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Letter to the Reader

Dear Reader:

As a board-certified ob-gyn, I have spent countless hours in hospital rooms, in my clinic, in birthing centers, and in the operating room. In these spaces, I’ve heard the anguished cries of birthing mothers and brand-new babies, and details of confounding symptoms originating in and from the wildly complex and fascinating female reproductive system. I studied for years, endured grueling residency hours, and dedicated over twenty years to clinical practice so that my understanding of this system would allow me to support and engender women’s health. I prided myself on my commitment to this specialty and on my ability to actively listen to patients.

Yet it wasn’t until I began to be active on social media that I discovered that throngs of women had been yelling loudly for years, but no one had been listening. And they were desperate for help. These were women in perimenopause or menopause, and they felt isolated and distressed by a collection of disruptive symptoms. They often could not find support, from spouses or from friends; worst of all, doctors and other healthcare providers were denying them the legitimacy of their symptoms. Each woman seemed to feel isolated in her own dismay and despair.

I’ll admit there was a time when I wouldn’t have heard them either. But once I went through menopause myself, I got it. I could relate not just through empathy but through my own personal experience—I too had my life severely disrupted by sweat-soaked sleepless nights, annoying and unhealthy weight gain, frustrating brain fog, significant hair loss, and drying skin.

In my case, being on a birth control pill for contraception and to control my polycystic ovarian syndrome had likely staved off perimenopausal symptoms in my late thirties and early forties. When I was about age forty-eight, however, my healthcare provider and I decided I should stop taking the pill and “see where I was hormonally,” knowing menopause was coming soon. Around the same time, my beloved brother, Bob, became terminally ill, and in my rush to provide him care at the end of his life, I forgot my own. I was devastated by Bob’s death, and I attributed many of the physical and emotional symptoms I was having—most notably new belly fat and little sleep—to my grief.

I tried to be tough and power through it. But night after night of disrupted sleep changed my mind. I tried melatonin, meditation, and proper sleep hygiene, but nothing was working. The loss of sleep made me groggy and fatigued during the day, which made it harder for me to find the energy to exercise and easier to choose less healthy foods. It was a vicious circle of lethargy and unhealthiness! Finally, I decided to start hormone therapy, although for a number of reasons that I now know are common (and somewhat misguided), I felt as if doing so was an act of throwing in the towel.

I was lucky that I had the ability to self-diagnose and self-treat. I was also fortunate in that I had access to research and medical insight that helped me create a comprehensive approach to my own care. This included nutritional strategies, exercise, and stress reduction techniques. Fortunately, the combined approach worked, and I began to feel better. I can’t overstate the profound relief I experienced when I started to feel like myself again.

Soon thereafter, I decided to share many facets of this approach in a program I created called the Galveston Diet. I offered this program first through my clinic in Galveston, Texas, and then later in a book of the same name. I began talking more and more about menopause on social media—and my reach has grown to over three and one-half million followers across my channels.

To say the response was overwhelming is an understatement. The program clearly spoke to and met a need that many had for a realistic and attainable approach to improving symptoms of perimenopause and menopause utilizing lifestyle and nutrition. I am so proud of the program and how many people it has helped and will continue to help.

But there are always more women to reach, to help. Indeed, the population entering this phase of their lives is not just big, it’s enormous—by the year 2030, the world population of menopausal and postmenopausal women is projected to increase to 1.2 billion, with 47 million new entrants each year. Can you imagine the power of a population this size if we can unite to demand continued improvements in the standard of care for women at this stage of our lives? We could rally behind my personal mantra for The New Menopause: Menopause is inevitable; suffering is not.

Of course, even though we are in the midst of changing, this is a big ship to course-correct, and it’s going to take a long time to get everyone on board and heading in the right direction. Yet simply by reading this book you are already on the gangplank; you have access to information and proven strategies that can help improve your quality of life and increase longevity.

So let me say this: I hear you. I see you. This book is for you and anyone else (partners, family, coworkers, supporters of any sort) seeking a better understanding of the menopausal transition and life after reproduction ends. My hope is that it will help educate and empower women to care for themselves or to help others care more deeply for them as they experience and deal with these changes.

A book may not be able to take the place of an in-person doctor’s appointment, but the pages ahead present an opportunity for a fresh start in how you are or will experience perimenopause (the precursor to menopause), menopause, and postmenopause, and how you approach your well-being during these stages of life. Many will argue that menopause is a natural process and we should just let it take its course and allow our bodies to do what they’re supposed to do. My response is that yes, the process is natural, but that doesn’t mean that it is not harmful.

What do I mean by that?

Well, as your body naturally produces less estrogen (the hallmark of “the change”), your risks for developing serious medical conditions—including diabetes, dementia, Alzheimer’s, osteoporosis, and cardiovascular disease—go up. You may choose to change nothing about your lifestyle or hormonal levels to deal with the risks for these serious conditions, but I firmly believe that you should be fully informed about the range of those risks, as well as the options for mediating them. Put simply, perimenopause and menopause signal significant changes to your health, and you should be able to make an informed choice about the future of it. This book will put that agency in your hands, no one else’s.
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You’ll see many stories from my patients and social media followers throughout this book. They’re not the typical before and after stories you might expect. Rather, they are intended to demonstrate the many, sometimes surprising, ways menopause symptoms may manifest. My goal in providing these stories is to allow you to see what may be your own truth in the testimony of others and to validate you and your experience.
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CHAPTER 1

It’s Not All in Your Head


“We know our bodies; we know when something physically has changed.”

“At age forty-seven, I was told by a gynecologist that perimenopause isn’t real and was asked if I had a psychiatrist.”

“I was told by my former doctor that women use menopause as an excuse to gain weight and that it’s not real.”

“I was told that it’s all in your head.”

“Welcome to your new normal.”

“It’s discouraging to not be taken seriously.”

“Consulted my ob-gyn about perimenopause and mood swings, sexual interest. She blew me off and said I was too young for menopause.”

“The migraines are a new symptom. I have only had them a few times, but they were debilitating. My doctor suggests I take Tylenol and lie down. I would prefer to address the cause and not just the symptom.”

“Dr. said it wasn’t perimenopause if I wasn’t having hot flashes.”

“I had to go to an ob-gyn and three cardiologists before I found one who believed me and had knowledge that it could be linked to hormonal changes.”

“I was sent for a full blood screening and thyroid testing. All tests came back with good results, so my complaints were not addressed further.”

“Still suffering.”
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That’s just a small sampling of comments shared on my social media and in a research study on women’s experiences with menopausal symptoms. The study, published in the Journal of Women’s Health in 2023, sought to understand what kind of support a patient felt she was getting from her healthcare providers (and how that support could be improved). Overwhelmingly, the responses revealed substandard care and weak support. Many patients felt invalidated or reported that they hadn’t been provided with any help or even given access to information that would allow them to understand the cause of their symptoms. My informal “survey” on my social media posts directed to gynecology patients revealed many of the same sentiments. Women said things like “My doctor told me he doesn’t believe in perimenopause” and “I was told it’s just a natural part of aging, get over it,” and described encountering a medical attitude of “Welcome to your new normal.” Sadly, these experiences aren’t the exception, they are the rule. There are so many problems with this that I’m not even sure where to start. But first on the list is the fact that there are major medical consequences of this denial of care and guidance. If a woman in perimenopause or menopause is not getting top-notch care, it’s a matter of life and death. Really.

Here’s why: Your symptoms, of which dozens (including the well-known hot flashes and the not so well-known frozen shoulder), are the direct result of declining estrogen. My patients, colleagues, and I have been taken aback by the emerging research that’s starting to explore the relationship between the menopausal drop in estrogen and issues like chronic cough, tinnitus, and benign position vertigo—just to name a few. These are issues that many women are attributing to “getting old” while they scramble to be believed, get help, and thrive during what should be a powerful and exciting time in their lives.

Estrogen isn’t just a pretty hormone that’s key to reproductive capabilities; it’s responsible for so much more. There are estrogen receptors throughout almost every organ system in your body, and as your levels drop, these cells begin to lose their ability to assist in maintaining your health in other areas, including your heart, cognitive function, bone integrity, and blood sugar balance.

The list goes on, but in these areas alone we can spot a few diseases that regularly land in the top ten causes of death in women: heart disease, stroke, Alzheimer’s disease, and type 2 diabetes. While osteoporosis isn’t on this list, it still presents a serious concern, as one in two women will break a bone in their life because of bone loss from osteoporosis, and hip fractures alone are associated with a 15–20 percent increased mortality rate within one year of the break. All this is to say that estrogen is broadly and profoundly protective of your health, and its diminishing status during perimenopausal and menopausal years is a very big deal and should be treated as such.

In the pages to come, I’ll present you with a head-to-toe tour of just what you can do to prioritize taking care of yourself during this big deal phase. Before we get to the strategies, I want to take a step back and establish some foundational understanding of the myriad ways that hormone changes can present themselves and why exactly the symptoms and resulting suffering have for so long been inadequately addressed.


Estrogen Replacement and Aging


If you are a candidate for hormone therapy, its use may prolong your life. A study published in the journal Menopause reported that a woman starting estrogen at fifty can expect to live up to two years longer than women who do not, and per year it’s associated with a 20 to 50 percent decrease in dying from any cause.




So Many Symptoms, So Little Support

Stop me if you’ve heard this one before: A patient walks into a bar … or actually, it goes … a patient walks into their doctor’s office first and then a bar after because they’ve been told, yet again, that the symptoms they’ve been experiencing for months, years even, are just normal or natural and associated with aging, that they’re a manifestation of mood changes that just have to be endured, or, most insulting of all, that “it’s all in your head.” (No wonder the rates of alcohol use in women have climbed, although this is not a healthy trend.)

The not-so-funny reality is that you’ve likely not only heard it before but experienced it too. The question is: Why? Why can you go to a doctor seeking help, describe your symptom or symptoms, and then walk out feeling dismissed, absent a diagnosis, and without hope of any relief on the horizon?

In medicine, we look at this question in terms of access to care. That is, if there’s an ideal patient experience, what are the barriers keeping people from having that kind of experience—the kind where a patient leaves a doctor’s office feeling supported and empowered, and outfitted with treatment options? Let’s take a look at the barriers to this kind of experience.

Lack of Awareness

One of the most significant issues responsible for inadequate treatment for those in the menopausal transition or in menopause is the insufficient understanding around its pathology, which is how an underlying condition or disease may present itself symptomatically. Changes in hormone levels can lead to a variety of symptoms that manifest in unique ways in each patient, making it difficult to recognize, diagnose, and treat.

It would serve physicians—and patients—well to get to know the list of potential symptoms because it extends far beyond hot flashes, night sweats, loss of bone density, and genitourinary symptoms. Here are many of the symptoms that may be related to perimenopause or menopause (see the Tool Kit for strategies to manage these symptoms).


	Acid reflux/GERD

	Acne

	Alcohol tolerance changes

	Anxiety

	Arthralgia (joint pain)

	Arthritis

	Asthma

	Autoimmune disease (new or worsening)

	Bloating

	Body composition changes/belly fat

	Body odor

	Brain fog

	Breast tenderness/soreness

	Brittle nails

	Burning sensation in the mouth/tongue

	Chronic fatigue syndrome

	Crawling skin sensations

	Decreased desire for sex

	Dental problems

	Depression

	Difficulty concentrating

	Dizzy spells

	Dry or itchy eyes

	Dry mouth

	Dry skin

	Eczema

	Electric shock sensations

	Fatigue

	Fibromyalgia

	Frozen shoulder

	Genitourinary syndrome

	Headaches

	Heart palpitations

	High cholesterol/high triglycerides

	Hot flashes

	Incontinence

	Insulin resistance

	Irritable bowel syndrome

	Irritability

	Itchy ears

	Itchy skin

	Kidney stones

	Memory issues

	Menstrual cycle changes

	Mental health disorders

	Migraines

	Mood changes

	Muscle aches

	Night sweats

	Nonalcoholic fatty liver disease

	Osteoporosis

	Pain with intercourse

	Sarcopenia (muscle loss)

	Sleep apnea

	Sleep disturbances

	Thinning hair (on head)

	Thinning skin

	Tingling extremities

	Tinnitus

	TMJ (temporomandibular disorder)

	Unwanted hair growth (whiskers)

	Urinary tract infections

	Vaginal dryness

	Vertigo

	Weight gain

	Wrinkles



Simply by looking at this list you can see how profoundly far-reaching hormonal changes can be, and how exactly an individual could visit nearly every medical specialty chasing a diagnosis if the common denominator of diminishing estrogen isn’t identified. This is also why menopause symptoms may be mistaken for symptoms of other conditions, leading to misdiagnosis—or how it is possible to have more than one cause of similar symptoms (hypothyroidism and perimenopause).

Lack of Uniformity of Symptoms

Healthcare professionals love uniformity, and menopause is an out-of-the box nonconformist with highly individualized expression. Though the endocrine changes are relatively similar across individuals, the symptomatic experience can be distinct and diverse. Not all women will experience all of the symptoms I listed, but the majority will experience some. When a person has symptoms can vary too. Menopause symptoms can begin during perimenopause and can last for decades. You might be bombarded by multiple symptoms during perimenopause and reach smooth sailing during postmenopause, or experience the exact opposite.

We have a saying in medicine that if it walks like a duck and talks like a duck, it is a duck. Well, what kind of duck is menopause? It depends on the day, on the time of day even, and, as growing evidence shows, on a whole lot more. How menopause expresses itself in your body can depend upon genetics; lifestyle factors such as diet, exercise, smoking, and reproductive history; and influences like weight/BMI, climate, socioeconomic status, and even cultural beliefs and attitudes around menopause.

No Standardized Diagnostic Criteria or Screening

There is a medical definition for menopause: the point at which you have gone without a menstrual period for twelve months. But that means that you really only know you are “there” until that year has elapsed. Before then—as your periods become more sporadic (or sometimes heavier and more frequent)—you are in limbo, knowing that something is changing but unsure of how long the transition will take. That’s the perimenopausal stage, but it’s by definition unpredictable. I like to describe it as the “phase of chaos.” And it has no universally accepted definition or specific diagnostic criteria; currently, there is no established one-time blood test that can tell your doctor where exactly you are in the process. A wide variety of changing symptoms means no specific and clear diagnosis for perimenopause.

There is also no routine screening of patients. In medicine, health screenings are used to detect the presence of a common condition or disease before symptoms appear so that prevention strategies and other actions can be taken to improve outcomes. We screen for high blood pressure; certain types of cancer, such as cervical, breast, and prostate; osteoporosis; depression; and more. Often these screenings are conducted using some type of tool or medical technology, but for some conditions, such as depression, the screening is done by having the patient complete a questionnaire.

There’s no standard screening for perimenopause, in part because there’s no cure or prevention for what’s coming; menopause cannot be avoided. However, we know that many of the conditions or diseases that are initiated as you enter perimenopause and continue into postmenopause occur as a result of declining levels of estrogen and other sex hormones. Proper screening would not only alleviate symptoms and confusion but also allow for the implementation of targeted preventive steps that could lengthen both health and life span.

Gender Bias and Stereotyping

It’s true that menopause affects only people who have female reproductive organs, but unfortunately, it is often viewed condescendingly as a “women’s issue” and it is rarely taken seriously by doctors or our culture. As a result, very real life- and health-altering symptoms are dismissed as emotional and psychological in nature, or are categorically dismissed as mood swings that a patient should just tolerate or tough out. Unfortunately, this is not a new trend—in fact, it has been going on for thousands of years.

In Greek mythology, women who we now know were probably experiencing menopausal symptoms were described as having “uterine melancholy,” or a distinct form of madness derived from their womb. Later, the Greek physician Hippocrates coined the term hysteria to refer to a vague disease also originating in the uterus, which he believed would wander around the body and cause symptoms such as tremors and anxiety through the release of toxic fumes. I wish I was making this stuff up. (If you want to know more about the history of women’s health, check out the fantastic book Unwell Women by Elinor Cleghorn.)

Even though Hippocrates practiced medicine nearly 2,500 years ago, his theories still appear to infiltrate the minds of many in the medical field and influence how they practice medicine today. The inherited belief that a woman’s medical issues are solely emotional or psychological in nature has especially strong staying power and contributes to what is today referred to as the “gender pain gap.” This term describes the confounding reality that while women experience more chronic pain and more chronic conditions than men, their pain is more likely to be minimized and mistreated. If you are a person of color and a woman, you are doubly invisible and even less likely to get your pain treated properly.

This “gap” isn’t just a theory; it’s been proven to exist. Studies have shown that women who present with the same severity of pain as men in an emergency room wait on average sixteen minutes longer to get pain medication (if you’ve ever been in severe pain, you know that sixteen minutes is an eternity) and that women are more likely to be prescribed sedatives or antidepressants than pain meds. Women are also more likely to wait longer to be seen and to get less time to address their issues than male patients.

I hate to say it, but these stats come as no surprise to me. That’s because I’ve seen this dismissive treatment firsthand, and at an early point in my medical career I was guilty of the same.

When I was in medical school, and then a new doctor in the 1990s, I was made aware of a patient type referred to simply as “WW.” These patients would typically come in describing a cluster of symptoms: weight gain, brain fog, irritability, joint pain, decreased sex drive, poor sleep, and fatigue. “You’ve got a WW in exam room 3. Good luck with that,” a colleague would say. This meant, and I cringe as I write this, that I was about to encounter a “whiny woman.” Here we were practicing modern medicine, yet we were conflating legitimate symptoms with an emotion just like ancient physicians.

At the time, my colleagues and I knew it was likely that these patients were entering the menopause transition. But we had precious little instruction or education on the proper diagnosis, management, and treatment of it.

Further, we’d been taught that women tend to complain and somaticize symptoms because of dissatisfaction with life circumstances and stress. The “It’s all in her head” medical mantra was very much alive and well. If she was found to be postmenopausal (again, confirmed by not having had a period in more than twelve months), we might offer menopause hormone therapy (MHT, also called Hormone Replacement Therapy or HRT) and send her on her way (this was prior to the release of the WHI results in 2002). If she was transitioning into menopause, well, we offered nothing, insisting she had to go a full year without a period before we could intervene.

The result of this general lack of recognition and underdiagnosis of menopause symptoms no doubt caused women to suffer needlessly. This was a reality that I wasn’t fully aware of until I was beset by symptoms myself. I experienced intense body aches, sweat-soaked sleepless nights, thinning hair, weight gain, and dulled cognitive abilities. These symptoms interfered greatly with my quality of life, rocked my confidence in my professional abilities, and made me realize that I was not practicing good menopause care.

When it became clear to me that my erratic and declining hormone levels were responsible for how I was feeling, I thought of the patients who had been where I was and had sought help from medical professionals but didn’t get the support they needed. I felt guilty and ashamed to have been part of the problem back then.

The good news is that the medical care of the menopausal patient is improving, but its improvement will be limited unless we acknowledge and actively work on breaking down the significant barrier of gender bias. In fact, not acknowledging this bias would only perpetuate the gaslighting and further invalidate the experience of those who have walked into their doctors’ offices or into the hospital hopeful that they would be helped, and who have walked out feeling worse, a pamphlet for antidepressants in hand.

Inadequate Training in Medical School and Residency

On the basis of what you just read, you might be thinking that doctors are to blame for the insufficient care and consistent misdiagnosis of those entering menopause or existing after it—and yes, they/we have some culpability, especially those who have denied or continue to deny the validity or severity of a patient’s symptoms. But placing the blame solely on medical practitioners misses seeing the forest for the trees. There are much larger issues at play, specifically related to what medical students are taught in school and what education practicing physicians are required to complete to retain their licenses. We will never see better management of menopause without emphasis on better education.

Here’s why education matters: the duck. You remember the duck, don’t you? Doctors like a path to diagnosis that goes like this: Here are the symptoms; these symptoms align with diagnosis X, Y, or Z. When tests rule out X and Y, the issue must be Z. There’s your duck: Z. (I’m not making light of the patient experience; for the sake of demonstration, I’m simply trying to simplify what can be a really lengthy, intensive process.)

A diagnosis is sometimes that simple, but not always, and there’s nothing arbitrary about it. A doctor is practicing intellectual recall, drawing on years of study to attach symptoms to potential causes and following standard medical practice to produce confirmation because that’s what doctors have been taught to do. But it turns out not many doctors have been taught how to practice medicine when it comes to the matter of menopause.

What is taught in medical schools and residency programs is limited in scope, showing only the most cliché symptoms of hormonal changes. What I learned in med school about obstetrics, general gynecology, pediatric gynecology, and gynecologic oncology and surgery was first-rate and important, but menopause got shoved in a box with “everything else” and received only a sliver of the time and attention. For example, in residency, I learned that menopause was marked by hot flashes, weight gain, mood swings, genitourinary symptoms, and sleep disturbances. That’s it!

It took my real-life experience and hundreds of hours of self-driven research (i.e., it was not required for boards or to keep my medical license current) for me to understand that the presentation of endocrinological aging was so much more complex than those five common symptoms. I am an ob-gyn; my specialty is treating patients with ovaries, the two small, oval-shaped glands that produce estrogen, progesterone, and testosterone, the hormones essential to a menstrual cycle, fertility, and pregnancy. And it wasn’t part of my required education to become more knowledgeable on the inevitable diminishing nature of this hormone production, or to understand its link to cardiovascular diseases, neurodegenerative disease, certain types of cancer, and lowered quality of life. I don’t think that’s right.

My training in obstetrics and gynecology began over twenty-six years ago, but unfortunately today’s ob-gyn residents don’t seem to be receiving much better education than I did on the subject of menopause medicine. A survey conducted in 2013 by researchers at Johns Hopkins found that nearly 80 percent of medical residents felt “barely comfortable” discussing or treating menopause. They also found that only 20 percent of ob-gyn residencies offered menopause training.

A later survey published in Mayo Clinic Proceedings revealed similar statistics collected from residents in obstetrics and gynecology, and in family and internal medicine as well. The residents who responded to this survey expressed a lack of confidence and competency in managing menopause and acknowledged a need and a desire for additional education—nearly 94 percent of respondents indicated it was important or very important to be trained to manage menopause.

When you consider these statistics, it’s no surprise that most doctors don’t know how to talk about, diagnose, or treat a patient properly during her menopausal journey. They’re simply not being trained to do so. This is true even though one-third of American women are currently experiencing some stage of menopause and 51 percent of the population will go through this life-changing event if they live long enough.

If other doctors or medical school administrators are reading this, let me make my opinion and position clear: the medical community as a whole must treat menopause with the respect it merits, and that means prioritizing investments in curricula that teach today’s up-and-coming doctors how to recognize and treat the menopause journey. For now, practicing physicians need to be proactive and seek out training from organizations such as the Menopause Society (formerly the North American Menopause Society), which offers continuing education courses and certifications in midlife medicine. We also need providers who do understand menopause to step up and help their fellow clinicians who need and desire guidance. Our patients deserve better care, and this will come in the form of recognition and validation of symptoms, and treatment of hormone depletion and the ensuing conditions.

An Insufficient Definition of Aging

One of the subtler reasons that women haven’t received proper care for menopause is related to how the medical establishment defines aging as related mostly to chronological age (literally how old you are) instead of also considering a person’s endocrinological age: the rate at which our ovaries age is twice as fast as for every other organ system in the body.

Like chronological aging, endocrine aging is inevitable, but unlike with most chronological aging, we have access to medical interventions that can restore hormone levels and help minimize the side effects of hormonal decline. The primary intervention is called hormone replacement therapy (HRT), also known as hormone therapy (HT) or menopausal hormone therapy (MHT). I prefer to use the term MHT. These are different names for the same approach, the goal of which is very straightforward: to replace or support the natural hormones that are no longer made by the body so as to help ensure that the functions initiated and promoted by these hormones are still conducted. You can think of it as a way of saying “Carry on with your work, heart cells, neurons, bladder cells, and joints.”

I know the mention of hormone replacement therapy might bring up a lot of emotions, including fear. This is understandable—MHT has what some would describe as a troubled past, and it’s not the right approach for everyone. But what I’m going to offer you in this book is something you maybe haven’t gotten in your doctor’s office, and something you deserve: a comprehensive discussion on the topic of hormone replacement therapy. You deserve to understand the truth about the research that scared so many away from MHT, and the emerging science that shows how safe and effective it may be in helping stave off the chronic diseases that start creeping in as estrogen declines. Not every person will choose hormone therapy, but everyone deserves an educated conversation. We’ll get to that discussion in chapter 7.

There are other strategies, too, that can help support your body and mind during the menopausal transition and through to postmenopause. I’m excited to share them all with you and thrilled that you’ve put your trust in me to help guide you to feeling better and remain functional as long as possible. I hope you can benefit from what I’ve learned and unlearned about the best strategies and approaches. Together through awareness, education, and action we can be a part of the movement that clears the barriers to quality menopausal care. It starts here and now!




CHAPTER 2

The Complicated Past and Confusing Nature of Menopause Treatment


I officially entered menopause in October 2022 at the age of fifty-six. For the last year I have experienced terrible joint pain despite being at a normal weight, overall healthy, eating a healthful anti-inflammatory diet, and exercising several times a week. My primary care doctor did all sorts of labs including testing for inflammation and rheumatoid arthritis (all results were normal). My cholesterol was high for the first time in my life, and she told me to “continue working” on my already healthful diet. An orthopedic surgeon I saw about my joint pain told me I’m just “unlucky.” Neither doctor ever put together that my joint pain or high cholesterol could have anything to do with menopause/lack of estrogen.

—Beverly W.
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When it comes to biological brilliance, few things compare to the female reproductive system. This system is made up of a dependable team: the vagina, cervix, uterus, ovaries, fallopian tubes, and some ancillary, yet equally essential teammates that facilitate menstruation, support the development of a human being from embryo to newborn, and represent the parts of the anatomy that grant us the gift of sexual pleasure. Even twenty-five years after committing to the specialty of ob-gyn, I still marvel at its profound complexity, innate intelligence, and ability to perform seemingly superhuman feats of strength and endurance.

Consider the uterus: a small and hollow multilayered muscular organ that expands up to five hundred times its volume capacity during pregnancy. Or the ovaries: two almond-sized glands that at birth hold between one and two million oocytes, or eggs, which house all our unique genetic material.

These very same ovaries will produce hormones that regulate the menstrual cycle and maintain fertility, and they are the central organ in the production of estrogen. We owe much of our biological selves to estrogen; it’s the hormone responsible for much of our reproductive tract, and it’s important to the health of our breasts, skin, hair, heart and blood vessels, brain, and more. Estrogen levels fluctuate throughout our lives, rising and falling each time we menstruate, soaring during pregnancy, and, in healthy women, after puberty will be naturally suppressed or diminished during only two occurrences over our lifetime: postpartum and menopause.

Obviously, these examples demonstrate very different reasons for low estrogen: The first is to allow for lactation, the second is a result of what we in medicine call ovarian failure (sounds harsh, I know, but it is an accurate description of what is happening to our hormone production from the ovaries). But these occurrences bring about very similar metabolic changes. Yep, both breastfeeding moms and menopausal individuals can experience the joys of sleepless nights, hot flashes, dry vaginas, anxiety, and brain fog.

We know that these changes happen during lactation to prioritize the care of another living being. The lactating mother must wake often to nurse, radiate heat to warm a young infant, and be on alert.

When estrogen diminishes in the postreproductive phase, namely menopause, and all these symptoms arise, what’s the point? There are some theories (see page 19), but I have my own suggested take on this transitional stage of our lives. I think we should consider these symptoms a sign that there’s a living being needing great care. And that being is YOU. You need attention, you need love, you need support, and you should consider yourself ushered into an unprecedented era of much-needed self-care.

One problem is that there hasn’t been a clear definition of what support and care look like during this time of great need. And if you’re a patient, the doctor-recommended or prescribed treatments, if any are offered at all, have been inconsistent. In part, this is because the needs of the perimenopausal, menopausal, and postmenopausal person haven’t been prioritized—not in society at large, and not in medicine, where women have long gotten less in the way of research prioritization and funding.

The treatments have also been inconsistent because our understanding of how to best manage the symptoms and lessen the health risks that arise during menopause has gone through so many dramatic swings and a trusted, foundational approach has not been established. This is so even though the answer has been there—or not there, as the case really is!—all along: estrogen.

It’s important that we pause and look back at how we came to identify estrogen and its role in menopause, and how the medical knowledge of both has evolved over time. The past can teach us lessons about how we move forward and can help us create a better future for those who are next in line and will soon, when their own symptoms and health risks are rising in tandem, be asking: What can I do about this?

The History of the Mystery

The term menopause entered the world of words in 1821 thanks to the French physician Charles-Pierre-Louis de Gardanne. A mashup of meno, meaning “month” and relating to the moon, and pause, as in the stopping of something, the word quite literally means the end of your monthly cycle.

Long before there was a definition of menopause, it was a source of great confusion. Early Greek and Roman physicians thought the loss of blood via menstruation each month was a sort of purging of toxins and poisons from the body and that when menstruation ended in menopause, a failure to release these toxins would drive a woman mad. Over time, the approaches to treating this perceived “menopausal madness” would vary from wacky to inhumane and would include everything from using leeches to draw out toxins to locking women up in asylums.


Long Life After Menopause: A Head-Scratcher for Evolutionary Biologists


Given that the average life expectancy for women today is seventy-nine and the average age of menopause is fifty-one, women today can live at least thirty years past their ability to have children. We are one of very few animal species to have such a long postreproductive life span. This means we’ve basically hit the species jackpot, but it’s also a fact that’s puzzled evolutionary biologists who ask the question “How does menopause align with the survival of the fittest?”

The search for an answer has led some to theorize that menopause is an adaptation, introduced to allow women to live well past their reproductive capabilities so that they can help support and care for future generations, thereby enhancing genetic success; this is what’s known as the “grandmother hypothesis.” Other researchers believe that we are simply outliving our egg supplies thanks to our modern, civilized lifestyle. In other words, menopause is more like a modern luxury than a biological benefit that’s helped advance our species in some way.

I suspect we’ll never really know why we can live so many years past menopause, but I think from these theories we can glean a little bit for which we can be grateful. Most of all, we can be grateful for the fact that, in spite of the challenges that the menopausal transition can throw at us, we are fortunate to exist during an era in which we can live decades beyond the cessation of menstruation (and can do so more healthfully than ever before). This time represents an opportunity for us to create some of the best years of our lives. And guess who gets to decide whether best means dedicating our resources of experience, wisdom, and confidence to others who are younger than us, or celebrating the luxury of being liberated from our periods, or doing a little bit of both? YOU DO. Because whether it’s thanks to evolution or not, you’ve earned it.




The treatments for menopause were so varied and ineffectual for so long because no one understood what was happening in the body (ovarian failure) to facilitate the end of a woman’s cycle and, in most cases, bring about symptoms. It wasn’t until the late 1800s and early 1900s that researchers began to zero in on the endocrine system, specifically the ovaries, and the existence of hormones as key to understanding the origins of menopause. It was around this time too that the first oral therapies, which were crude formulations of processed ovarian tissue from animals, were given in an attempt to try to help treat menopausal symptoms. Some of these treatments were shown promisingly to improve hot flashes and what was then referred to as “sexual dysfunction” (in modern medicine, we refer to it as hypoactive sexual desire disorder—low libido—or painful sex, both commonly experienced in menopause).

In 1923, American chemists Edgar Allen and Edward Doisy, the latter of whom would go on to win the Nobel Prize for his research on the chemical nature of vitamin K, became the first researchers to isolate a primary hormone produced by the ovaries. This hormone was determined to promote actions in the reproductive system related to a woman’s cycle; they called it primary ovarian hormone. A few years later, it would become known by the name we all know so well—estrogen—the word being a combination of estrus and gen, as in the generation of a monthly cycle.

(Still with me? Just checking in to say that I know it would be easy to dismiss all this as dull historical detail. But these discoveries quite literally laid the foundation for our modern understanding of how the presence of estrogen influences menstruation and pregnancy, and how its relative absence introduces menopause. Read on.)

By 1933, estrogen was being manufactured and prescribed under the brand name Emmenin. It was produced first from extracts obtained from placentas, then from the urine of pregnant women, and it was used to treat dysmenorrhea, or pain associated with menstruation, and symptoms of menopause. Eventually it was reformulated from the urine of pregnant mares and was rebranded as Premarin, which the FDA first approved for the market in 1942. (It’s important to note that there are now several hormone therapy options that do not rely on animals for production, and we will get into modern versions of hormone therapy in chapter 7.) Premarin’s entrance into the hormone therapy arena would mark the start of a several decades’ long seesaw of opinion and science related to hormone-based treatment for menopausal symptoms and related conditions.

The Rise and Fall and Rise Again of Hormone Replacement Therapy

Once it became apparent that there was a demand for ways to treat symptoms of menopause, drug makers got right to work. And in 1947, just five years after Premarin first got FDA approval, a total of fifty-three formulations sold by twenty-three different companies were on the
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