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AUTHOR’S NOTE

Over the past two decades I have seen thousands of women through their perimenopausal years. Throughout this book, I have drawn on the stories they have generously shared with me to illustrate the vast range of symptoms and experiences that characterize this transition. Many of the case histories you will read are composites. When I have based examples on particular patients, I have changed their names and distinguishing features in order to protect their privacy.

At the end of each chapter of this book is a discussion of treatment options, including vitamins, minerals, foods, herbs, phytoestrogens, and hormone preparations that can be used to alleviate particular symptoms. These recommendations are not a prescription, and you should not implement any of these strategies without first consulting your physician. I have included them because I believe the best patient is an educated patient—the more informed you are, the better you will be able to collaborate with your doctor to come up with a treatment plan that suits your individual needs.
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INTRODUCTION

Woman to Woman

I love being a doctor. In particular, I love being a women’s doctor. In twenty years as a board-certified physician specializing in obstetrics and gynecology, I’ve seen thousands of patients, from teenagers to great-grandmothers. A typical day might include counseling one woman about getting pregnant and prescribing birth control for the next, figuring out why one patient is bleeding all the time and why another hasn’t seen a period for months, treating some women for diseases and helping others avoid them, scanning bones, doing biopsies, and perhaps even delivering a baby or two. Whatever the immediate concern, I make it my business to spend time getting to know my patients—not just their bodies, but their thoughts and feelings as well—and explaining what’s going on with them physically. It’s my strong belief that understanding your own body and working with a doctor who understands you as a whole person are the keys to maintaining lifelong emotional, psychological, and physical well-being.

Back when I was a medical student—one of only 10 women in a class of 110—topics such as PMS and menopause were simply not discussed. In fact, the entire concept of gender-specific medicine didn’t yet exist. When we learned about heart disease, for example, all the information came from studies of men; it was assumed that women’s bodies were the same, just smaller. In those days it didn’t even cross my mind to question this exclusively male orientation. After all, I was expected to be “one of the guys.” What an awakening it was to encounter women’s health issues in the flesh when I hung out my shingle and began practicing real medicine!

I’ll never forget how, in those early days, a patient came in complaining of terrible premenstrual symptoms. I just nodded my head and took notes, although I hadn’t a clue what to tell her. After hours, I ran to the medical library and read everything I could find on the subject. The next day I put together a PMS handout detailing vitamins and minerals to take and foods to avoid. Over the years I’ve expanded this handout into an entire PMS-prevention plan.

Today, my focus has shifted to a new topic, one probably never dreamed about—and certainly never spoken about—by my medical school professors: perimenopause. About ten years ago I noticed that a lot of my patients in their forties were reporting similar symptoms: irregular bleeding, hot flashes, palpitations, mood swings, headaches, insomnia, memory loss, vaginal itching and dryness, lack of libido, dry skin and hair, weight gain. After a few years of these complaints, they’d come in and say, “All done!” They’d stopped having their periods and had entered menopause. Clearly their bodies were going through a major transition in those years leading up to menopause. Once again, I hit the library. I discovered that contrary to the prevailing wisdom, which says that your hormones shift after menopause, serious hormone fluctuations take place long before you stop bleeding that can cause a multitude of often debilitating symptoms. In fact, most women find their symptoms are at their worst during perimenopause; after menopause they begin to feel better.

When you think about it, this makes perfect sense. The human body isn’t like a light switch that turns on and off at a flick. It’s a complex organism that changes over time. Perimenopause is the perfectly natural, gradual transition from menstruation to menopause, the period in which your ovarian function winds down and your hormones readjust to meet the needs of your post-reproductive life.

Losing your period is one of the last signs that this transition has taken place. Most of the other elements of menopause—physical, sexual, and psychological—kick in several years earlier. Although the average age of menopause is 51, most women begin feeling the effects of their declining estrogen levels between 45 and 47, although perimenopause can occur as early as 35 or as late as 55. Now I’ve made it a routine part of my practice to introduce the topic of perimenopause with all my patients over the age of 35. During their regular exam, I ask whether they’ve experienced any of the typical symptoms. More often than not, especially with patients in their forties, the answer is, “Why yes, I have. But I figured it was just stress or middle age and there wasn’t anything I could do about it.”

This kind of resigned attitude drives me crazy. There’s no need to be a martyr! Practically every week new studies are showing that simply incorporating particular vitamins, minerals, herbs, and foods into your diet and making certain lifestyle adjustments can counter many of the annoying, uncomfortable, and sometimes painful effects of perimenopause. If those approaches don’t work, there’s an enormous range of hormone preparations to choose from. With the help of your doctor, you should be able to control your symptoms rather than let them control you.

Even though more and more doctors are recognizing and treating perimenopause these days, there are still some with their heads in the sand. As recently as a year ago I received a referral from a psychiatrist I know. The patient had come to her because when the patient told her former gynecologist about her symptoms, she said that because she was still getting her periods her problem wasn’t physical—she was stressed out and needed to see a shrink. It turned out there was nothing wrong with her head; she was in full-blown perimenopause!

One of the reasons it has taken so long for perimenopause to be acknowledged is that unlike menopause itself, there’s no red flag to tell you it’s taking place. The signs of perimenopause vary widely from woman to woman. Some feel as if an alien is inhabiting their bodies, whereas others sail right through it. Blood tests of your hormone levels can give a clue as to whether you’re in perimenopause, but they’re not definitive. Rather, diagnosis is based on a number of intangible assessments that can only be made when your gynecologist takes the time to discuss a broad range of changes you may be experiencing in your quality of life—time too many doctors cannot or will not spend.

For me, taking the time to talk with my patients is critical to giving them good care. It’s also what makes being a doctor so rewarding for me. I often find my patients have much to teach me—“If you listen, you will learn,” I always say. In fact, it was a patient who more than ten years ago introduced me to natural hormones, which are now the treatment of choice for many of my perimenopausal patients. She had been living in California, where she started taking natural hormones. When she moved to New York and began seeing me, she told me about them, but I was a bit skeptical. To convince me of their merit, she brought me a stack of medical articles explaining the benefits of natural hormones over synthetic ones. After reading the literature, I began to prescribe natural estrogen and progesterone to other patients and soon became a convert.

Now the range of available hormonal treatments for perimenopause has increased even more. In addition to natural hormones, the advent of low-dose estrogens has transformed the way I treat my perimenopausal patients. Only one-sixth the strength of oral contraceptives, they are powerful enough to alleviate most perimenopausal symptoms and can be taken long-term without putting your breasts, uterus, and ovaries at risk. A wave of new hormone patches, gels, creams, and suppositories is also enabling me to tailor treatments even more specifically to my patients’ medical needs.

Ideally, finding relief for your perimenopausal symptoms should be a collaboration between you and your doctor. My heart sinks when women come in complaining of this symptom and that symptom and just want to be “fixed.” Your body is not a car that you simply take to the shop for a new set of spark plugs. It’s a complicated, fascinating organism that should command your full interest and attention.

Because perimenopausal symptoms are so varied, treatment has to be highly individualized. Some women do beautifully on just vitamins, herbs, and phytoestrogens, others need natural hormones, and still others need synthetics. Also, because perimenopause is a time when your hormones are in constant flux, your treatment may need to be adjusted several times over the course of your transition. Good communication with your doctor and a willingness to make healthy lifestyle changes are essential.

As of the year 2000, fifty million American women—one-third of the female population—are of perimenopausal or menopausal age. Unlike our mothers, we don’t have to suffer in silence. We’re no longer embarrassed to admit that, yes, our hormones do affect how we think and feel. In our forties and fifties we’re just reaching our peak performance, and there’s no reason why we shouldn’t be feeling great. Whether we’re busy at the job, raising children we postponed having in order to get our careers off the ground, taking care of aging parents, or juggling all at once, we can’t afford to be dragging around, losing our concentration, and worrying about hot flashes.

The aim of this book is to provide you with the information you need to take charge of your perimenopause. I’m not only going to tell you what changes you may expect during this transition, but I will explain why those changes are taking place biologically. With this level of understanding, you’ll be able to make better choices among the treatment options available today, as well as the ones poised to flood the market in the next few years.

Part I of this book deals with the many different symptoms of perimenopause, beginning with the most common—menstrual irregularities. In each case I’ll explain exactly what’s going on in your body and suggest treatments that have proven successful for my patients and that you may want to discuss with your own doctor. There’s also a chapter on how perimenopause affects fertility. As more and more of my patients are postponing motherhood to further their careers, I’m spending a lot of time counseling women about the challenges of getting pregnant during perimenopause.

Part II focuses on the relationship between perimenopause and the long-term health of your bones, heart, breasts, reproductive organs, and thyroid. Perimenopause is the ideal time to take stock of your physical condition and make a concrete commitment to doing all you can now to reduce your risk of illness in the future.

In each chapter you’ll find specific advice about state-of-the-art medical treatments, supplements, and herbs that have been proven—both by research and in my own experience—to work best, and lifestyle and dietary factors that the traditional “just pop a pill” approach often neglects. All of this culminates in Chapter 13 with my prescription for a healthy perimenopause, including general recommendations about diet, exercise, and vitamin and mineral supplements. For easy reference, there are separate appendices summing up information found throughout the book on herbs, phytoestrogens, hormones, and screening tests.

Far too many women dread the first signs of “the change” and struggle to get through their perimenopausal years. With good healthcare and self-care, it doesn’t have to be that way. Rather, this time of life should be a celebration of our prime in which we enjoy our power, revel in our achievements, and look and feel as positive and energetic as we can.



Part One

BEFORE THE CHANGE




CHAPTER 1

How Do I Know If I’m in Perimenopause?

There was a huge snowstorm raging outside, and we’d been receiving cancellation calls all day. So I was surprised to open the door to one of our examining rooms and find Marian perched on the end of the table. Marian started seeing me twelve years ago, when she was single and living in the city. A husband and two children later, she now lived in the suburbs but still remained a loyal patient.

“Why didn’t you reschedule?” I asked. “You took your life in your hands driving all the way in from Long Island.”

“I couldn’t wait another day, Dr. Corio,” she replied.

“What’s wrong?”

“What isn’t? I feel like my whole body is falling apart—in fact, it doesn’t even feel like my own body anymore!” Marian went on to list a host of symptoms: migraines, hot flashes, insomnia, dry itchy skin, urinary tract infections, irregular periods, and decreased libido. “Poor Skip,” she continued, referring to her sweetheart of a husband. “My moods have been all over the place and I haven’t let him touch me in weeks. He’s been really understanding, but I know that for both our sakes I can’t put off dealing with this any longer.”

“Well, Marian—how old are you now?” I glanced down at her chart. “Forty-three? It sounds to me as if you may be in perimenopause.”

“You’re kidding!” she responded. “But my mother didn’t go through menopause until she was 50.”

“And you may not, either. Perimenopause can begin up to a decade before menopause,” I reminded her. “When was your last period?”

“About three weeks ago.”

“And how was it? Longer or shorter than usual? Heavier or lighter?”

“A little heavier and longer than normal. And I had wicked PMS—my breasts were killing me and I had really bad cramps. I told Skip he should buy some stock in Motrin! It was like being a teenager all over again.”

“Funny you should say that,” I said, “because in some ways perimenopause is the mirror image of puberty. One of the reasons you’re experiencing irregular periods, mood swings, and PMS is that after twenty years of relative stability, your hormones are beginning to fluctuate again. In your case, it’s because your body is winding down its reproductive life; in a teenager’s, it’s because her body is winding up.”

“Lovely,” Marian said, rolling her eyes. “But if I’m reliving those happy teenage years, how come I have no sex drive?”

“Because perimenopause is like puberty in reverse. Although your estrogen levels are bouncing around, they’re basically on their way down, whereas a teenager’s are basically on their way up. Your skin is getting drier; a teenager’s gets oilier.”

“So is there anything I can do to feel like a human being again, or do I just have to wait this out?”

“Of course there are things you can do—why should you suffer?” We went on to discuss a myriad of options, from vitamin and mineral supplements to herbs and foods she could try to relieve her various symptoms. “Before you leave today I’d like to write you a prescription for saliva testing to check your estrogen, progesterone, and testosterone levels,” I added. “This is the perfect time because you’re in the middle of the second half of your cycle. If these levels are no longer in the normal range and your symptoms aren’t improving with just the complementary treatments, we can talk about the possibility of adding a low dose of hormones.”

“I can’t tell you how relieved I am to know I’m not completely falling apart!” Marian sighed as she leaned back on the table so I could begin her physical examination. “It was definitely worth braving the hazards of the Long Island Expressway to see you today.”


CHECKLIST OF PERIMENOPAUSAL SYMPTOMS

Every woman experiences perimenopause differently. Some have virtually no symptoms; others have every one in the book. Because the range of symptoms is so diverse, many women don’t make the connection with perimenopause and either suffer in silence or run from one specialist to another looking for cures. If you are experiencing any of the following, ask your gynecologist if he or she thinks you may be in perimenopause.


• irregular periods

• PMS symptoms—bloating, cramps, breast tenderness

• hot flashes and night sweats

• insomnia and fatigue

• heart palpitations

• mood swings and irritability

• migraine headaches

• memory problems

• fuzzy thinking or inability to concentrate

• dry, itchy, irritated skin

• dry or thinning hair

• brittle nails

• weight gain, especially around the middle

• vaginal dryness or itchiness

• pain with intercourse

• loss of interest in sex

• vaginal infections

• urinary tract infections

• frequent urination or stress incontinence

• joint pain

• irritable bowel syndrome





WHAT’S HAPPENING TO MY BODY?

Perimenopause is a transitional time between your childbearing and post-childbearing years. Basically, your ovaries, the organs that sponsor your reproductive life, are signing off. Once stuffed with as many as 6 to 7 million follicles (sacs that contain immature eggs), they now have many fewer, and the ones that remain are no longer in peak condition. Your ovaries are therefore producing less and less of the sex hormones needed to help those follicles mature.

Sex hormones don’t only affect the stimulation and release (ovulation) of mature follicles, however. There are receptors for estrogen, progesterone, and testosterone in virtually all your tissues. That’s why when you’re in perimenopause you’ll not only notice that your periods are becoming irregular, but you’ll probably also experience other symptoms in seemingly unrelated parts of your body.

The swan song of your ovaries is often not a graceful “adieu.” Rather, they tend to try to make several comebacks before their final exit, resulting in sometimes wild fluctuations in hormone levels. Overall, however, the changes in your hormone levels occur in three stages:


1. During the first phase of perimenopause your progesterone level declines, leaving you in a state of estrogen dominance. You might feel like you’re constantly in PMS, with bloating, cramps, mood swings, and tender breasts. My patients describe it as feeling like their period is coming every day.

2. During the second phase your estrogen level also declines, leading to such symptoms as hot flashes, memory problems, heart palpitations, migraine headaches, and vaginal dryness. Patients with these symptoms often are up all night and feel like they’re losing their minds.

3. The third phase, or late perimenopause, sets in when estrogen and progesterone levels decline to near menopausal levels. At this point many of your symptoms may recede, although you may continue to experience some, such as hot flashes, well into your menopausal years.



To fully understand the changes your body is going through in perimenopause, you need to have a grasp of what your ovaries have been doing up to now. Although I’m sure you learned the basics in high school biology, if you’re like most of my patients you probably could use a refresher course. It’s especially important to be familiar with the key hormones involved in the menstrual cycle: estrogen, progesterone, follicle-stimulating hormone (FSH), luteinizing hormone (LH), gonadotropin-releasing hormone (GnRH), and testosterone. It is when their levels change that you experience perimenopausal symptoms. So sharpen your Number 2 pencils and read on!

THE MENSTRUAL CYCLE 101

At least ten times a week my perimenopausal patients ask questions that cause me to whip out a piece of paper and sketch the three phases of the menstrual cycle—the follicular phase, ovulation, and the luteal phase—and explain the hormones that control them.

The day you begin to bleed is called day 1. If you have a 28-day cycle, you ovulate on day 14, right in the middle. From day 1 to ovulation is called the follicular phase. From ovulation to the first day of your next period is called the luteal phase. The length of your cycle depends on the length of your follicular phase. For instance, if you have a 28-day cycle, your follicular phase is 14 days; if you have a 21-day cycle, your follicular phase is only 7 days; if you have a 35-day cycle, your follicular phase could be as long as 21 days. In a normal cycle your luteal phase should remain constant at 14 days. In perimenopause, however, it can shorten or even disappear altogether if you’re not ovulating.

VARIATIONS IN CYCLE LENGTH
In normal cycles, the luteal phase is always 14 days.

[image: ]

[image: ]

[image: ]

Follicular Phase

Your body’s main aim during the follicular phase of your cycle is to produce enough estrogen to mature the egg in your follicle. At the beginning of your menstrual cycle, your estrogen levels are low. Detecting this, the hypothalamus gland in your brain releases gonadotropin-releasing hormone (GnRH). This stimulates the pituitary gland, also in the brain, to release follicle-stimulating hormone (FSH). As its name implies, FSH stimulates follicles to begin developing and producing estrogen.

By the end of the follicular phase, your ovaries are producing not only high levels of estrogen but male hormones (androgens) such as androstenedione and testosterone as well. My normally cycling patients tell me they feel great at this time of the month—energetic, outgoing, creative, and clear-thinking.

By contrast, perimenopausal women who do not ovulate get stuck in the follicular phase, building up more and more unopposed estrogen. This estrogen dominance makes them feel horrible—they become bloated, their breasts hurt, they get cramps, and their moods fluctuate wildly.

Ovulation

When the estrogen circulating in your bloodstream reaches a critical level, it stimulates your pituitary to release a surge of luteinizing hormone (LH). The subsequent LH peak lasts 48 to 50 hours. Your ovaries release an egg approximately 24 to 36 hours after the estrogen peak and 10 to 12 hours after the LH peak. Ovulation kits measure LH, indicating the optimal time to have intercourse if you want to conceive.

LH stimulates your ovaries to luteinize, or convert cholesterol into progesterone. Along with LH and FSH, progesterone stimulates breakdown of the tissue supporting the follicular wall. The wall becomes thinner and thinner until the follicle ruptures and the egg is released. Progesterone also raises your basal body temperature, which is why, if you take your temperature at the same time each day, you’ll notice a rise when you’re ovulating and thus are most fertile. (See Chapter 7 for a discussion of how to use a basal body thermometer to track ovulation.)

You’ll probably find yourself in a romantic mood around the time you ovulate. This is because the high androgen levels reached at the end of the follicular phase stimulate the libido. So you may experience a wave of lust right around the time your ovaries are releasing a mature egg—Mother Nature’s way of ensuring the continuity of the species. In addition to feeling sexy, my patients tell me that around the time they ovulate they feel open to being cared for emotionally and physically, content, and energetic.

Luteal Phase

In the first week or so after ovulation, your body is preparing to support a possible pregnancy. The follicle cells left behind after the egg has been released reorganize to form the corpus luteum, which continues to pump out progesterone. (The name, which means “yellow body,” refers to lutein, the yellow pigment these cells fill up with.)

High levels of progesterone prevent more follicles from developing and keep your uterine lining plush. Without a certain amount of circulating progesterone, your uterine lining will not be able to sustain a fertilized egg. This is why perimenopausal women, whose progesterone levels may be falling, are susceptible to spontaneous miscarriage in the first trimester of pregnancy. To get them through this time, I often monitor progesterone levels and, if needed, prescribe natural progesterone supplements for the first eleven weeks of pregnancy. The corpus luteum also produces estrogen and a protein called inhibin. Estrogen, progesterone, and inhibin together send a message to the brain to suppress GnRH, FSH, and LH secretion.

If fertilization occurs, the embryo will produce a hormone called human chorionic gonadotropin (HCG). HCG signals the corpus luteum to continue producing estrogen and progesterone, ensuring that you don’t menstruate and shed your uterine lining. However, if an egg has not been fertilized by eight days after ovulation, your ovaries begin to prepare for the next cycle. Your estrogen, progesterone, and inhibin levels fall, allowing GnRH and FSH to rise again. The corpus luteum self-destructs, and without the hormonal support it provides, your uterine lining collapses. You get your period just as new follicles are being stimulated, and the cycle begins all over again.


HOW DO I KNOW IF I’M OVULATING?

Besides using an ovulation kit or a basal body thermometer, you can occasionally rely on your body to give you a signal that you’re ovulating. Although some women don’t feel anything at all, others say they feel a sharp pelvic pain, like a hard pinch, and notice spotting in the middle of their cycles. Known as mittelschmerz (German for “middle pain”), these symptoms are common and perfectly normal signs of ovulation.



For some women, the luteal phase can be rough. They may feel nervous, anxious, irritable, lethargic, depressed, bloated, hungry, crampy, and weepy—in other words, they may suffer premenstrual syndrome (PMS).

Patients often ask me whether they’re feeling lousy because they have PMS or because they’re in perimenopause. The key here is that perimenopausal symptoms occur throughout your cycle, while PMS symptoms occur in the second half and improve when you get your period.

IS THERE A TEST TO SHOW IF I’M IN PERIMENOPAUSE?

My patients would love to have a way of confirming that they’re in perimenopause. The test for menopause is clear-cut: twelve months without a period, or FSH and LH in the menopausal range. Unfortunately, however, there’s no sure-fire method to identify perimenopause. The best way for your doctor to determine whether you’re in perimenopause is to take a thorough medical history, reviewing all your symptoms, and perform a physical exam. A blood or saliva test to check the levels of the hormones listed in the table on this page can confirm your doctor’s diagnosis but should not be relied upon 100 percent.

Why not? Because perimenopause is characterized by hormonal fluctuations, so a blood or saliva test of your hormones could indicate normal levels even if you’re in the throes of the transition. But the same test performed next month could show your hormones to be completely out of whack. Reading these tests is like looking at a still from a movie. They can never give you a true sense of what’s happening. I use them, but I interpret them guardedly.
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HORMONE LEVELS BEFORE, DURING, AND AFTER MENOPAUSE

The reason your hormone levels may swing in and out of the normal range in perimenopause is that they are determined by the condition of the particular follicle that matures each month. If you happen to release a healthy egg, your circulating estrogen, progesterone, FSH, LH, and inhibin levels will be normal; if instead you release a worn-out egg, your hormone levels will be in the perimenopausal range.

Of all these hormones, inhibin is the most sensitive marker of follicular health. But as of yet, there is no known way to measure inhibin levels. Instead, we measure circulating FSH levels, because without adequate inhibin, FSH is released in greater than normal amounts. In other words, as your inhibin goes down, your FSH goes up.

To determine a patient’s FSH level, I take a blood sample on the third day of her cycle. This also tells me her levels of estradiol—one of the three main kinds of estrogen your body produces—and LH. To find out her serum level of progesterone, I take blood either ten days after she’s ovulated or four days before she expects her next period.


THE THREE FORMS OF ESTROGEN

Estrogen is really an umbrella term. Each of its three major types plays a distinct role in the body.

Estradiol (E2). Estradiol is the predominant form of estrogen circulating in your body from menarche to menopause, and therefore the one that we test when we do hormone studies. There are estradiol receptors on virtually every cell in your body—not just your reproductive organs—including your brain, skin, hair, heart, liver, blood vessels, bones, breasts, vagina, bladder, colon, uterus, and thyroid gland. Estradiol affects more than 400 of your bodily functions. That is why when you enter perimenopause and your estradiol levels begin to fluctuate and eventually decline, you may experience a wide range of physical, mental, and emotional symptoms. Although 95 percent of your circulating estradiol is produced by the ovaries during your reproductive years, it is also produced in small amounts by fat cells. Fat cells become your most significant source of estradiol after menopause.

Estrone (E1). Estrone, a weaker estrogen, is the main form of estrogen after menopause. It is produced in fat cells from the male hormone androstenedione. Obese women of any age have high levels of estrone. During your reproductive years, your ovaries and liver produce small amounts of estrone from estradiol. After menopause, some of your estrone is converted to estradiol, but it amounts to much less than you had premenopausally.

Estriol (E3). Estriol is only produced in significant amounts by the placenta during pregnancy, when levels skyrocket. The reason pregnant women glow and have thick, lustrous hair is because estriol receptors are mostly found in skin, hair, and vaginal tissue. The weakest form of estrogen, estriol is one-third as potent as estradiol and does not appear to affect the bones, breast, brain, heart, and other organs the way estradiol does. When you’re not pregnant, your liver produces small amounts of estriol from estrone.



Saliva testing of hormone levels is becoming increasingly popular, as it is simple and painless: all you need to do is to spit into a test tube during the second half of your cycle (around days 20 to 23 of a 28-day cycle). The drawback of saliva testing is that at present it can only be used to measure estrogen, progesterone, and testosterone levels, not FSH or LH.


READING THE TEST RESULTS



	 
	NORMAL
	MENOPAUSAL



	Serum FSH (day 3)
	2.5 to 18 mIU/ml
	18 to 153 mIU/ml



	Serum LH(day 3)
	1.5 to 15 mIU/ml
	16 to 65 mIU/ml



	Serum estradiol(day 3)
	24 to 190 pg/ml
	less than 36 pg/ml



	Serum progesterone (day 24)
	4 to 28 ng/ml
	0 to 0.7 ng/ml



	Saliva estradiol (day 20 to 23)
	0.5 to 5.0 pg/ml
	less than 1.5 pg/ml



	Saliva progesterone(day 20 to 23)
	0.1 to 0.5 ng/ml
	less than 0.05 ng/ml



	Saliva testosterone(day 20 to 23)
	13 to 37 pg/ml (age 40 to 49)
	12 to 34 pg/ml(age 50 to 59)






OTHER IMPORTANT HORMONES TO HAVE CHECKED IN PERIMENOPAUSE

While I’m testing blood levels of the reproductive hormones, I always check TSH (thyroid-stimulating hormone), free T4 (thyroid hormone), and prolactin levels, as well. As you’ll learn in Chapter 12, thyroid disease often sets in when women reach their forties and early fifties, and it can affect the menstrual cycle in a way that mimics perimenopause. If thyroid disease is a culprit, your periods should return to normal as soon as it’s treated.

Prolactin is a hormone normally produced by the pituitary gland during lactation. Elevated prolactin levels in a non-pregnant woman can indicate a pituitary adenoma—a benign tumor of the pituitary gland, which has been associated with abnormal bleeding patterns. If this is the case, it can be treated with medication.

And then there’s testosterone. “You’ve got to be kidding!” my patients often respond. “Isn’t that the male hormone? I don’t produce testosterone.” Surprise—you do! In fact, your body makes two male hormones, testosterone and androstenedione, albeit in much lower levels than men. Twenty-five percent of testosterone and 50 percent of androstenedione are made in the ovaries, which continue to produce testosterone until five years after menopause. Another 25 percent of testosterone and the remaining 50 percent of androstenedione come from the adrenal glands. A full 50 percent of your testosterone is converted from androstenedione in cells dispersed all over your body.

In perimenopause, testosterone can decrease, remain unchanged, or increase. Fluctuating testosterone levels can contribute to certain perimenopausal symptoms, and taking testosterone supplements can often provide relief.

TREATING YOUR PERIMENOPAUSAL SYMPTOMS

In this chapter I’ve given a brief overview of the major hormonal players in the drama of your reproductive life and how their waxing and waning can cause perimenopausal symptoms. You will hear more about them throughout this book. To treat these symptoms I usually recommend complementary approaches first, such as vitamins, minerals, herbs, and changes in diet and lifestyle. Each chapter provides details of the specific supplements and dosages that work best for each condition.

Here I’d like to preview two other important options: phytoestrogens and hormones.

Phytoestrogens

Phytoestrogens are plant-derived compounds that bind to estrogen receptors in the body. These weak estrogen mimics—phytoestrogens are only 1/1,000th to 1/10,000th as potent as your body’s own estrogen—can act as natural supplements when your ovarian supply begins to decline in perimenopause.

There are three major types of phytoestrogens. Isoflavones, which include genistein and daidzein, are found in high concentrations in soybeans and soy products as well as in lentils, chickpeas, and red clover. Lignans are especially abundant in flaxseed and are also present in many fruits and vegetables as well as cereals. Coumestans can be obtained from bean sprouts and alfalfa.

Soy is particularly rich in phytoestrogens, which is why it’s getting so much press these days. Tofu, soy nuts, and soy milk are excellent sources not only of soy protein and isoflavones, but of calcium as well. Soy foods can help moderate a wide range of perimenopausal symptoms.

I always recommend getting your phytoestrogens through food, not from pills or powders. The protein in soy is necessary to activate the isoflavones. Isoflavone supplements that lack soy protein do not have any effect.

Hormone Supplements

If a perimenopausal patient isn’t getting enough relief from diet, herbs, and phytoestrogens, we sit down and have a chat about hormone replacement therapy. She usually has one of three reactions: “Give me the drugs—anything to make me feel better,” “Do you have something natural instead of that synthetic stuff made from horses’ urine?” or “Forget about it—I refuse to take hormones under any condition.” Even if she is dead-set against hormone replacement, I persist, because few women are aware of the multitude of products available these days, including low-dose and natural prescriptions.

Depending on your medical and family history, your symptoms, and your personal preferences, you can choose from a wide array of available doses and combinations of estrogen, progesterone, and testosterone. And you don’t always have to take a pill—in addition to oral hormone replacement therapy, there are transdermal patches and gels as well as vaginal creams.

It wasn’t until recently that hormone replacement therapy was even an option for women who hadn’t yet entered menopause. I still see patients who have been refused hormones by other physicians who won’t treat them because they are still menstruating. However, there is no biological reason to wait. Perimenopause may actually be the ideal time to start hormone supplements. Not only can hormones relieve perimenopausal symptoms, but they also provide a broad array of long-term health benefits.

Low-dose oral contraceptives are a great choice for perimenopausal women. In addition to providing birth control, they even out hormone levels, thereby minimizing many of the symptoms that can arise when your estrogen levels start fluctuating. Birth control pills can also reduce your risk of a variety of diseases. Physicians used to stop prescribing oral contraceptives by age 35 because we didn’t know enough about their long-term effects, but today we are comfortable recommending them up until menopause, and then switching to hormone replacement therapy.


WHAT DO I MEAN BY NATURAL?

A natural hormone—also known as a bioidentical hormone—is a substance that is identical to a hormone that is made in the human body. It does not necessarily mean that the hormone is derived from plants. Natural hormones may be made in a lab from a plant extract, to be sure, but they may also be made from other chemicals—the source is unimportant. The point is that they are exactly like what’s in your body, so that when your body metabolizes them, the breakdown products are familiar to your body as well.

Synthetic hormones, by contrast, are different from the hormones your body produces. Again, the source is unimportant—synthetic hormones can be cooked up in a lab, isolated from pregnant mares’ urine (hence Premarin), or even extracted from plants. Regardless of their origin, they are not bioidentical to the hormones your body produces, so when they are metabolized, you are exposed to a host of foreign molecules that may cause unpleasant side effects. These breakdown products may even be harmful to your health.

Appendix C lists currently available natural and synthetic hormones by brand name.



A recent and welcome development is low-dose hormone replacement therapy, which provides approximately one-sixth the dose of low-dose oral contraceptives. If you’re still menstruating, but are experiencing perimenopausal symptoms, a low-dose pill or patch may be all you need to get relief without affecting your bleeding pattern. Plus, low-dose hormone replacement therapy has not been shown to increase breast cancer risk, even when taken long-term.

Standard hormone replacement therapy contains approximately twice the amount of hormones as low-dose and is what most doctors prescribe. If a patient’s symptoms cannot be controlled with low-dose hormone replacement therapy, she may need to be brought up to the standard level. Some patients require it from the start.

Another important new option is provided by the increased availability of natural hormones. Natural forms of estrogen, progesterone, and testosterone can often be used instead of the standard synthetics, although it should be noted some patients respond better to synthetics.

I am not a strong advocate of synthetic hormones, such as the widely prescribed Premarin and Provera. They are not the same as those found in the body and are therefore tolerated less well. They cause more side effects than natural hormones do and may even be detrimental to your health. Think about it: Doesn’t it make more sense to put something back in your body that is chemically the same as what you’re used to, rather than some foreign compound that may not be close to anything found in human biology? There’s a big drop-out rate from hormone replacement therapy with synthetic hormones—primarily because women don’t like the way it makes them feel. They hate the weight gain, the bloating, and the mood swings. Most of my patients who take natural hormones tell me that they feel great: they can maintain or even lose weight, and they’re even-tempered—basically, they feel the way they felt before they entered perimenopause.

The first step toward making a decision about hormone replacement therapy is to have a conversation with your doctor in which, together, you evaluate the risks and benefits in relation to your individual health needs. Every woman’s situation is unique, and there’s no right or wrong answer. The important thing right now is to have this initial conversation and begin thinking about your options. Even if you decide not to try hormone replacement therapy today, you can always revisit the subject in the future.


CHAPTER 2

The First Sign: Menstrual Irregularities

The other day I got to the office after spending the morning at the hospital on the labor floor and had phone messages from four of my perimenopausal patients. One, a 49-year-old who had been having irregular cycles for the past four months, told me she’d been bleeding and spotting for two months straight. Another, 51 years old, had been taking natural progesterone for five months to control her heavy periods and now wasn’t getting her period at all. A 52-year-old patient who had been experiencing normal periods on natural progesterone cream called to say she hadn’t bled in 40 days. And a 50-year-old with fibroids whom I’d put on low-dose hormone replacement therapy was now getting heavy periods less than three weeks apart.

One of the surest signs you’re in perimenopause, according to my patients, is that your once-predictable period is now “all over the place.” While 90 percent of women have regular menstrual cycles up to age 40, only 10 percent are regular by age 50. In fact, perimenopausal women have a higher rate of irregularity than any group besides teenagers.

Contrary to popular belief, most women’s periods don’t just evaporate the day they enter menopause. Rather, menstruation winds down gradually. As I explained in Chapter 1, during perimenopause your ovaries produce fewer and weaker follicles until, eventually, they stop ovulating once and for all. Only 12 percent of women just wake up one day and never have another period. The other 88 percent notice fluctuations in their cycle as their ovaries lose steam: their cycles are longer or shorter than usual, heavier or lighter, or characterized by intermittent spotting.

Fluctuations in your cycle are usually nothing to worry about, but you should keep track of them because in certain circumstances they may indicate a potential for other problems. Usually I recommend that my perimenopausal patients keep a bleeding chart, like the one on this page, for at least three months on which they note every day that they bleed and whether the flow is heavy, moderate, light, or merely spotty. That way, when they come in for their appointments we have concrete information that can help me figure out what’s going on with their hormones.

WHAT CHANGES IN MY PERIOD CAN I EXPECT?

It’s hard to make too many generalizations about perimenopausal bleeding patterns because each woman’s experience is unique and the variety of possible changes is virtually limitless. You may skip a few periods and then bleed for two weeks straight, or you may have many light periods very close together. Over the course of your perimenopause, your bleeding pattern may shift as well. The factors that determine the fate of your menstrual cycle are (1) whether or not you’re still ovulating, and (2) your hormone levels.

In early perimenopause most women are still ovulating. One of the first changes you might notice is the shortening of your menstrual cycle from an average of 28 to 30 days to an average of 21 to 24 days. During this time the first half of your cycle, the follicular phase, is shrinking from an average of 14 days to just 10. Your ovaries are becoming less sensitive to FSH (follicle-stimulating hormone), so your pituitary gland has to pump out more to get a response. This high FSH level makes you ovulate sooner than before. Shortening of the second half of your cycle, the luteal phase, may follow later in perimenopause because the less healthy follicles that remain will produce defective corpus luteums. In the end stage of perimenopause, when your ovaries run out of eggs, you’ll stop ovulating altogether and your cycles will lengthen and ultimately cease.

A study of 500 perimenopausal women found that they generally experienced one of three overall bleeding patterns. Twelve percent had sudden cessation of their periods. Seventy percent reported infrequent periods and/or lighter periods or spotting. The remaining 18 percent had more frequent periods, irregular bleeding between periods, and/or very heavy periods or flooding. Each of these patterns reflects specific changes in levels of estrogen and progesterone triggered by the condition of the ovarian follicle.
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WHAT’S THAT WORD ON MY CHART?

AMENORRHEA—no period for more than 60 days

HYPERMENORRHEA—frequent periods, less than 21 days apart

HYPOMENORRHEA—light periods or spotting

MENORRHAGIA—very heavy periods or flooding

METRORRHAGIA—irregular bleeding between periods

OLIGOMENORRHEA—infrequent periods, more than 36 days apart



Following are stories about three of my patients, Mary Ann, Elizabeth, and Jackie, who illustrate these three common patterns. If you don’t see your own pattern precisely reflected in any of them, don’t worry. There are countless variations on these themes. And you may find that you’ve shifted from one pattern to another over the course of your perimenopause; that’s also perfectly normal. Every woman’s experience is different, which is why you need to work with your doctor to devise a treatment strategy that takes into account your individual symptoms, hormone levels, and bleeding pattern. You may have to change your treatment strategy several times during your perimenopause to accommodate your shifting hormones.

MARY ANN—SUDDEN CESSATION OF PERIODS

Mary Ann is the consummate professional. A partner in an established law firm, she’s always punctual for her visits, dressed in either a navy blue or gray tailored suit. Over the past seven years I’ve learned a little bit about her life: she’s single, has never had children, exercises religiously, and is a health-food nut—but smokes half a pack of cigarettes a day. Although her wire-thin frame belies her 44 years, her skin is lined and her fingers stained from nicotine. High strung and introverted, she’s a loner, although occasionally a man passes through her life, in which case she always uses condoms.

After exchanging greetings, I asked her if anything had changed since our last visit a year ago.

“Well, I haven’t had a period for seven months,” she responded matter-of-factly.

“Any staining or spotting?” I queried.

“No, not a drop.”

“And how do you feel?”

“Perfectly fine, Dr. C.,” she answered.

I asked whether she was undergoing any unusual stress in her job or her personal life that might be causing her to skip periods. She said no. Was she exercising more than usual, or had she changed eating habits? Again, no. I checked her weight, and although it was extremely low for her height, it was the same as it had been since I’d known her.

“I figured I was in menopause, although it seems a little early,” she said, stepping off the scale.

“Menopause does occur about a year and a half earlier in women who smoke,” I explained, “but you could just be in perimenopause.”

I examined her carefully, especially her thyroid gland, and, during the internal exam, feeling for cysts on her ovaries that could be causing her amenorrhea, but they were normal. When I was done, I told her I wanted to do some blood tests to check her hormone levels and to make sure she wasn’t pregnant. “Fine,” she said, “although I can assure you that I’m not pregnant!”

Two days later I called her with the blood test results. Her TSH, free T4, and prolactin levels were normal and her HCG (human chorionic gonadotropin) was negative—she wasn’t pregnant. Her FSH was 26 mlU/ml, elevated and in the menopausal range; her estradiol was 40 pg/ml, in the normal range; and at 10 mlU/ml her LH was normal. The clincher was her progesterone, which, at 0.1 ng/ml, indicated that she was no longer ovulating.

“It looks like perimenopause,” I told her, “so you may still get your period. Call me in two months and let me know what’s happening.”

Two months later she phoned. No period, no spotting—nothing. I had her come in for another set of blood tests. The results of this second round showed FSH in the menopausal range (46 mlU/ml), elevated LH (30 mlU/ml), low estradiol (20 pg/ml), and low progesterone. Sure enough, Mary Ann had entered menopause—in her usual efficient, no-nonsense way.

WHEN YOUR PERIODS JUST STOP. It is not uncommon for a perimenopausal patient to tell me she hasn’t had a period in six months. My only concern in this situation is that she may be producing unopposed estrogen, which puts her at risk for uterine, breast, ovarian, and colon cancer. So blood tests, especially of estradiol levels, are always in order. If the patient’s estradiol level is low, then she’s entering menopause and doesn’t have to worry. If it’s high, she needs to take natural progesterone to balance out the excess estrogen.

The most likely explanation for not getting your period is anovulation, which may signal perimenopause but may also occur for other reasons. Over the past couple of years I’ve had three different patients in their forties tell me they haven’t had a period in more than two months and thought they were in menopause. None of them had any menopausal symptoms. When I worked up their blood, lo and behold, they weren’t even in perimenopause, much less menopause. For some reason their hypothalamus glands had shut down and they were not producing any estrogen or progesterone (hypothalamic amenorrhea). On questioning them, I found that each was under a significant amount of stress—divorce, relocating, taking care of sick parents—that had caused them to stop menstruating.

ELIZABETH—INFREQUENT, LIGHT PERIODS

I always look forward to appointments with Elizabeth. Even though we now only see each other at her annual exam, we’ve developed a great relationship over the fifteen years that she’s been my patient. Indeed, she was one of my first private clients, and I delivered both of her children, Tom, now age 10, and Katie, age 7. Elizabeth is one of these terrific, dynamic, together women who manages to juggle running her own small business designing dried floral arrangements, volunteering at her kids’ schools, and maintaining a lively social life with her husband, Andrew, a real estate developer. Not only that, but she looks great, with thick wavy brown hair, clear skin, and a strong, compact body.

After a warm greeting and a few minutes catching up with each other’s lives, we got down to business. “I have to tell you, Laura, I had a little scare recently,” she said with a conspiratorial grin.

“What do you mean?” Elizabeth had always been a conscientious diaphragm user, replacing it every other year. Nevertheless, accidents can happen—overall, the diaphragm’s efficacy is 95 percent, meaning 5 out of 100 women using it do become pregnant.

“Well, I had a few periods pretty close together—around 26 days—then missed a period altogether, and then a couple of weeks after I was supposed to get it I had a little spotting. I took a pregnancy test and it was negative, but I didn’t really believe it until I got a real period about four weeks after that.”

“And how long ago did this happen?” I asked.

“Approximately 40 days ago. That was my most recent period. I’m actually about 10 days overdue for my next one. It’s really annoying—I always have to walk around with tampons because I never know when to expect it.”

“Do you feel like it’s coming?”

“Well, I feel premenstrual all the time—my breasts are sore and I’m bloated—but that’s been the case pretty much continuously since this whole thing started, except when I was actually bleeding—another reason I initially thought I was pregnant.”

“When you did have your period, was it normal?” I queried.

“Maybe a couple of days short,” Elizabeth answered. By now my probing had made her a little anxious. “Is there something I should be worried about, Laura?”

“Probably not,” I reassured her. “My guess is that you’re entering perimenopause.”

“Oh my gosh, I can’t believe I never thought of that!” she responded. Now age 47, Elizabeth had heard my spiel on perimenopause a good ten times, so she was familiar with the concept.

I did a full exam and noticed that her breasts were indeed swollen and lumpy, but her uterus, ovaries, and thyroid were all normal. When it was over, I handed her a preprinted index-sized card. “I want you to keep a bleeding record and come back to see me in three months. You should have a period within 60 days. In the meantime, keep track of any other changes you may notice, like hot flashes, insomnia, and vaginal dryness. And, of course, call me if anything shifts dramatically or you begin experiencing severe bleeding or cramping.

“Also, when you do get your next period,” I continued, “I want you to stop in for a blood test on the third day of bleeding so we can check your thyroid and prolactin to make sure everything is normal and look at your hormone levels to see where you’re at. In the meantime, start taking a multivitamin, vitamin D, natural vitamin E, and a calcium/magnesium supplement daily.”

“Yes, ma’am!” she replied with a salute. I gave her a hug and wished her well.

Elizabeth came in a week later, on the third day of her cycle, and had blood drawn. I called her immediately upon receiving the results. Her LH level was fine, her estradiol was low, and her FSH was slightly elevated, which I explained could indicate the hormonal fluctuations of perimenopause. Her TSH, free T4, and prolactin levels were normal and she wasn’t pregnant.

At her next appointment Elizabeth gave me a big smile when I entered the examining room, but I noticed that her face looked a little drawn. “So, how are you feeling?” I asked.

“Pretty good,” she responded with slightly less than her usual gusto.

“Let’s take a look at your bleeding chart.”

Elizabeth handed me her menstrual record, meticulously filled out. She had gotten her period four days after our last visit—two weeks late—and it was shorter and lighter than normal. She hadn’t had any bleeding since then.
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“This looks perfectly normal for a woman going through perimenopause,” I reassured her. “Your last period was more than 60 days ago, so let’s take another look at your hormone levels and see if anything has changed.”

We drew blood and when the results came back, her FSH was still elevated, her estradiol still low, and she had low progesterone, indicating that she had stopped ovulating.

“You have several choices,” I said to her. “At your last visit you told me that you were feeling bloated and premenstrual all the time. This means that even though your estrogen level is low, you’re still producing more estrogen than progesterone. You could tough it out, because it looks like you’re on your way to menopause. But if you want relief from your symptoms, I suggest either taking natural progesterone in a pill or a cream, or low-dose birth control pills. I can also give you a list of vitamins, herbs, and foods to incorporate into your diet to help regulate your estrogen levels and control your perimenopausal symptoms.”

“I don’t want to take pills right now. I think I’ll go with the cream and the herbs,” she replied.

“Okay, then. First, take ¼ teaspoon of 5 percent progesterone cream and rub it on your body twice a day, always changing the sites, starting on day 10 of your period and continuing until you begin to bleed. This should even out your symptoms and make you feel normal, not premenstrual all the time. Second, in addition to your daily multivitamin, vitamin E, and calcium/magnesium supplement, I want you to pick up some evening primrose oil. It’ll really help with your breast soreness and bloating. Try to take 1,000 to 2,000 mg a day. And call me in the next couple of months to let me know how things are going.”

Elizabeth called in two months. “That progesterone cream and evening primrose oil are working great. Thank you so much—I never felt better!”

WHEN YOUR PERIODS BECOME SCANTY. You may experience light or infrequent periods in either anovulatory or ovulatory cycles. If you’re not ovulating, the weak follicles remaining in your ovaries are not producing adequate estrogen to build up your uterine lining during the follicular phase, so there is little or nothing to shed when the time eventually comes. You may experience spotting in ovulatory cycles if the corpus luteum is defective, producing only low levels of estrogen and progesterone.

JACKIE—FREQUENT, HEAVY PERIODS

My nurse buzzed me in my office. She had a patient on the line who had been bleeding for two weeks straight. “Have her come in immediately,” I said. “This could be a problem.”

Later that afternoon Jackie arrived. Slightly heavyset with wisps of graying hair escaping her barrettes, she normally exuded a relaxed earthiness. Jackie had been coming to me for two years, after the doctor she’d been seeing for most of her life retired. Married to a history professor with two college-age children, she had gotten her real estate license around the time I met her and now, at age 49, was thriving in her new career.

But the minute I entered the examining room I could tell something was wrong. Normally rosy and ebullient, Jackie was white as a sheet with deep circles under her eyes. Even her lips were pale.

“So you’ve been bleeding for two weeks?” I began.

“And my last period was two weeks before this one,” she added. “Dr. Corio, I’m worn out.”

I ran through my litany of questions and discovered that in the last year her cycles had been very erratic: occasionally she had experienced normal 28-day intervals, but she’d also had spotting in between periods. Now her periods were coming less than 21 days apart and she was bleeding very heavily, often passing clots.

“I’m going through a tampon sometimes every ten minutes,” she told me. “At night I wear a super-plus and a maxi pad, and I still have to get up three or four times to change them. The worst is that I don’t know when to expect my period anymore. We were having dinner in a restaurant recently and all of a sudden I was pouring blood—all over my white pants!”

When I asked whether she was on any medication, she reminded me that she took Synthroid because her thyroid functioning was low. I asked her when her thyroid was last tested and she said her internist had checked it a month ago and it was normal. I then took her vitals: her blood pressure was low, only 90/50, and her pulse was rapid, 100 beats per minute, a sign of a low blood count. Upon exam, her thyroid gland felt normal, as did her ovaries, although her uterus was slightly enlarged, possibly due to fibroids.

“Jackie, I’d like to do a biopsy of your uterus today,” I said, “removing just a small sample of tissue to make sure everything is okay. It takes about ten seconds. You’ll feel crampy while it’s being done, but the cramps will pass and you’ll be able to walk out of here like every other patient.”

“Do I really need to have it, Dr. Corio?” she asked. I detected a note of fear in her voice.

“In anyone who bleeds as much as you are, I’m very concerned about pre-cancer of the uterus. You’re in perimenopause and it looks as if you’re making much too much estrogen and no progesterone. That kind of imbalance is extremely dangerous.

“At the very least,” I continued, “you could have fibroids that need to be taken care of.” I explained that fully one-third of women who have symptoms like hers—extremely heavy and prolonged bleeding, breakthrough bleeding, or two or three periods less than 21 days apart—suffer a physical problem such as fibroids, polyps, or adenomyosis (endometriosis of the uterus).

I performed the endometrial biopsy, technically known as a VABRA, removing a tiny amount of Jackie’s endometrial tissue. This small sample enables me to detect pre-cancer or cancer of the uterus. It also provides an opportunity for me to determine whether a patient has polyps, which most commonly occur in women between ages 40 and 55. If a woman has bleeding between periods and has polyps, she may need a full-fledged dilation and curettage (D&C). (For more on fibroids, endometriosis, adenomyosis, and uterine polyps, see Chapter 11.)

“I’m also going to need to take some blood,” I said when the VABRA was finished. “In addition to your hormone levels, I want to check your red blood cell count and ferritin level. I’m fairly certain you’re anemic—one of the reasons you’re so pale and weak. In fact, I’d like you to start taking iron pills twice a day immediately along with your regular vitamin regimen.”

“Any special brand?”

“No, although you may want to try slow-releasing iron if you’re prone to constipation.” I then proceeded to outline ways she could introduce more iron into her diet.

Before we were through, I recommended she have a transvaginal sonogram to rule out any physical problem that could be causing her excessive bleeding such as fibroids, polyps, adenomyosis, or cancer.

“Call me in the morning for the results of your blood tests,” I said when we were through. “And don’t worry,” I added, touching her arm, “we’ll have this under control in no time.”

The next morning I received the results of Jackie’s blood tests: HCG negative; TSH, free T4, and prolactin normal; FSH 20 mlU/ml, slightly high; and LH normal. Her estradiol was way up, as I suspected—160 pg/ml, and her progesterone was nonexistent. She was also anemic.

I called Jackie with the results and explained that she was indeed in perimenopause and that she had stopped ovulating, so she was producing unopposed estrogen. To balance it, I prescribed natural oral micronized progesterone, 200 mg in the morning, 200 mg in the evening, for 14 days starting immediately.

The next day I got the results of her VABRA. I told Jackie she needed to come in to talk to me. When she arrived at the office, I explained that her biopsy showed simple hyperplasia without atypia, a worrisome condition of the uterus. She drew in her breath. “But by continuing the natural progesterone for three months straight without a break, I think we can counteract the effects of the unopposed estrogen and bring your tissue back to normal.”

“Okay, Dr. Corio,” she responded bravely, but I could tell she was still frightened.

“Jackie, I’ve seen this problem a hundred times,” I tried to reassure her. “We’ll take another biopsy in a couple of months, after you’ve stopped the progesterone, and see how you’re doing. Call me in a few weeks—I’d like to hear about your bleeding pattern.” In the meantime, her transvaginal sonogram report came to my office and was normal.

Jackie’s bleeding stopped about a week after she began the progesterone. She called when she’d finished the progesterone and told me she hadn’t bled at all. I asked her to stay off the progesterone and return in two months so we could do a repeat biopsy.

“Well, you certainly look more like your old self,” I commented when she returned. Her cheeks were pink and she looked well rested.

“I feel like my old self,” she affirmed.

I did another VABRA and took more blood for a red cell count. Both came back normal.


THE DANCER OF HEAVY, FREQUENT PERIODS

Always inform your doctor immediately if your periods are less than 21 days apart or significantly heavier or longer than normal, or if you have bleeding in between your periods. Whether or not you’re ovulating, the excess estrogen produced during the follicular phase when you experience heavy, frequent, or intermittent bleeding is opposed by little or no progesterone, putting you at high risk for breast, uterine, ovarian, and colon cancer. In one study, pre-cancerous or cancerous cell growths (hyperplasia) were found in 19 percent of women with these symptoms.



“Until you reach menopause,” I told her over the phone, “I want to cycle you for the first ten days of every month on natural progesterone or put you on birth control pills to regulate your bleeding.” I cautioned her to call me if any of her periods were shorter than 21 days or heavier or longer than normal—we didn’t want this to reoccur.

Jackie chose to continue the natural progesterone. I told her to call me if she didn’t get a period. When she came back to see me six months later she reported that she hadn’t had a period in two months. We tested her hormone levels, and they showed she was now menopausal. We both breathed a sigh of relief.

WHEN YOU’RE BLEEDING TOO MUCH. If you’ve stopped ovulating, you may experience extremely heavy periods. This signals that you’re undergoing only the follicular phase of your cycle, in which estrogen levels rise. Because no follicle is being released, this may go on for longer than the normal 14 days and you may produce an excess of estrogen, in turn stimulating an excess buildup of the uterine lining. When your estrogen level finally drops, you’ll experience heavy and prolonged bleeding.

Frequent, heavy, and intermittent bleeding may also occur if you ovulate but have weak corpus luteums that don’t produce enough progesterone. In this case, both your follicular and luteal phases will be shortened, and you may experience heavy periods coming anywhere from a couple of days to a couple of weeks early. If your hormones are waxing and waning, every time your estrogen and/or progesterone level drops you’ll bleed, resulting in spotting or bleeding in between periods. This can occur whether or not you’re ovulating.


WHEN SYMPTOMS SIGNAL TROUBLE

My rule of thumb is that if you’re over age 35 and have any of the following symptoms, call your doctor immediately.


• if your periods are less than 21 days apart, from the first day of bleeding of one cycle to the first day of bleeding of the next cycle

• if your periods are extremely heavy (one pad or tampon an hour)

• if your periods are lasting longer than usual

• if you’re having bleeding in between periods



In any of these cases, your doctor should perform an endometrial biopsy (VABRA) and transvaginal sonogram to rule out pre-cancer of the uterus.



OTHER CAUSES OF ABNORMAL BLEEDING

Although by far the most common cause of abnormal vaginal bleeding during perimenopause is hormonal disorders, I always take a detailed medical history to rule out any other possible reasons for irregular bleeding. Pregnancy is the most obvious possible cause of skipped periods or spotting. And as I mentioned earlier, stress can cause you to stop menstruating as well.

Certain medications such as steroids, digoxin, psychotropic drugs, and anticholinergic drugs prescribed for neurological problems can affect the menstrual cycle, as can birth control

TREATMENT OPTIONS



Vitamins and Minerals






Herbs






Foods


Phytoestrogens




Medical Treatments




















Surgical Treatments
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