide you through a questionnaire that can more reliably help you identify what menopause type you are. Chapter 4 will explain how you can use a simple, at-home saliva test to confirm your hormone levels and your type, and chapter 5 will reveal more about your hormones and your health. Chapters 6 through 9 will discuss the 12 different menopause types and show you how to restore balance in each type.

Type 1: Ideal Menopause

If you are lucky enough to have a Type 1 menopause, you might find it hard to understand why your friends complain about their menopausal symptoms. “What’s the big deal?” you might be tempted to say, since your menopause is almost totally free of discomfort. Over the course of a year or so, you simply stop menstruating. You might never experience a hot flash, vaginal dryness, or fatigue. In general, your experience of menopause is smooth and virtually free of symptoms. And after the changes of menopause are complete, you feel absolutely fine.

Some women with Type 1 menopause experience very mild symptoms related to subtle changes or variations in hormonal levels. Chapter 6 describes some natural ways to keep this menopause type smooth and maintain optimal health.

Type 2: Low Testosterone

In this type of menopause, your body is producing enough estrogen and progesterone to meet your needs, though your levels of both hormones might be at the low end of the “normal” range. But your body is not making enough testosterone. The result can be subtle, or quite intense. You might feel basically fine, but a little lacking in drive and confidence, or “vim and vigor,” as Amelia said in chapter 1. Mild depression and fatigue can be signs of low testosterone levels. You may also feel some loss of libido, though probably not a complete lack of interest in sex.

It might not occur to you that these are signs of menopause and you might say, “I don’t know what’s wrong with me. I don’t seem to have any problems with menopause—hardly any hot flashes, anyway—but I’m a bit tired and lethargic, and I keep procrastinating about things I used to love doing.”

Type 2 menopause may include physical symptoms and risks. A testosterone deficiency can cause hot flashes, even when there are adequate levels of estrogen and progesterone. Testosterone deficiency can increase your risk for disorders of the vulva, such as lichen sclerosus, a condition in which the labia and vulva become thin and fragile. Low testosterone can cause your muscle tone to weaken, and is associated with wrinkles and sagging skin. And you are at a somewhat higher risk for osteoporosis, or chest pain due to spasms of the coronary arteries. You can read more about Type 2 menopause and its treatments in chapter 6.

Type 3: High Testosterone

Type 3 menopause, like the first two types, may be relatively easy. With adequate levels of both estrogen and progesterone, things can go fairly smoothly. But too high a level of testosterone can be a problem. While testosterone boosts your confidence, strength, and libido, too much of it can leave you feeling agitated and angry. This frustration can even lead to a kind of depression—not to be confused with Type 2 depression. Facial hair, oily skin, and acne are some of the other ways excess testosterone makes itself known (and unpopular!).


High testosterone levels have been linked to insulin resistance, a condition that interferes with your body’s ability to regulate your blood sugar levels.



A more serious problem is that high testosterone can increase certain major health risks. High testosterone levels have been linked to insulin resistance, a condition that interferes with your body’s ability to regulate your blood sugar levels. Insulin resistance can cause adult-onset diabetes, and can increase your risk for heart disease as well as cancer of the breast and uterine lining (endometrium). High testosterone levels are known to reduce blood levels of HDL (“good”) cholesterol, which is another effect that can increase your risk for heart disease. Chapter 6 will discuss treatments for this type of menopause.

Type 4: Low Estrogen

With this type of menopause, your body doesn’t produce enough estrogen. It could be that, because of stress or other factors, your adrenal glands aren’t able to increase their production of “building blocks” for making estrogen as well as they should.

One common sign of this menopause type is hot flashes. (Actually, hot flashes can be produced by a number of hormonal imbalances, so they appear as a symptom in most of the 12 menopause types.) You may be mentally less sharp than usual, with decreased verbal skills. Many women with low estrogen levels complain that they have trouble remembering names. These problems can be frustrating. Low estrogen can also give rise to feelings of despair or depression. (Depression is a symptom that can arise for many reasons. As we’ll see in chapter 4, it’s important to confirm your menopause type by testing your hormonal levels before you choose a treatment for depression, since the wrong treatment might make you feel worse.)

Physically, a shortage of estrogen can show up as thinner skin; more wrinkles; reduction in breast size; stress incontinence (“wetting your pants” when you sneeze or cough); or irregular vaginal bleeding. Without enough estrogen to balance your testosterone level, you can develop oily skin and acne. Estrogen is also needed to keep the libido healthy, so you may also suffer from some loss of sexual desire. Finally, you may have a harder time doing precise work with your hands, such as the dexterity required for embroidery and other fine-motor tasks.

You probably already know that excess estrogen has been linked to certain cancers of the breast and uterus. But too low a level of estrogen can also cause serious health problems. As estrogen helps regulate your bone mass, a drop in your body’s estrogen levels can increase your risk for osteoporosis. Estrogen is also protective against cardiovascular disease. Premenopausal women rarely suffer heart attacks. Further, too low a level of estrogen may promote the development of insulin resistance, which can contribute to diabetes, cancer, and heart disease. See chapter 7 for more about Type 4 menopause and how to bring it into balance.

Type 5: Low Estrogen, Low Testosterone

Although this type of menopause has many of the physical discomforts of Type 4, its most painful effects may be emotional. Low estrogen and low testosterone each affect a woman’s mood; together, their effects can be devastating. Many women with Type 5 menopause feel dull, listless, or depressed. A characteristic sign is a lack of interest in things—or even people—of great importance in your life. Loved ones may be hurt or puzzled, not realizing that these emotional changes are signs of a hormonal imbalance. “It’s as if she doesn’t love me anymore” is a typical complaint of a husband whose wife has this type of menopause.

If you have Type 5 menopause, you may have trouble with your memory, or with learning new things. The deficiency in both estrogen and testosterone leaves your libido doubly diminished, and a thinning and drying of your vaginal walls can make intercourse painful. As with Type 4, stress incontinence can be a problem. A deficiency in both estrogen and testosterone can affect your skin and muscle tone, leading to premature sagging and wrinkles. The breast tissue can also shrink and begin to sag due to a loss of collagen. And you run the same health risks that come with Types 2 and 4: osteoporosis, cardiovascular disease, and insulin resistance. See chapter 7 for more information about this type of menopause, and how to relieve it.

Type 6: Low Estrogen, High Testosterone

Women with Type 6 menopause can suffer from an awkward combination of agitation and fatigue. High testosterone levels can make you feel irritable, while low estrogen can make it hard for you to concentrate and remember names. A woman with this menopause type may have a strong libido, but feel too irritable to enjoy sexual intimacy. This type of menopause is also associated with sleep disturbance, a troublesome condition that can rob you of needed rest and leave you feeling even more tired and irritable by day. Type 6 menopause, like Type 3, involves an imbalanced testosterone to estrogen ratio. In Type 6, however, this imbalance is even more pronounced than in Type 3. In addition to oily skin and acne, it can cause a condition called “androgenic alopecia” (hair loss or even baldness).


Treating your menopause type is not just taking hormones! Most menopause types may not need hormone replacement.



If you have Type 6 menopause, you face the greatest risk for insulin resistance, especially if your estrogen level is extremely low compared to your progesterone level. You also face all the health risks listed under Type 4. Chapter 7 will describe treatments that may be helpful for this type of menopause.


 [image: ] TREATING YOUR MENOPAUSE TYPE

Treating your menopause type is not just taking hormones! Most menopause types may not need hormone replacement. In all cases, it should be the last thing to consider. In addition to proper rest and exercise, try the following:


	Balance your nutrition and diet.


	Start using herbs and consider homeopathy, if appropriate. Some menopause types may be responsive to glandulars (see chapter 13).


	Consider hormone precursors (see chapter 14).


	Finally, after trying the above steps, you may consider hormones.




Pay attention to antiandrogens, antiestrogens, and antiprogestogens (Chapter 10). Though they may be appropriate in some types, they should generally be avoided in most other types. Remember, hormone replacement works much better when part of a healthy lifestyle.



Type 7: Low Progesterone

Type 7’s classic sign is anxiety. In the body, progesterone has a soothing effect on the nervous system. In fact, progesterone and its by-products can affect some of the same nervous system receptors that are affected by antianxiety drugs such as Valium and Xanax. Sometimes, when your progesterone levels fall too low, it can be almost as if you are withdrawing from one of these medications, the primary symptom of which is unusual irritability. A gnawing feeling of anxiety is enough to make anyone lose perspective. Since a progesterone deficiency has been associated with poor sleep, this menopause type has the added burden of inadequate rest at night.

Women with this menopause type can also suffer from pain and inflammation. This may show up as muscle aches or joint inflammation. Either way, these discomforts only worsen an already irritated nervous system.

A progesterone deficiency isn’t good for your long-term health, either. When progesterone levels fall too low to balance out your estrogen, your risk for uterine (endometrial) and breast cancer increases. Low levels of progesterone also increase your risk for osteoporosis, since progesterone plays a role in bone formation. By lowering HDL (“good”) cholesterol levels, low progesterone elevates your risk for cardiovascular disease.

See chapter 8 for treatments for this type of menopause.

Type 8: Low Progesterone, Low Testosterone

The symptoms of Type 8 menopause are similar to Type 7, but involve lower spirits and a greater tendency toward depression. The lack of libido, drive, and motivation that accompany low testosterone levels don’t do anything to cheer up a woman who’s already feeling anxious from a progesterone deficiency. Unlike the low-estrogen menopause types, this type doesn’t involve memory problems or fuzzy thinking. But clear thinking isn’t much comfort when you’re anxious or achy.

A typical Type 8 complaint is, “I feel like my personality has taken a real downturn. I don’t enjoy sex as much as I used to, I don’t have the energy to do most of the things I’ve always loved doing, and my muscles ache. But I have plenty of energy for worrying. My kids are getting annoyed with me, because I keep phoning to see if they’re okay. Nothing much seems to be wrong physically, but I just don’t feel like myself.” Women with this menopause type can also have trouble getting enough restful sleep.

This menopause type faces all the health risks associated with Type 7 and Type 2, plus episodes of hypoglycemia (low blood sugar) and hypoinsulinemia (or low blood insulin) if estrogen levels are too high. The low blood insulin and low blood sugar can increase feelings of fatigue and cause poor concentration. See chapter 8 for information about restoring balance in this type of menopause.

Type 9: Low Progesterone, High Testosterone

When you combine low-progesterone anxiety with high-testosterone testiness, the result isn’t fun. If your menopause is Type 9, you may feel easily alarmed. Your loved ones may see you as overreacting to everything. With nerves so frayed, women with this menopause type often sleep poorly. Also, this menopause type can include episodes of sleep apnea (interruption of breathing for brief periods during sleep), which can cause further sleep disturbances. Naturally, lack of sleep doesn’t improve anyone’s mood.

This menopause type involves the highest risk for endometrial cancer, since both low progesterone and high testosterone contribute to this risk. You can also suffer from abnormal uterine bleeding, which can be irregular, prolonged, and quite profuse. This abnormal bleeding may begin in perimenopause (the years leading up to menopause), but can continue beyond the expected end of menses. Type 9 also includes the health risks listed under Types 2 and 7. In addition, you face an increased risk for hyperinsulinemia. Treatments for this type of menopause are discussed in chapter 8.

Type 10: Low Estrogen, Low Progesterone

This menopause type involves a profound lack of two important hormones in a woman’s body: estrogen and progesterone.

Women with this menopause type may feel lacking in significant ways. Physically, a Type 10 menopause can include a wide array of the symptoms described for Types 4 and 7, such as hot flashes, vaginal dryness, fatigue, or poor sleep. Emotionally, you may struggle with depression, feelings of hopelessness and futility, and memory problems. Of all the types, this one is most likely to include some trouble with stress incontinence (“wetting your pants” when you laugh or sneeze). Oily skin and acne can also be a sign of a Type 10 imbalance, since the levels of estrogen and progesterone are not adequate to control the effects of testosterone.

The health risks associated with Type 10 menopause can be serious. Low levels of estrogen and progesterone have a doubly damaging affect on bones and blood cholesterol, greatly increasing your risk for osteoporosis and heart disease. Chapter 9 will discuss treatments for this type of menopause.

Type 11: Low Estrogen, Low Progesterone, Low Testosterone

Menopause is difficult enough when it involves deficiencies in both estrogen and progesterone, but when your testosterone level is low as well, you can feel deeply uncomfortable. Physically, you may be feeling hot flashes, vaginal dryness, lack of sexual desire, fatigue, or weakness. Even if you feel any desire to attempt sexual intercourse, the thinning and drying of the vaginal walls can make it too painful. Urinary incontinence can become quite a problem; you may find it hard to hold your urine even for a very short time. Mentally and emotionally, you may struggle with anxiety, depression, dullness, memory problems, and a feeling of apathy. You may feel easily tired, even while your other symptoms are making you work harder to get things done. You may have trouble sleeping. In general, you can suffer from a number of the symptoms described under Types 2, 4, and 7.

As with Type 10, this menopause type brings especially high health risks. Women with Type 11 menopause are also at risk for becoming insulin resistant and developing hyperinsulinemia. The risk for osteoporosis is especially high with this menopause type, since all three of these hormones play a role in protecting bones.


Menopause is difficult enough when it involves deficiencies in both estrogen and progesterone. When your testosterone level is low as well, you can feel deeply uncomfortable.



If you have this type of menopause, you have probably depended on support from your family and friends; this really is about as tough as it gets! But remember that there are a number of treatments that can help. See chapter 9 for more details about natural and medical treatments.

Type 12: Low Estrogen, Low Progesterone, High Testosterone

Like Types 10 and 11, this menopause type can bring a profoundly disturbing sense of being out of balance. With a high testosterone level, you may tend to feel more agitated or frustrated. The combination of high testosterone with deficiencies in both female sex hormones can also lead to “masculinizing” effects, such as facial hair, shrinking breasts, and deepening of the voice. All of the symptoms discussed under Types 3, 4, and 7 can come into play here. 

Women with this type of menopause almost always have insulin resistance, which if untreated, can increase the risk for endometrial cancer, breast cancer, non-insulin dependent diabetes, and heart disease. Type 12 menopause also involves a high risk for heart disease, but the high testosterone levels can reduce the risk for osteoporosis that comes with a dual deficiency in estrogen and progesterone.

In chapter 9, we’ll see what you can do to remedy a Type 12 imbalance.

IDENTIFY YOUR MENOPAUSE TYPE

Recognizing that there are different types of menopause is the first step to redefining what menopause means for you. The next and most important step is identifying your particular menopause type.

Determining your menopause type will help you make decisions on the course of action you want to take, and help you understand why your symptoms and needs may be completely different from those of your relatives or friends. The coming chapters will introduce you to two tools to aid you in finding an answer to the question “What’s your menopause type?” These tools are the Menopause Type Questionnaire and saliva hormone tests.

The Menopause Type Questionnaire (MTQ) provides you with a way to evaluate subjective symptoms associated with menopause, while the saliva hormone test is a means to evaluate objective signs. These two types of knowledge—subjective and objective—are what experienced physicians and other health-care professionals use to guide them toward understanding the unique features of any health condition. Since menopause is a health condition involving unique changes that may require support and monitoring, it is important to evaluate these changes by systematically looking at both signs and symptoms. To understand this process, let’s review a working definition of signs and symptoms.

Signs are objective and can be observed by the five senses. Rashes or other visible skin changes, lumps, or masses that can be felt, and heart and lung sounds that can be heard are all objective signs. X rays, EKG readouts, and laboratory tests also provide objective signs that can be used to understand a health condition. In the case of menopause, laboratory tests provide excellent objective information to evaluate menopause types. Since saliva tests that accurately measure hormone levels are now available, this information is within any woman’s grasp.

Symptoms are subjective and are experienced and reported by the individual being questioned. Aches, pains, spasms, weakness, fatigue, and feelings of irritability or anxiety are all subjective. Hot flashes, vaginal dryness, and night sweats are mainly subjective, even though they may also be observed upon examination.

In the past, a doctor would determine what symptoms were present by asking the patient
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