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This book is dedicated to:

• The courage and persistence of my women patients—and their partners—who listened to their inner voice of knowing, and who pursued answers to their health questions in spite of medical teachings that often seemed to contradict women’s wisdom and insights. As I have listened, you have taught me; your wisdom and experiences will now benefit others as your words are given a voice in this book.

• My mother, Virginia Lee Hutcheson Davis, and her mother, Nellie Butler Hutcheson, women of strength and faith in the face of adversity, women of intellect and wisdom, women who taught me to stand firm for what I believed in, women who taught me to listen well to the voice of wisdom.

• My husband, Gordon Cheesman Vliet, a quiet strength and soulmate, who has shared this journey of helping others and blessed my life richly. He was among the first who encouraged and nurtured me in my pursuit of a medical career as well as the exploration of new avenues for healing.

• Our Creator, who has given us this incredible blessing of life, who sustains us through adversities, and who has provided guidance, insights, and strength to carry out my life’s work.

 


Disclaimer

The ideas and suggestions in this book are based on the clinical experience and medical training of the author and scientific articles available. Every attempt has been made to present current and accurate information as of time of publication. The suggestions in this book are definitely not meant to be a substitute for careful medical evaluation and treatment by a qualified, licensed health professional. Each woman’s health needs, risks, and goals are different and should be developed with medical supervision for personalized advice, answers to specific medical questions, and individual recommendations. The author and publisher specifically do not recommend starting any new treatment, changing any medication you may be taking, or using over-the-counter hormone preparations without consulting your personal physician. This book is intended for educational purposes only, and use of the information is entirely at the reader’s discretion. The author and publisher cannot be responsible for any adverse reactions arising directly or indirectly from the suggestions in this material, and specifically disclaim any liability from the use of this book.

All of the patient vignettes described in the book are actual patients from the author’s medical practice and have not been created just for this book. Names, and if necessary, identifying details, have been changed to preserve patient confidentiality but these changes did not alter the actual clinical information, lab results, patient comments, or treatment being presented.
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AUTHOR’S NOTE
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The Use of “Doctors”
in the Title

When I use the word doctors in the title of my book, I am not referring just to physicians, or medical doctors. Indeed, it is doctorate-level professionals in many fields who, as teachers and researchers, have ignored the biological gender differences that are the focus of this book. In the original meaning, doctor meant “teacher” or “great teacher.” Historically, the first “doctor” degree was doctor of philosophy (Ph.D.), not doctor of medicine (M.D.). Philosophy is derived from Greek words meaning “love of wisdom.” Individuals who loved learning and gaining wisdom enough to continue their studies for an advanced degree were then awarded the doctor of philosophy. The new “doctors” typically then became “teachers” of others. Today we have a variety of doctorate-level degrees in diverse fields: the branch of medicine known as osteopathy (D.O.), education (Ed.D.), social work (D.S.W.), science (Sc.D.), Ministry/Theology (D.Min.), and others.

An example came up a while ago illustrating ways in which doctorate-level professionals in diverse fields have failed to consider the crucial biological differences in women’s health. At the annual meeting of the Society of Menstrual Cycle Research at which my paper on “Hormonal Relationships in Perimenopausal Mood Changes” was presented, many of the Ph.D.s, Ed.D.s, and doctorate-level nurses (all of whom were women) seemed to discount the biological hormonal connections. One presenter in another session said: “Forget all this stuff about serotonin and estrogen; we all know that mood problems at menopause are caused by life stresses. The medical industry is just trying to medicalize everything.” Think about the ramifications of this comment. Does seeking good science to explain how women’s bodies function mean we have “medicalized” it, or just that we are trying to get answers we all want and need?

Which is more stigmatizing: to think that suddenly, when you reach menopause, you can’t cope with life stress and become depressed or anxious because you suddenly lost the coping abilities you have had all along, or to explore whether hormonal changes may be adversely affecting how you feel and altering your usual coping strategies? Collectively, our culture accepted the disempowering view that women are weaker and anxious or neurotic. Why should it be difficult to acknowledge or accept the idea that changes in body chemistry might detract from our usual psychological strengths and coping abilities? It seems to me that it is actually more empowering to recognize the role our biology plays in how we feel emotionally, spiritually, and physically and then use this understanding to explore choices and options so that we may feel our best.

The presenter I just described was a woman, speaking to an audience of all women professionals. We can’t blame only men for these attitudes. Perhaps I am even more disappointed when women aren’t any more sensitive to other women’s needs than male physicians. Clearly, medical doctors are not the only ones who fail to see the integrated picture of women’s health in its totality. In my view, doctors in many fields ignore crucial biological links in women’s health. How can we truly have gender-based biology and medical approaches if we do not use reliable methods of measuring women’s hormone levels? This is a major reason that we still don’t have answers to the crucial questions women consumers have been raising about their health for decades. In my view, all of this must change if “women’s health” is to truly meet women’s needs for the twenty-first century and beyond.

A Special Note to Physicians

Although we were taught “about” hormones in medical school and residency, we were not taught about the hormonal connections I am raising. My comments are meant not to be an indictment of medicine but to stimulate a broader view of the integration needed in women’s health research and clinical care and in physician education. I also hope to help you see women patients with new insights about important overlooked hormonal connections, and to hear what women have been trying to tell us. We have much we can learn and share with our profession to improve the way women’s health services are conceptualized and delivered. Our patients can teach us a great deal, if we just stop to listen to the wisdom of their voices of experience.

ELIZABETH LEE VLIET, M.D.
Founder, HER Place:
Health Enhancement Renewal for Women, Inc.
Tucson, Arizona, and Dallas–Ft. Worth, Texas
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Introduction to the Revised Edition: Reflections and Comments

 

 

It has been an amazing journey for me over the past five years since Screaming to Be Heard was first published. Thousands of women have heard my talks around the country and come up to me afterward to share experiences similar to those in the first edition of my book. Letters from women here and abroad have described poignant and painful journeys through the health care maze, trying to find answers that make sense and help them feel better. Women have called our offices, identifying with the descriptions I wrote in Screaming to Be Heard, saying “Hello, I am chapter 10, or I am chapter 7 . . .” Patients coming for consults in Tucson and Dallas–Ft. Worth have written detailed summaries of their arduous efforts to regain their health. And in all, the stories remain the same as I first described years ago: Women aren’t being listened to, their insights are discounted, their theories written off, their requests for appropriate blood tests ignored or made fun of, and their requests for consideration of hormone issues still being dismissed by such inane statements as “You’re too young for menopause (or perimenopause)” or “It’s just stress, dear, you need to see a therapist.” I recently received a four-page fax from a women sharing her experiences in health care settings over the last twenty-five years—she began her fax with “eeeeeeEEEEEkkkkkKKK—that’s my 25 year scream trying to be heard and get these problems addressed!”

This woman expresses the consumer perspective I hear daily in my offices, letters about my book, responses to my former radio show, women’s feedback at talks I have done across the country over the last twenty years, and even on the phone when clerks (male and female) ask me what kind of doctor I am—as soon as I mention hormones, I get unsolicited comments about their hormone questions and experiences. A recent example occurred when I called to arrange a ride to the airport, commenting that the driver might have to wait a few minutes while I finished a talk. The woman asked what I was talking about, and when I told her the topic, she said, “I’ve had ten children and I sure know about what those hormones can do! I should come to that talk.”

Do I speak for all women? No. Some women are truly blessed to have an easy transition from reproductive years to menopausal years. But even these women still need encouragement to practice the positive lifestyle habits that will keep them healthy and aging gracefully and well. In my writings and clinical work, I speak for those who don’t have this easy transition. I speak both as a physician and a consumer, one who has been a patient many times. I speak for those who have been disenfranchised by the way medicine is practiced for women in this country. I speak for those who have had their problems overpsychologized without having even a basic workup of ovarian function. I speak for those who have difficulty getting help from our fragmented, male-physiology-based model of western medicine. And I speak for the husbands and partners of these women, many of whom have broken down in tears watching the women they love not get the help they need. My mission in health care is to speak for those who have shared their voices and their struggles with me in these many settings.

If you are one of the women who has a difficult time with hormonal changes and problems, my book is for you. This book is about these overlooked and ignored hormonal connections; what we do know about hormonal effects on brain-body systems and how these hormonal effects interact with the endocrine, immune, metabolic, cardiovascular, respiratory, musculoskeletal, reproductive, urinary, and nervous systems. In writing about all these hormonal connections, am I saying all women at menopause need or should take supplemental hormones? No. I do think, however, that all women deserve balanced information, proper evaluation, compassionate assistance in making an individual risk assessment, assistance in sorting out their priorities and values for their health, and help in making decisions suited to their needs at a given time. I also think women deserve the same approach to individualizing amounts and types of hormones as we give to men with cardiovascular medications—as is standard practice for almost all other medications we use today.

Although I may sometines sound critical of my fellow physicians, they don’t carry all the blame for the issues I am raising. There is plenty of blame to go around—from the media hype, television news “health” sound bites, to headlines and articles written to increase sales rather than be accurate, to companies (alternative and conventional) focused on pushing their products, to insurance carriers that deny services tailored to women, to the FDA’s use of outdated information for estrogen package inserts, based on Premarin rather than newer information on the natural human estradiol or the safer transdermal estradiol patches. We need constructive changes in all of these areas. As you read Screaming to Be Heard, consider what I have to say not as criticism, but as ideas for change, for growth, for finding ways to create a true partnership between patient, physician, allied health professionals, hospitals, insurance carriers, pharmaceutical companies, and health products suppliers.

To those of you readers who are professionals working with women’s health programs and services around the country, remember that you are in a position to make a difference for today’s women and those who will follow. You are with organizations, big and small, that have the power to bring balance and reason back to women’s health, to bring back the heart and soul of the healing arts through your consumer education and services, and with your influence in the insurance industry and your development of physician education programs.

My vision for the twenty-first century is that we will celebrate the science we have available, disseminate it more effectively, and take advantage of ways to apply it in new approaches for our care of women. My dream is that we will listen to and value the insights, wisdom and experiences of our women as patients and create effective partnerships as we work together to help women achieve optimal health now that we have the opportunity to live so much longer. I hope this next millennium will bring these needed changes in how we approach women’s health to help prevent the tragic consequences that have happened in the past to so many women and their families when these hormone connections are ignored. Let’s make “power surges” have a new meaning . . . a health care relationship powered by respect for women’s marvelous beings, by understanding of women’s unique and wonderful biology, and by collaboration in shared partnership so that we are all surging forward with zest.

ELIZABETH LEE VLIET, M.D.
Tucson, Arizona
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Introduction

 

 

Women are still not being listened to, not just in doctors’ offices, but everywhere. Women’s wisdom is ignored. Women’s body knowledge is dismissed as “neurotic,” “hypochondriacal,” “hysterical.” Women suffer in silence, alone with their fears: “Am I crazy? I know something is different about my body, but the doctors keep saying there’s nothing wrong.”

It’s not just male physicians who don’t listen or who discount women’s ideas about what may be wrong. We physicians have all been taught by the same flawed system of education that does not fully listen to women’s voices, does not adequately address women’s body differences or value women’s insights and experiences. Women physicians have also been taught the same negative stereotypes of women patients that male doctors have been taught. I will never forget a woman family physician I was considering asking to join my medical practice. She said, quite disdainfully, “I don’t want to just work with women patients; they’re so neurotic and complain all the time.” I was shocked by her comments. Even with the advances in life and career options and opportunities for women, there is still a vast undercurrent of stigma women face when they enter the health care system as patients. This stigma permeates all levels, from doctors to nurses to insurance claims case managers who see women as “overutilizers of services.” Actually, I think the primary reason that women utilize medical services more often than men is due to their body awareness, their being astute consumers, their willingness to dig for answers that make sense. Unfortunately, the fact is that their questions and problems often go unresolved since our medical approaches are based on male physiology and function.

Another key factor women face in getting good health care is their conditioned passivity. Women have been socialized to accept without question what an authority figure, in this case the physician, tells them. In spite of several decades of emphasis on teaching women to be more assertive, to ask questions, to seek second opinions, I still see this passivity by women unquestioningly accepting explanations and approaches with both traditional Western-trained physicians and with alternative or complementary medicine practitioners. Standing up for yourself and asking questions is not bitchy or aggressive; it just makes good sense when your health is at stake. Yet women who speak up are more likely to be labeled negatively by health professionals than are men who ask the same questions. At the same time, men and women who are more involved in their health care, who ask questions, who seek more information and alternatives, actually have better outcomes when illness strikes.

Women are able to make a difference when we ask questions and demand appropriate attention to our gender differences in health needs. Menopause is a good example of the success we achieve when we speak out. At first, just a few women spoke out, then more joined in as these realizations hit. What were whispers became louder as more women were talking, finding that others had similar experiences. Gail Sheehy published The Silent Passage in 1991, bringing menopause, the “M word,” out of the closet, enabling us to more openly share experiences. The massive pioneering U.S. study of women’s health needs, the landmark Women’s Health Initiative, was launched about the same time. Since then, Women’s Health has become a major hot topic, finally gaining the national attention it needed—BUT, and it is a big BUT—it often becomes even more frustrating when you are trying to find help amid the confusing, often conflicting information and media hype about menopause and other women’s health topics.

For the woman approaching menopause, fears mount: “Am I getting Alzheimer’s?” “Will I get breast cancer?” “What to do?” “Do I take hormones?” “What are the alternatives?” “What’s natural, what’s not?” “Where do I find answers that make sense?” Our questions still get blank stares from physicians. We are bombarded with media hype. We feel deluged with information. We feel confused. Silence again. Our voices become quiet. We discover that once more there are no set answers to our questions and concerns, and often not much interest or time on the part of physicians to explore these issues. Instead, doctors say, “There, there, dearie, it’s just menopause. Everyone goes through it. Why are you so upset? You can take hormones or you can live with it.” Feminists say “Doctors make too much of hormones. Menopause is just a natural transition. Just eat right, take herbs, exercise, and you’ll be fine.”

Meanwhile, your sleepless nights continue, your energy seems to have suddenly disappeared, fatigue becomes overpowering and you feel like you are slogging through quicksand to get through your day. Your memory seems less sharp and familiar words seem to have evaporated from your brain cells; joints ache, muscles hurt, eyes are dry, contacts don’t seem to work anymore; the work demands pile up; family needs have to be met; tempers flare; crying spells hit out of the blue for no reason; and sex drive? What’s that? Also totally gone, zip, zero. You say, “I don’t feel like me anymore. Whose body is this, anyway?”

Then you want to scream when your doctor says “You can’t be in menopause; you’re too young. It’s just stress. Take it easy. Take a vacation. Take Prozac. Don’t get so wrought up. [Men are “concerned”; women are “wrought up.”] See a therapist. You just need to get a grip on things.” Then another betrayal: Women leaders who have previously spoken out for women’s issues trivialize menopause or use their own easy transition as a marker of how other women should handle it. Accusations are stated or implied: If you have symptoms and problems with menopause, you are either afraid to face the reality of aging, or you are less of a woman, somehow not “doing it” right (sounds a lot like the macho ideas men have labored under). One feminist activist was heard to describe her own menopause this way: “I think it lasted about an hour. I don’t see what all the fuss is about.” While I am glad she had such an easy time, not every woman is so lucky. Menopause is not another “should” that we have to do right or we have failed.

Once again, we are led to doubt ourselves and our perceptions of reality. The voices of inner knowing scream inside our heads: “Wait a minute. I used to handle stress in life just fine. Why now, when I have everything going for me, does it seem to get me down? I don’t have reasons to cry like this. I know there is something changing with my hormones, but I’m told there’s no connection. I’m told I’m fine, but I am not. It is real. I know it. Will someone just listen to me?”

Is it any wonder, then, that we feel disenfranchised, devalued, and discounted by the medical professionals and turn to alternative therapies for help? Women are angry. Women are becoming increasingly proactive. They turn to alternative practitioners, herbalists, pharmacists, massage therapists, and a host of others, hoping for compassion and answers. But are we getting all the care we may need from these nonmedical options? Many times the answer is no. Each group of practitioners has its own set of biases, blinders, and “pieces” of the puzzle, but very few are really putting all the pieces together into a coherent and cohesive whole.

As a physician who has been listening to women’s voices and experiences for many years, I have felt a deepening disquiet as my work continues. I have found, over and over again that many health problems women have go unrecognized, overlooked, or ignored because their wisdom and knowledge are not being heard and heeded. I feel a scream growing inside my own mind: “She’s describing it so thoroughly. Why haven’t her other doctors listened to what she is saying?” My inner voice crying out was barely audible to me at first. I had to grow in wisdom and experience as a woman physician and be better able to trust my own intuition. I could not depend on the limitations and rigidity of my specialty training in internal medicine and psychiatry that had ignored the entire ovarian endocrine system and the ways it affected basic brain-body function beyond reproduction. Day in and day out, women continued to tell me stories of hormonal connections they experienced that were not being listened to or addressed. Their stories needed a strong voice. My own inner voice became louder and more insistent, until it, too, became a voice that must be heard. This book is that voice. It is intended to give you the specialized “hormone health” information you need to be able to ask intelligent questions and seek new medical options. I hope to open doors you might never have found using the traditional “cookbook approaches” using the Premarin-Provera recipe for all women.

What led me to branch out from internal medicine and psychiatry to begin working with the hormonal aspects of women’s health that are usually addressed by gynecologists? During my residency days and early days of practice, physicians would refer women to me for “psychogenic” problems such as PMS, anxiety, stress-related illness, sexual concerns, or depression. I would see the person, expecting to help with those issues. But patient after patient, a pattern emerged and I often found myself saying to the woman and her physician, “The problems you are describing have a clear pattern related to your menstrual cycle, and I don’t think you have a major depression [or whatever happened to be in question]. I do not find a psychiatric disorder; I think you are experiencing hormonal changes that are affecting your moods.” I thought the referring physician would be glad to have the information. The woman typically was relieved that she now had some answers that made sense to her. What I discovered, however, was that most commonly her physician didn’t listen to me, either. I struggled for many years to get other physicians to understand and accept that hormonal shifts can effect brain chemistry and trigger changes in mood, anxiety, pain, headaches . . . you name it.

Finally, I decided I had had enough of this battle. I knew the women were right, and I could relate what they told me directly to the normal physiology of a woman’s body rhythms and hormone shifts. I undertook a more systematic study of endocrinology and reproductive hormones, searched the international medical literature and read hundreds of articles, attended many continuing medical education programs on menopause and gynecology, joined the Menopause and Climacteric Medicine societies, subscribed to journals I couldn’t find in my own medical library, and began to integrate whatever I could find with the knowledge I had already gained from internal medicine and psychiatry. Much of the scientific work I could locate came from the international menopause journals and research done in Europe, Australia, and Canada over many years, in addition to the pioneering work in this country by Dr. Robert Greenblatt, Dr. Edward Klaiber, and Dr. Phillip Sarrel.

I learned more and more about the differences in the various types of hormones and saw how well these differences fit with what women were describing to me. I was finding the pieces of the puzzle that had been overlooked and these pieces were fitting beautifully with other pieces of the puzzle that were discovered at Johns Hopkins, where extraordinary neuroscience research was happening during my residency. It was exciting and rewarding for me at both the personal and the professional levels. The improvement women described as a result of fine-tuning of their hormonal balance further validated my belief that I was heading in the right direction. Obviously, not every woman needed hormones, but those who did clearly benefited from the changes we made together to address these issues.

I began speaking around the country, doing what I could to educate women and groups of physicians. Women still had so many questions and they kept asking me, “Is there a book on this anywhere? Is there something I can read about what you are saying? It makes so much sense.” I gave the usual references, but the bottom line was that there was no book that addressed the integration of all these hormonal issues with other traditional women’s health concerns. So, I had to write this book. I could not ignore the “screams” any longer.

Screaming to Be Heard is an outgrowth of more than twenty years of clinical work and outcomes research that measured ovarian and other hormones at specific times in women’s menstrual cycles using reliable and standardized methods. I also carefully tracked women’s menstrual symptom calendars, their own descriptions of how they ate and exercised, what medications they took and how they felt emotionally from day to day. I used objective rating scales for mood, pain, headache, and anxiety problems so that we could together see the “before and after” changes. I included reliable tests of bone density as early as 1985, and measures of cholesterol and cortisol and thyroid and glucose so that I could see what other factors were affected by the changes in the ovary hormones. As my patients and I worked to figure out their individual puzzle pieces for a whole picture, I also began to see ways that we as physicians could take a more integrated approach to the multiplicity of factors affecting women’s health: from the biological to the spiritual.

The model I have developed over the years has been useful, practical, results-oriented, as well as cost-effective, since we often eliminated many other medications women had been taking. Another important aspect is that the approaches I use could be taught to others in the programs I gave for physicians, nurses, psychologists, physical therapists, and as well as women themselves. Best of all, the women themselves described feeling better overall, often could stop other medications, and their improvements with the hormone interventions validated their own insights. Screaming to Be Heard has become a tapestry woven of women’s experiences. The voices of wisdom of women patients, family members, friends, and colleagues have taught me much. The voice of my own experiences through several ordeals as a patient has been a great teacher, if a painful one. The voices of women who have not been heard yet, as well as the voices of our ancestors whose writings gave us the legacy of their wisdom, pain, joys, struggles, and achievements in the face of adversity . . . all have contributed to this complex and beautiful tapestry. I hope you will add your own voice to the tapestry as you read these pages.

My Experiences as a Patient

I have had my own adversities. I was a patient who was not listened to until I lost the function of my left leg, bladder, and bowel and had reached a point requiring emergency back surgery for a fully ruptured disk compressing my spinal cord. I know firsthand the pain, suffering, fear, self-doubt (“I must be crazy. NO. I’m NOT!”), the helplessness of not being listened to or believed, the frustrations of wanting to be well and not being able to make progress. I was a physician; I was also the patient. And when the patient is female, the old stereotypes and patterns of relating take precedence over her professional status as physician.

As the patient, I knew something crucial had happened. I had followed directions and stayed in bed for a month; yet, I wasn’t getting better. In fact, my ability to stand up for more than three or four minutes was getting progressively worse. I had problems with bladder control that were really worrisome. My brain felt like it was in a fog; I couldn’t even think clearly enough to focus on my medical reading. I began to berate myself, lying there telling myself that I must be lazy or something; that I really should be using this time to catch up on reading my medical journals. I would start to read, and I couldn’t focus on the pages. Several years later, while at Johns Hopkins, I found out that I had not been imagining this “foggy brain” feeling. It was real, and a side effect of the Valium that had been prescribed four times a day for muscle relaxation. There was something terribly wrong with my body, but my doctors were telling me there was nothing wrong. I thought I was going crazy!

“Nothing wrong? Nothing? What do you mean? I collapse when I try to stand. I can’t go to the bathroom. What is this? How could it be something in my mind? I just don’t understand.” I went back for a checkup. The neurologist thought I “might” have a worsening herniation of the disk and sent me to his partner, a neurosurgeon. This doctor did not even recheck neurological function. He just patted me on the shoulder saying, “Now, you’re just fine. You’re just too anxious. All you have is a back strain, and it will be fine if you just get out of bed and go on about your business. It’s time for you to get back to work.” I felt chastised for avoiding my work responsibilities. So, having been raised in the southern tradition of responding like a dutiful little girl to an older male authority figure (even though at the time this happened, I was an adult woman, a physician through medical school and internship), I went back to work at the hospital.

I lasted half a day before my legs collapsed once again and I couldn’t stand. I was getting really frightened by this time, although I tried not to show it. “Remember, Lee, physicians don’t cry. If you cry, they’ll just think you’re anxious and neurotic,” I said to myself. My internal medicine doctor said he thought I should be admitted to the hospital for a week of traction to see if that would help. So I did that. As the week went on, I could barely walk well enough to go to the bathroom; once I got there, I had trouble urinating, and I became unable to have a bowel movement. Thinking I was constipated from inactivity, my physician ordered regular daily doses of Metamucil as a stool softener. But the problem wasn’t constipation; it was nerve damage to the bowel from spinal cord compression. My abdomen was blowing up like a balloon from the Metamucil because I couldn’t have a bowel movement on my own. It was awful. I must have looked like a snake that had swallowed a pig. When I first wrote this in 1994, I could see the humor in the mental image that flitted across my mind. In 1979, when I was going through it, I was terrified, and it was not at all funny. But I still did what I was told, like the proverbial “good girl.” I didn’t know what else to do, and no one seemed to be listening. My confusion and fear were compounded by the fact that I was reminded I was the patient, not the doctor, and to follow directions.

Finally, after lying there a week in the hospital and getting worse, I called my medical school and asked one of my former professors for a psychiatric consultation. He was concerned and sympathetic but astutely said, “Lee, I’ll be happy to see you professionally, but I don’t really think you have a psychiatric disorder. I think you should get a second opinion from a back surgeon.” Two days later, Dr. Henry Wilde, from Houston, Texas, came to Williamsburg for a business meeting with my husband, who mentioned that I was in the hospital with unexplained back problems that weren’t getting better. When Henry, an orthopedic surgeon who specialized in back surgery, came to my hospital room, I felt a sense of relief. I just knew he would take me seriously. He listened to my description of what had happened, did a thorough neurological examination, and said, “Lee, you don’t have a muscle strain, you have a centrally herniated lumbar disk with compression of the end of the spinal cord. You have lost function in your leg, bladder, and bowel because of the nerve compression over such a long time. You need surgery, and you need it now in order for to have any chance of the neurological function coming back.”

Needless to say, I felt an overwhelming sense of relief at finally having confirmation that something was wrong, what it was, and what needed to be done. Dr. Wilde listened, did a thorough examination, and gave me a diagnosis that explained all that I had been experiencing. It made sense. What I was experiencing was real. I wasn’t imagining this. I certainly wasn’t at all eager to go through major surgery, but I felt a tremendous weight lifted from my shoulders because I now knew what was wrong. I can deal with known problems a lot better than with all the uncertainty that only intensifies my fear. Understandably, I did not want to go back to the neurosurgeon who had failed to properly diagnose my problem. Two days later, I was in Houston having the surgery I had needed all along.

Thanks to Dr. Wilde’s visit and, I believe, God’s hand in all this, I had surgery in time. In addition to the technical skill of his surgery, Henry also gave me a vitamin and exercise regimen that helped the healing process, and helped me regain my strength. The nerve function returned, the pain gradually lessened as I diligently swam my mile a day and did my walking program. Several months later I was able to go on with my specialty training. Dr. Henry Wilde has now retired from his very successful career, but his legacy of listening and using integrated approaches lives on every single day of my life. His legacy is passed on to many others in the work I do with individual patients, in my writing and in my teaching. Dr. Wilde’s intervention was one of those life-transforming moments, and I am profoundly grateful to him for listening when I was in such pain. I want to continue to share that gift with others. But for many of my patients over the years, the outcomes have not been as positive. They have told me of lost years of productive careers due to hormonally triggered health problems that weren’t addressed. Some have had their families broken apart when their spouse didn’t realize that hormonal problems were the trigger of behaviors that just seemed “difficult and witchy.” Some women had even experienced irreversible damage—heart failure, spinal deformity from incapacitating bone loss, dementia—because they did not have proper attention to the hormone issues they had been describing. I hope the next millennium will bring changes in how we approach women’s health to help prevent such tragic consequences for so many women and their families.

Richard Bach said “Every problem has a gift for you in its hands.”1 For me the problems were certainly clear at the time. The gifts have emerged in many ways since 1979. One of the most meaningful gifts from my herniated disk problems has been the gift of hearing patients more clearly and trusting that if I listen carefully, they will tell me what I need to know to help them. Another gift from my own surgical experience was that I learned very early in my medical career just how crucial exercise, vitamins, healthy food, and a positive mindset are to enhancing the healing process.

“Won’t someone please listen to me? I know I am right. Something is wrong. It’s not all in my head!” These are the silent and the spoken, sometimes whispered, screams. It is time for women to be heard. It is also time for men to be heard because these problems have an impact on them as well. As Helen, a business executive in her fifties, said to me:


I think women are getting short-changed in all this lack of information about hormones and how they can affect our minds and our well-being; and it affects interpersonal relationships, business relationships, and I think a lot of us are suffering.”



So for all of you who have not been listened to or answered and for the men in your lives, this book is your voice. It is also a guide for those of you who have not yet heard your inner cry or who have heard it and not found avenues of help. Most women have incredible body wisdom. They are attuned to their body rhythms and sensations in a positive way; indeed, in my opinion, this is one of women’s gifts that enhances our survival. Women commonly are keen observers of their bodies, seem to have an intuitive sense about body changes and what might be wrong, and ask intelligent, well-thought-out questions of us physicians. All of this adds up to what I call “body wisdom.” In working with male patients, I find very few who have this body wisdom. Most men have been taught not to pay attention to their bodies and to “gut through” the pain. For men, this “no pain, no gain” attitude often works to the detriment of their health, leading them to delay seeking medical attention for problems that could be serious, or even fatal.

For women’s body wisdom to be useful, however, we health professionals must listen to it, learn from it, respect it, and incorporate it into our approaches for healing. Listening to patients, understanding the person as a whole being is where the art and science of medicine began thousands of years ago. Fundamentally, we must come back to this basic foundation of the interaction between the healer and the person coming for help in the healing process. This is the soul of the healing arts to which we must return if we are to truly reform health care.

Listen to the words of Sir Francis Peabody in 1926:


The application of the principles of science to the diagnosis and treatment of disease is only one limited aspect of medical practice. The practice of medicine in its broadest sense includes the whole relationship with the physician and the patient. It is an art, based to an increasing extent on the medical sciences, but comprising much that still remains outside the realm of science.



I have tried my best to practice this blend of art and science, and to focus on the integrated needs of the whole person with my patients over the years. Even when I cannot personally provide all the services for a given person, I can at least do my best to see that they are identified and suggestions given on how best to find someone to help. Isn’t this what we are all asking for from our health care in the new millennium? At another time, in his wisdom, Dr. Peabody said to the graduating class at Harvard Medical School in 1931: “The secret of the care of the patient lies in caring for the patient.” His comments are as relevant today as they were in 1931, and his words should be indelibly etched in the minds of all who would call themselves “physician.”

Robert T. Manning, M.D., the founding dean of my medical school and an important role model for me as I observed him to be one of the true practitioners of the art and science of medicine, reiterated to us over and over: “Listen to your patients, and they will tell you what is wrong.” Over and over, each day I am in medicine, the truth of this voice rings out. Dr. Manning’s legacy of wisdom, commitment to patients as people, and dedication to teaching lives on in all of us who were his students.

Remember, no book can take the place of your personal physician in determining your individual health program. No one authority has all the answers for every woman. But my promise to you is that I will tell you what I know I know—from medical research, from listening to women’s experiences and descriptions, from clinical study of women’s hormone levels at the time of the cycle they have the symptoms they describe, from psychological and cross-cultural research findings, and from my own experience as a patient who has been through much of what this book addresses. I will also tell you honestly what I don’t know or what isn’t yet known from scientific research. My commitment to you, the reader, is the same commitment I have always given my patients: I will do my best to be honest with you, to give you the best information I am able to find, and to admit I don’t know, and to help identify resources for you to get your questions answered. I don’t expect you to find the answers to all your questions in this one book, but I do hope that you will find answers that you have not found addressed in other books.

My commitment to you is that I have not made any recommendations or any interpretations from the medical literature in this book that I would not use myself for my own health needs or recommend to my own family to consider with their physicians. I also have no financial interest in any products that I describe in my books or talks. I am not trying to sell you any products. I am only providing information for you to choose to use or not as you see fit. My book cannot address the needs of all women, but it does aim to help those of you who have had or may experience these hormone-related problems.

Let’s turn now to the voices of women who must be heard, and heeded, for us to better meet the intricate health needs for women of all ages. I hope you will find encouragement to trust your perceptions and body wisdom as you read these pages. I hope you will find answers that have eluded you before to guide you as you work to enhance all levels of your health.

ELIZABETH LEE VLIET, M.D.
Tucson, Arizona
January 1995

1. Illusions: The Adventures of a Reluctant Messiah


CHAPTER 1
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Screaming to Be Heard!
Listening to
Women’s Voices

With all the recent apparent public attention to the crucial health needs of women, are things really changing for the average woman patient headed to her doctor’s office seeking help? I would honestly have to say that at this point, not a lot has changed for the average woman in this country. In the words of one young woman who recently came to see me for migraine headaches and mood changes before her menstrual period:


What bothers me is that I am thirty-six years old and with all the medical doctors I have seen, only one psychologist (a nonmedical person, who was also a woman), who saw me for four sessions for depression recognized that I may have a hormonal imbalance. It surprises me and makes me angry that I have possibly had this problem for twenty-three years. I always told my physicians my headaches happened right before my period, but they dismissed my ideas. Where is the physician who will listen to my observations about my body?



And this is not unusual. I hear this same story every day from women of all ages, from all parts of the country. There simply is not the information and awareness of just how different male and female bodies really are. The medical establishment is so dominated by men’s thinking and male physiology that women’s different hormonal makeup and health needs are rarely even in the conscious awareness of physicians, much less adequately addressed even by caring physicians. A medical publication in late 1999 illustrates this issue: A woman urologist wrote a review article on interstitial cystitis for publication in a women’s health medical journal. In spite of multiple well-known effects of estrogen on all aspects of bladder function, there was not one word mentioning potential adverse effects in this disorder due to declining estrogen. Yet, look at the profound list of estrogen effects I outline in chapter 12 on the bladder and you will see there are many ways that declining estradiol in the years leading up to menopause could potentially play a role in the development of Interstitial Cystitis. We have a long way to go. After seminars I have given on women’s health, I have had male physicians come to up me and say, “What you are saying makes so much sense. Why hasn’t anyone talked about these connections before? Why hasn’t this been in the medical literature? It certainly fits with what my patients tell me, but I have not known how to put it all together.”

The sad part is that women will guide us in being effective physicians if we will listen to what they say and think about what is happening to them. For the woman quoted above, her migraines did indeed have a major hormonal trigger each month. With treatment to address that hormonal trigger, her recurring premenstrual migraines have been eliminated. She is still susceptible to weather and food triggers for her migraines, but she described feeling an enormous sense of relief that a significant dimension of her migraine problem has been resolved by stabilizing the hormonal changes, a factor she herself had been asking about for many years.

Challenges and Controversies in Women’s Health: Issues That Affect YOU

In 1989, the United States General Accounting Office (GAO) audit revealed that less than 3 percent of the National Institutes of Health (NIH) budget had been spent on total women’s health issues, less than 2 percent on obstetrical and gynecological health concerns, and less than 0.5 percent on basic research in the area of breast cancer. Have we made any progress in the years since the GAO first realized women were ignored in most research studies? Yes. Are we where we need to be so women will get the gender-specific health care they need and deserve? No. In fact, we are still a long way away from this goal.

First, let’s review some areas of progress:

1. Federal mandates to include women as subjects in all NIH-funded clinical research trials

2. Launching of the NIH Women’s Health Initiative

3. Establishment of the Office of Women’s Health at the NIH

4. Publication of the results of the Postmenopausal Estrogen and Progestin Intervention (PEPI) trials, the first major U.S. longitudinal double-blind, placebo-controlled study of menopausal hormone therapy regimens. Although this study used only one type of estrogen (native to horses), it did compare synthetic and natural progesterone for the first time in the United States.

5. Discovery of genes linked to hereditary breast-ovarian cancers

6. Discovery of the new estrogen receptor beta

7. Discovery of new causes and treatments for osteoporosis

8. Development of selective estrogen receptor modulator drugs

9. Decline of 6 percent in breast cancer deaths in this country, a trend first noted in this country between 1991 and 1995

10. Passage of more rigid regulatory requirements to improve quality in mammography settings around the United States

11. Improved recognition of the multiple health consequences for women victims of domestic violence and childhood abuse; with increased shelters and support networks for battered women

12. Improved access to prenatal care nationwide—today more than 80 percent of women are getting prenatal care in the first trimester

13. Decline in infant mortality rates, and finally, a beginning decrease in teen pregnancy rates

14. More openness to inclusion of complementary medicine approaches from traditional healing practices of many cultures

15. More physicians willing to discuss hormone therapy options and alternatives with their patients; there is a little less of the “cookbook” approach with Premarin or PremPro for everyone; more physicians are using the bio-identical (sometimes called “natural”) hormone products that are on the market, both commercial FDA-approved ones such as Estrace, Vivelle, Climara, and Alora, as well as ones compounded by specialty pharmacies

16. More extensive use by physicians of the serum (blood) hormone tests that are the gold standard for reliable hormone levels in menopause and perimenopause research, particularly in the international menopause field

17. FDA approval of two new natural progesterone commercial products (Prometrium, Crinone) that are typically covered by health insurance prescription plans (whereas the compounded prescriptions generally were not covered by such plans)

18. Improved protection from HMO abuses of patients in a few states that have passed patient protection bills (Texas legislators were the first to be so progressive in passing a law that allowed patients to sue their health plan for adverse outcomes that occurred due to denial of care, although this bill passed without Gov. Bush’s support.)

19. Formation of new consumer groups for women’s health

20. Establishment of new medical journals devoted to women’s health

21. Increase in newspaper and magazine articles and television and radio programs on women’s health topics, regardless of their accuracy, depth, or focus

22. Increase in hospital-sponsored women’s health programs that address health concerns beyond birthing and childcare

23. Increased numbers of women taking charge of their health and not settling for answers that don’t make sense, seeking new opinions and changing physicians when needed

24. Most importantly, women doing what we have always done: networking with each other, starting self-help support groups, nurturing each other, and making efforts to ask questions and to learn more about our individual and collective needs

However, we still have a long way to go. Much more work has to be done by all of us with an interest in women’s health and a commitment to sound, responsible approaches. Fundamental and basic hormonal effects must be addressed to better understand crucial needs in health care for women. For example, it is well known clinically that the menstrual cycle is an important factor affecting drug metabolism and interactions; yet, few systematic studies have been done to determine exactly how best to adjust medication dosages according to the menstrual cycle. These clinical observations of menstrual cycle hormonal effects on medication and disease severity and frequency have been observed in areas as diverse as herpes outbreaks, epileptic seizure activity, allergies, migraine headaches, yeast infections, bipolar affective disorder, and depression. But we still have not studied HOW hormonal changes affect these cyclic changes in various disease flare-ups.

Drs. Buchwald and Garrity, authors of a 1994 study of similar clinical patterns in chronic fatigue syndrome (CFS), fibromyalgia syndrome (FMS), and multiple chemical sensitivities (MCS) looked at many characteristics of these clinical problems more common in women. They did correctly identify these disorders as being much more common in women in their forties. Yet, there was not one word in the study about, or any methods used to assess, possible ovarian hormonal factors contributing to these diseases. Interestingly enough, both researchers were women, so we can’t just sit back and say men don’t listen. It seems incredible to me that in the era of “gender-based medicine,” not even women physicians were addressing such an obvious potential trigger factor as the ovarian hormones. The blind spots are overwhelming, and health care professionals must remove the blinders when conducting women’s health studies.

The relationship of premenopausal hormone changes to a variety of disorders seen more commonly in women, such as depression, fibromyalgia, and migraines, have also not been adequately addressed. I have included a chapter on each of these important subjects because each one affects women much more frequently than men. The fluctuations and declines in hormone levels are normal physical changes that may have a significant impact on premenstrual and premenopausal sleep and mood changes.

Mood changes in the years before menopause (from about age thirty to age fifty) have traditionally been assumed to be primarily the result of life stresses and psychological transitions, but almost nothing has been done in systematic research to study hormonal effects on the brain as a factor causing these problems. We live in a culture that hasn’t even been fully convinced that women have a brain, much less that it is connected to the body. If you think I am being too harsh, just look at the cartoons, ads, and body images used to sell products and present health information and notice how many headless bodies there are and how many jokes are printed daily about “brainless” or “nutty” women. We must remember, the brain is connected to the body, and hormones are one of the most potent chemical messenger systems affecting the brain and all its functions, including, of course, mood, sleep, and memory. In particular, both estrogen and progesterone have profound effects on the serotonin, norepinephrine, dopamine, and endorphin receptor systems that are involved in mood regulation; yet, almost no clinical research has integrated these findings to identify effective treatment regimens for premenopausal women. Because this crucial information is so woefully neglected in women’s health, it is a
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