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INTRODUCTION





HER


Since menopause, Julie has been losing sleep and gaining weight. She was tired, cranky, and unhappy with herself, and sex was the last thing on her mind. But it seemed to Julie that sex was always first and foremost on her husband’s mind. The tension between the couple had gotten so bad that they dreaded being alone together.


HIM


About a year ago, Alex, a 45-year-old accountant, started having difficulty getting an erection. Alex was so embarrassed by his problem that he no longer initiated sex with his wife, Kathy, and was unreceptive to her advances. Kathy became so cold and distant that Alex began to feel she was rejecting him. The couple had not had sex—or even a meaningful conversation—for nine months, and the lack of intimacy was taking its toll on their relationship.


THE THREE HOT-BUTTON ISSUES OF MIDLIFE: SEX, WEIGHT, AND MOOD


These stories are typical of those we hear from the men and women we see at the Jefferson-Myrna Brind Center of Integrative Medicine at Thomas Jefferson University and Hospital. Our patients seek our help because their lives are not the way they used to be…or the way they want them to be. Their sex lives are shot. They’re gaining weight and getting flabbier. They’re tired and stressed out. And they’re determined to do something about it.


Until recently, many couples like these would have dismissed their sex problems with “What do you expect? We’re middle aged.” The new generation of midlife couples expect a great deal more. They expect to have great sex, great health, and a great life well into their later decades.


But despite a youthful mindset, real physical changes occur starting around age 40—and sometimes even younger—that can interfere with couples’ enjoyment of life in the bedroom and elsewhere.


The three hot-button issues of midlife—sex, weight, and mood—come to a head at this time. And they can feed on one another, making a bad situation even worse.




• SEX


A decline in the production of sex hormones can dampen libido and diminish sexual capacity in both women and men.


• WEIGHT


A slowdown in metabolism makes it harder to maintain muscle and keep off excess fat. The inevitable weight gain can worsen hormonal problems.


• MOOD


Chronically high levels of stress can aggravate midlife symptoms, accelerate aging, disrupt your hormones, make you fat and flabby, and put you in a very bad mood. Stress is certainly not conducive to good health, good sex, or good relationships.




To compound the problem, by midlife people are likely to be taking one or more prescription medications, such as beta-blockers for high blood pressure, or antidepressants for depression. These drugs often have sexual side effects, including lowering libido, making erections more difficult, and interfering with orgasm—not to mention that many disrupt sleep, and some can even cause weight gain.


Men and women are surprisingly clueless about what’s going on with their partners—physically and emotionally—during midlife. It’s difficult for a man to strike up a conversation with his wife or girlfriend and say, “Gee, honey, I’m not the stud I used to be. I just can’t perform as well in bed, and I may need your help in this area.” It’s equally difficult for a woman to say to her husband or boyfriend, “This perimenopausal stuff is making me crazy. My body is changing, and sometimes sex hurts, and we need to change what we’re doing.”


Many people become so wrapped up in their own problems that they are often oblivious to the impact these problems could be having on their partners. This book provides couples with the information they need, along with clear guidelines on how to address these issues in a nonthreatening, hopeful, and helpful way.


The telltale physical and emotional changes of midlife can have a profound impact on a couple. Many patients are dragged in to see us by their spouses or partners. Desperate husbands and boyfriends seek help for wives and girlfriends who have lost their sex drive, are not enjoying sex the way they used to, or are being made miserable by menopause. Unhappy wives and girlfriends bring in husbands or boyfriends who are ignoring important symptoms that could lead to serious health problems (as men often do), can’t perform the way they used to in bed, or are irritable and difficult to live with.


Our goal is nothing less than a complete life makeover. We want you to have a great life, and we’re going to show you how. Within the pages of this book, you will find the tools you need to get your health, your life, and your relationship back on track.


THE ANTI-GERIATRICIANS


Dr. Monti, the director of the Center, is a physician with a specialty in psychiatry, lifestyle coaching, and integrative health. Dr. Bazzan is a geriatrician and a specialist in aging. He is also our hormone specialist and heads the Andropause and Menopause Program at the Center. (Andropause, also known as male menopause, refers to the decline of testosterone and other changes that occur in midlife men.) We are the only geriatrician-psychiatrist team we know of to head a university-based program for both male and female menopause.



We sometimes call ourselves anti-geriatricians because we aim to keep our patients as youthful as possible for as long as possible. Our real interest is in helping our patients avoid the pitfalls of aging. We both had traditional medical school experiences. We were taught that the geriatrician’s role was to manage the chronic diseases of aging with drugs and that it was nearly impossible to cure or prevent these diseases. Fortunately, there has been a seismic shift in belief about the role of the geriatrician. Today, we believe that we can do both. There is a new generation of doctors who are not interested in waiting to fix what’s already broken. We’re trying to prevent things from becoming broken in the first place.


Dr. Bazzan’s job is to repair the “hardware” that runs the body—he makes sure that whatever systems are down are back in working order. Dr. Monti’s job is to reinstall the “software” that programs the body; he teaches patients how to change the behaviors or lifestyle that may have been causing their problems in the first place.


We are both passionate believers in integrative medicine: We strive to correct the underlying problem causing the symptom so that the body can function the way it’s supposed to, and we acknowledge that health is a confluence of all domains of life—mind, body, spirit, and community. And this is true whether we’re treating sexual dysfunction, heart disease, diabetes, depression, or any other medical condition. We don’t put a bandage over a problem and try to hide it. We try to fix it on as many levels as possible. And we integrate as many options into our treatment plans as is reasonable. We distinguish integrative medicine from alternative medicine, which implies an exclusion of conventional Western medicine. To the contrary, we are primarily guided by our medical training and all the emerging data from various realms of scientific research.


However, as practitioners of integrative medicine, we have a treatment arsenal that extends far beyond the usual pharmaceuticals. We embrace all scientifically validated therapies, including diet, exercise, and stress reduction. Although we use medication when necessary, much of what we recommend can be achieved without a prescription pad: We emphasize aggressive lifestyle intervention that readers can do on their own.



REBALANCING HORMONES


As women reach menopause they experience a precipitous decline in sex hormone production. This can result in some very unpleasant symptoms, including hot flashes, vaginal dryness, decreased libido, moodiness, and weight gain.


Until recently, menopausal symptoms were routinely treated with synthetic hormones, but studies linking hormone replacement therapy (HRT) with an increased risk of cancer and other diseases have discouraged physicians from prescribing hormones. As a result, many women are forced to choose between two evils: being made miserable by their symptoms, or risking cancer. We offer women a third option—a combination of lifestyle changes, such as the right diet and exercise and a stress reduction program, which can be highly effective in terms of easing menopausal symptoms.


If lifestyle changes aren’t sufficient, we consider HRT, but only after we carefully assess the benefits versus the risks.


We use the latest medical technology to screen out men and women who are at high risk of developing cancer and therefore should not be using hormones. We also closely monitor our patients who are taking hormones and show them how to minimize the cancer risk. Some people metabolize hormones poorly, breaking them down into toxic, potentially cancer-causing substances in their bodies. And that’s true whether hormones are made by your own body or taken in the form of HRT. Fortunately, there are simple blood tests that can detect this problem, and there are ways to deal with it, which we will discuss in later chapters.


We want to make one thing clear: We are not cheerleaders for HRT. It is not appropriate for everyone, and we understand that many people are wary of it. Yet, we believe that when done correctly and thoughtfully, hormone replacement (or, as we more accurately call it, hormone rebalancing) can be an effective option for many men and women who need it.



Men Suffer, Too


Men also experience a decline in the production of testosterone, the hormone that is essential for sex drive, erectile function, and generally feeling energetic and positive about life. (Although testosterone is known as a male hormone, women make it too, although in much smaller amounts than men.) If a man doesn’t make enough testosterone, he won’t be thinking about sex, let alone want to have sex. In some men, testosterone levels decline gradually, which usually doesn’t cause a problem, but sometimes testosterone levels can fall precipitously. Low testosterone may be caused or aggravated by many factors, including genetics, poor diet (especially if it is high in animal fat), a sedentary lifestyle, and even chronic stress. In addition to making lifestyle changes, men with low testosterone levels often benefit from HRT, which in this case entails boosting testosterone back to normal. (We explain more about our HRT protocol for men and women in Chapter 9, “Hormone Makeover.”)


Beyond the Little Blue Pill


As men age, some may experience a decline in sex drive and also have difficulty getting or maintaining an erection. Judging by the constant barrage of commercials on television for erectile dysfunction (ED) drugs such as Viagra, Levitra, or Cialis, you would think that this problem can be solved by popping a pill. It’s not so easy. Minor changes in sexual function are no cause for alarm. But if these problems are severe enough to inhibit sexual activity, they may not be within the normal scope of aging. They often indicate an underlying health issue such as hormonal deficiency, heart disease, diabetes, or even a psychological problem, any of which could be caused, if not aggravated, by lifestyle. Prescribing a drug to treat erectile dysfunction without a proper medical assessment may mask a symptom of a problem that needs treatment. That said, we sometimes do prescribe ED drugs, but again, this is a thoughtful process that requires an understanding of where you are physically and emotionally.


A recent study found that a third of men with ED who had been given prescriptions for an ED drug could not perform sexually after taking the first pill. They were so disappointed that they gave up on sex completely. We try to avoid that kind of outcome.


Our aim is to restore overall sexual function—not just temporarily for a few hours or a weekend with the help of a pill—but for the rest of a man’s life. And this is best done by addressing the underlying cause of the problem. Sometimes the right nutrition and exercise program can restore sexual function enough so that drugs are not needed.


The Great Life Makeover is divided into three sections:




	Part I: How’s Your Sex Life? reviews the major sexual and physical issues facing men and women.


	Part II: Frazzled, Fat, and Fatigued examines the interrelationship between weight, lack of sleep, mood, and how it affects couples in and out of the bedroom.


	Part III: Your Great Life Makeover consists of the Sex Makeover, Diet Makeover, Exercise Makeover, Hormone Makeover, Supplement Makeover, and Mood Makeover.




YOUR GREAT LIFE MAKEOVER


At the core of the book is the Great Life Makeover—our comprehensive lifestyle program geared for the midlife body, which addresses the three hot-button issues of midlife: sex, weight, and mood. Weight loss, increased physical activity, and stress reduction exercises can often boost the body’s own production of hormones and reduce or even eliminate some of the unpleasant symptoms associated with both menopause and andropause.


SEX MAKEOVER


Despite the fact that sex may now be possible, there is often residual friction between the couple that prevents them from having a satisfying sex life. We work with couples individually and together, helping them to reconnect on an emotional level so they can once again feel comfortable with physical intimacy—not just in bed but in all aspects of their relationship.


This part of the program shows you how to reboot your love life, reestablish intimacy, and reinvigorate your relationship. It provides specific language and techniques that enable you to approach difficult and sensitive issues with your partner without making him or her angry and defensive.


DIET MAKEOVER


Our diet is an extraordinarily potent tool to restore health, energy, and sexual function in men and women. Within a short time, we see a dramatic improvement in hormone levels and cardiovascular risk factors (such as blood lipids and inflammatory markers). Try our diet for three weeks, and we guarantee you will feel better than you have in years.


EXERCISE MAKEOVER


When it comes to dealing with sex, weight, and mood problems, regular exercise is one of the most effective—if not THE most effective—treatment for all three. We offer a quick, simple exercise program that you can do alone or with your partner.


HORMONE MAKEOVER


You’ve undoubtedly heard lots of information—and misinformation—about hormones. Here we present the pros and cons of HRT and provide you with the facts that you (along with your doctor) need to make a smart decision. We believe that these decisions should be made on a case-by-case basis, weighing the risks versus the benefits, and based on a patient’s family and medical history and lifestyle.


SUPPLEMENT MAKEOVER


We believe that a good diet is critical for optimal health and that supplements can’t compensate for poor nutrition. We do, however, recommend a select group of supplements that we believe can help rebalance hormones, help maintain normal metabolism, and preserve health.


MOOD MAKEOVER


The role of stress is grossly underestimated in terms of its impact on your health, sex life, and relationships. The Mood Makeover will show you easy ways to de-stress your life and boost your mood. The daily routine of simple breathing and relaxation exercises will keep you calm and focused.


WORK WITH YOUR PHYSICIAN


This book is intended to be a general guide: The information in it is the very same we give our patients during their extensive initial consultations. We hope to help you work with your doctor so that you, too, can benefit from a more comprehensive lifestyle approach to health management. Since many aspects of our program are designed to be implemented outside of our office, you too will be able to start making the changes we prescribe for many men and women in their middle years.


Start by making an appointment with your internist or family practitioner. Most of the procedures and tests discussed in this book can be performed by your regular physician. In rare cases, your physician may refer you to a specialist if you have a problem that requires special attention.


We wrote this book to make a difference. For years we have been helping men and women get a better grip on their health and their relationships, and thereby improve their quality of life.


Why couples? While we are glad to work with individuals and often do, our preference is to work with you AND your significant other. It is important that you understand and support each other in having a satisfying, more healthful, and more fulfilling life. Just as poor health behaviors are far reaching and affect the system on many levels, positive health behaviors do the same. Believe it or not, having a good relationship is a positive health behavior; in fact, research suggests that it might be the most important one! Your attitude, stress levels, and relationship can affect your health as much as your cholesterol levels—perhaps even more so.


Despite some of the hurdles that midlife couples must overcome, their relationships can be stronger than ever. One of the positive uplifting messages of The Great Life Makeover is that sex during midlife can be terrific as long as both partners are open and honest with each other. A young body may have the physical edge over a midlife body, but youth has its constraints. A mature couple who know each other well may be more at ease with each other and able to be exploratory in a way they may not have felt comfortable with twenty years ago.


As one of our patients recently put it, “Okay, I’m not 25 anymore. And I don’t have the same libido as a 25-year-old, even with testosterone therapy. But there’s something even better about our relationship now. I never really opened up to my wife before. I kept things to myself. We can really talk to each other now, and I feel closer to her. I’m looking forward to our future together.”













PART ONE


HOW’S YOUR SEX LIFE?












CHAPTER ONE


WHEN SEX STOPS FEELING GOOD FOR HER






HER


“He’s got the libido of an 18-year-old, and I don’t. Sometimes I feel dead below the waist, I try to get turned on, but nothing happens. And when we do have sex, it can hurt.”
 

HIM


“She doesn’t want to have sex as much as I do. But even when we do, she’s not really enjoying it. I love her. I want things to be better.”


 


Nancy, an attractive 52-year-old artist, had been divorced for ten years before moving in with her fiancé, Robert, a very youthful 58. But what should have been a joyful time was marred by disagreements over sex. Specifically, he wanted it every day, and she didn’t. For Nancy, having sex once or twice a week was more than enough. Even then, she had to really, really push herself before she felt sexually turned on. Sex wasn’t always a struggle for Nancy. But like so many women in the midst of menopause, Nancy was experiencing physical and emotional changes that were making sex the last thing on her mind.


Nancy is not alone in finding that sex is not all it should be for women in midlife. A 2007 study of menopausal women revealed that 54% of the women surveyed reported a decrease in sexual activity after menopause. Almost half of all women said that they avoided sex because of physical discomfort. About three-quarters of the women surveyed were in committed relationships and believed that sex was important. What was particularly telling was that less than half of the women in the study were not satisfied with the amount of sex they were having.


We see this phenomenon among midlife women in our practice. They know that sex is important for a relationship, and they would love to be having sex more, but obviously they feel limited by their physical symptoms. And who can blame them? If sex causes more pain than pleasure, most women—or men for that matter—would want to opt out.


SHE SUFFERS IN SILENCE


At one time, women who suffered from sexual symptoms caused by menopause found an easy solution in HRT. Love it or hate it, HRT—yes, even those synthetic hormones we don’t like—worked well for many women in terms of preserving sexual function. But now that HRT has fallen into disrepute, many women—and even their doctors—feel that women have no choice but to suffer through these symptoms. That’s assuming that women even talk to their doctors about intimate issues; several studies suggest that they avoid potentially embarrassing topics. And so do their doctors.


Despite its bad rep, hormone replacement is still a viable treatment for women who are suffering during menopause or who want to avoid the symptoms associated with hormone depletion. We describe bioequivalent hormones for both women and men in Chapter 9, “Hormone Makeover,” and we talk about the nonhormonal and over-the-counter solutions in Chapter 6, “Sex Makeover.”


This begs the question, what is a “normal” menopause versus one that requires treatment? Insomnia, hot flashes, and mood swings are all normal symptoms; yet, they can affect women very differently depending on their lifestyles. For example, a woman who gets up early every morning to get to work will be more upset about losing sleep than another woman who works at home and can nap during the day. A woman who has low libido will be more concerned about her lack of sex drive if she has a partner who is very amorous than a woman who is alone or is with a man who is not all that interested. To a large extent, menopause is a subjective experience.


In comparison with men, women find that the transition to midlife is much more complicated. Most midlife men experience a gradual decline in the production of their primary hormone, testosterone. For some men, the drop in testosterone is so gradual that they hardly know it’s happening. A healthy man can often stave off many of the physical changes that have become associated with aging, including ED and loss of libido. And if these problems do occur, they’re usually not that difficult to fix.


Women, however, are another story. Perimenopause, the years leading up to menopause, and menopause itself (the cessation of menstruation), cause many physical and emotional changes that can put a strain on a couple’s relationship.


The drop in the two hormones that regulate the menstrual cycle, progesterone and estrogen, can be quite abrupt and erratic. At the same time, women are also losing testosterone, which, as you will see, is as vital for their health and well-being as it is for men. These fluctuations in hormones can make a woman feel miserable. Furthermore, the anatomical changes that occur after menopause can make sex uncomfortable, if not painful.


Some lucky women sail through these years without experiencing significant discomfort. And many women discover that over time, as their bodies adjust to their new postmenopausal state, the symptoms that were driving them crazy disappear. Free from the fear of pregnancy and from the duties of raising children, some midlife women say they feel happier and sexier than ever once their hormones settle down. But many women need some additional help to navigate through these years.



WHAT HAPPENS DURING MENOPAUSE?


In the not too distant past, menopause coincided with what we would call old age. At the turn of the past century, the average woman didn’t make it past 50. Today, the average woman lives many decades beyond menopause and wants to live those years in a healthy, vital body with a sharp, active mind. But that’s not what nature intended for women.


Women may not like to think of themselves solely in terms of their reproductive role, but nature views it differently. Women’s bodies are designed to maintain optimal health throughout the childbearing years. Once women move out of their prime reproductive years, their body systems begin to wear down one by one. This is true for both men and women, but since women are the ones who the bear the children, they are hit harder.


The average age of menopause for women in the United States is 54, but hormone production begins to fall off long before, typically causing menstrual irregularities and other perimenopausal symptoms. In fact, many of the symptoms we associate with menopause, such as insomnia, hot flashes, and irritability, often begin during perimenopause.


For women, the decline in reproductive ability begins in their mid to late 30s and accelerates throughout the 40s. That’s why, for every year over 30, it becomes increasingly difficult to get pregnant. Menopause is defined as the cessation of the menstrual cycle, which is caused by the depletion of living, viable eggs inside the ovaries. If you’re a woman over 50 and you haven’t had a period within one year, you are officially considered to be menopausal.


A girl is born with roughly half a million immature eggs, or follicles, in her ovaries; the monthly menstrual cycle revolves around preparing one of those eggs for a potential pregnancy. The cycle is usually divided into two parts: the estrogen phase and the progesterone phase. In the first part of the menstrual cycle (the estrogen phase), the pituitary releases follicle-stimulating hormone (FSH), which prepares one of the eggs for fertilization. The developing egg releases high amounts of estrogen, which brings about a drop in FSH production.


Women make three types of estrogens: estradiol, estrone, and estriol. Estradiol is the primary and most potent estrogen. It is responsible for normal menstrual flow and bone mineral density as well as mood, sex drive, proper function of the heart and blood vessels, skin elasticity, and brain and thyroid function. In other words, the influence of estrogen extends far beyond the reproductive system.


At about day 14, or mid cycle (the progesterone phase), there is a surge of luteinizing hormone (LH), which causes the egg to rupture, signaling to the ovaries to release the mature egg (now called the corpus luteum) into the fallopian tubes, where it travels to the uterus. The corpus luteum begins producing progesterone along with estrogen. The uterine lining thickens to support a possible pregnancy. If the egg is not fertilized, hormone levels drop, and the uterine lining is shed during the next menstrual period.


Hormonal Ups and Downs


The egg is the “brain” that regulates the balance of hormones during the menstrual cycle. Once the supply of eggs dries up, hormone production sharply declines, creating an imbalance. The pituitary gland still produces FSH in a last-ditch effort to stimulate ovulation, but to no avail. Rising FSH levels are a sign that the ovaries are not producing enough estrogen. There are hormone fluctuations that can make women feel miserable, triggering hot flashes and night sweats.


Progesterone is the first hormone to go, falling steeply during perimenopause. By the time menopause is complete, a woman can lose up to 90% of this hormone. Progesterone can have a big impact on a woman’s quality of life. As women lose progesterone they often experience problems sleeping and may feel anxious and more irritable.


Estrogen levels also begin to drop, albeit more slowly than progesterone, and by the time a woman is menopausal, she has lost between 40% and 60% of her estrogen.


During this time, women lose another important hormone that has a profound impact on their lives, although it is not involved in the menstrual cycle. The production of testosterone drops by up to 90% in women. Similarly to progesterone, testosterone is important for mood, but it’s also important for sex drive, body composition, bone density, and maintaining an overall feeling of well-being. For some women, the loss of testosterone is as bad as, if not worse than, the loss of estrogen.


It’s important to remember that menopause is a process that plays out over time. For some women, the hormonal ups and downs can last a decade or longer, punctuated by difficult menstrual cycles. Some women may get their periods every three weeks; others may miss several periods and have a period only every few months or so in the years leading up to menopause. Our point is this: even while you’re still menstruating you can still have miserable perimenopausal symptoms.


The Vulnerable Periods


For many women, what we consider “aging” is accelerated after menopause. The first five years following menopause in particular are often the roughest in terms of a woman’s health and well-being. The loss of hormones can make you feel miserable. Under ideal conditions, the adrenal glands should pick up the slack and produce some sex hormones; for many women, this does the trick. Very often, the adrenals don’t produce enough of all three hormones to relieve symptoms or make a woman feel like herself again. This is particularly true for women who are under a great deal of stress (see Chapter 3, “When You’re Feeling Down”). Learning how to de-stress can be an important step in relieving menopausal symptoms, and for that, we refer you to Chapter 11, “Mood Makeover.”


Here’s a rundown of the physical changes you are likely to experience as you reach menopause. Not all women experience all these changes at once, some may be hard hit, and some may breeze through them with very little difficulty.
 


VAGINAL THINNING


The vaginal walls get thinner, which can make sexual intercourse painful. At the same time, there is a reduction in vaginal lubricant, the slippery coating produced by the Bartholin glands at the entrance of the vagina when a woman is aroused. Some women find that after menopause it takes longer to get aroused and to lubricate. They may be capable of making enough lubricant, but they need longer foreplay. Without lubricant, the friction created by the penis rubbing up against the vagina can be very irritating. The combination of vaginal thinning and loss of lubrication can make a woman feel negative about having sex. Furthermore, severe vaginal dryness can cause a sensation of burning and irritation that can be quite annoying.


These vaginal changes also make a woman more prone to bacterial and yeast infections, as well as urinary tract infections, which just add to her general discomfort.


Women with autoimmune diseases, such as lupus and rheumatoid arthritis, may have even more difficulty with lubrication than do women who do not have these diseases.


The solution to vaginal changes is not to have less sex—but more sex. Regular sexual activity can help keep the vaginal walls stronger and more flexible. Sex is also good for a couple’s relationship and overall well-being. Having said this, we realize that it’s important to first correct the problems that create sexual discomfort for women. We urge any woman with these problems to read Chapter 6, “Sex Makeover,” and Chapter 9, “Hormone Makeover,” to learn about things she can do on her own or with the help of her doctor.


SKIN CHANGES


The skin is the body’s largest organ and the one that is most noticeable. After menopause, there is a change in skin tone and texture, which can be quite dramatic. A woman’s skin gets thinner, dryer, and more prone to wrinkles. Skin changes are primarily due to estrogen loss, which keeps the skin plumped up and supple. Lifestyle plays a major role, too. Women who have spent years in the sun without skin protection may wrinkle faster than others. Furthermore, women who smoke tend to look up to a decade older than do nonsmokers.



BONE AND MUSCLE


About half of all women over 65 have osteoporosis, the thinning or wearing away of bone. After age 30, both men and women lose about 1% of their bone mass every year. Bone loss is significantly accelerated after menopause; the average woman loses 2% to 4% of her bone mass over the next decade. The postmenopausal bone loss is due to the drop in levels of both estrogen and testosterone. At the same time, there is a decline in muscle mass and muscle strength—a condition known as sarcopenia. These changes in both muscle and bone can be slowed down by regular weight-bearing exercise. HRT is probably the most effective way to stop and reverse bone loss for someone with diminished hormone levels.


Many women also complain of feeling “achy” in their muscles and joints, and this, too, is due to the loss of estrogen and testosterone.


MEMORY AND MOOD


Midlife women often complain that they’re not as sharp as they used to be, they can’t remember things anymore, and they fear that they’re “losing it.” The good news, according to recent research, is that the so-called loss of mental function during midlife is not due to menopause. In other words, it is not inevitable. Now for the bad news: If you are suffering from cognitive problems, it could be a sign that you are under too much stress.


We’ve known for some time that estrogen plays a role in learning and memory, so it’s been assumed that the decline in estrogen must trigger these changes in brain function. But when researchers recently tested the estrogen hypothesis on three groups of women: premenopausal, menopausal, and postmenopausal, it didn’t pan out. Two noted neuropsychologists followed 800 women for six years, giving them a series of annual tests to monitor brain function. Surprisingly, they did not find a significant decline in brain function among the women as they moved through the stages of menopause—in fact, most of the test scores actually increased. Their conclusion was that estrogen loss due to menopause does not negatively alter brain function.



So what is behind these cognitive changes experienced by so many women? At least one major study has suggested that despite the hype, these changes in brain function are little more than urban legends—much talked about but not real. Another study, however, conducted by researchers at the University of Rochester, came up with a more plausible answer. As with previous studies, they did not find specific memory problems in women approaching menopause. When they probed further, however, they found that midlife women often had more difficulty “encoding,” or learning new information. Although a woman may perceive this as a memory problem, in reality it isn’t. Here’s where it gets interesting—the researchers observed that menopausal women presented with a new mental challenge were responding the way people classically behave when they are under a great deal of stress. They cited the example of a patient being told that she is seriously ill by her doctor, and then not remembering the details of the conversation when she gets home. It’s not that the patient can’t remember what the doctor said; the reality is that she never really absorbed what he was saying because she was so upset.


Midlife can be a very stressful time for women, who not only are coping with physical and emotional changes but also may have to juggle work, child rearing, and caring for older relatives. With so much on their minds, it’s no wonder that women may misplace their keys now and then, or blank out on someone’s name.


Getting a handle on stress and maintaining a good nutritional status is critical to maintaining good brain function as well as good health. We provide specific tips on how to de-stress your brain and your body in Chapter 11, “Mood Makeover,” and how to make sure it is getting the adequate fuel in Chapter 7, “Diet Makeover.”


THE LAST THING ON HER MIND


Many couples fall out of synch sexually during midlife, with men typically showing more interest in sex than women, though this is not always the case. From adolescence on, it’s typically easier for men to get turned on than it is for women. For many guys, an available partner and a sexy magazine or movie do the trick. It’s not surprising that this continues to be the case in midlife. And given all the changes that occur in women during this transition, it’s not surprising that some women may go through times when they’re simply not interested in sex. The disparity in sexual desire becomes a problem, however, if it creates tension within the relationship.


We’ve come a long way from the days when sex was associated primarily with reproduction. The sexual revolution of the mid-twentieth century brought about sweeping changes in our attitudes toward sex. We no longer view sex solely as the means to bear children; it is now considered an important bond between a couple that can enhance a relationship. From a biological point of view, however, our personal fulfillment is unimportant. Nature’s primary concern is that we pass on our genes to future generations. Once we’ve completed this task, nature turns its attention elsewhere. Of course, we feel quite differently! We want those later years to be interesting and meaningful! They can be, and we can help you achieve that. As men and women live longer and have longer marriages, or take up with new partners later in life, today they expect that intimacy is part of the package.


Since the spectacular success of ED drugs, pharmaceutical companies have been racing to market the first drug for women to rev up sex drive. In fact, Viagra was even tested on women to see if it had any effect on libido; although the drug improved blood flow to the vagina, it did nothing to boost libido.


Female sex drive is a complex issue, and the solution is not as simple as correcting most cases of ED, which are typically caused by poor blood flow. Not so for libido. For women in particular, sex drive is dependent on many factors: some physical, some emotional.


One of the primary physical causes of low libido is fairly easy to fix. We have found—and studies confirm our findings—that women with abnormally low testosterone levels often have low libido. Once testosterone levels are brought back to normal, there is a marked increase in energy, mood, and sex drive.


But not every woman suffering from low libido is low in testosterone. Some women may actually want to have sex but are so physically uncomfortable that they are willing to forego it. In many cases, their partners are unaware of their physical discomfort and may be doing things during sex that exacerbate it. For example, menopausal women often need more foreplay, and they may find that some positions they used to like are now painful. This may sound simple, but if a couple has been making love for years the same way, and it’s worked for them in the past, it may be difficult for one or both of them to accept that they need to change their routine. On the bright side, rediscovering each other can be very exciting and breathe new life into a relationship.


Difficulty Achieving Orgasm


When a woman becomes sexually aroused, her heart beats faster and blood flow is directed to the pelvic area, causing the labia to swell or become engorged. Lack of estrogen can reduce blood flow, which can interfere with a woman’s ability to become aroused. If a woman has poor circulation due to coronary artery disease or diabetes, engorgement can be affected. For both men and women, sexual intercourse ideally culminates with an orgasm, when the muscles in the pelvis contract rhythmically, producing feelings of pleasure. For women, an orgasm is dependent on the stimulation of the clitoris, a small organ on the upper part of the vulva of the vagina. The drop in estrogen and its subsequent effect on nerve function can hamper a woman’s ability to have an orgasm, or can make orgasms less intense than in the past.


Women with high blood pressure are particularly prone to problems with lubrication and reaching orgasm; in part, this can be caused by medications that lower blood pressure.


Some menopausal women experience delayed orgasm: it takes longer for their clitoris to respond to stimulation, and some women may have difficulty reaching orgasm at all. Once again, the decline in estrogen and testosterone, weak pelvic floor muscles, vaginal thinning, and poor blood flow can interfere with the ability to have an orgasm, or with the quality of the orgasm. Numerous medications—including antidepressants—can also inhibit or delay orgasm. Similar to men, for women good health goes hand in hand with good sex. Even before they reach menopause, women with diabetes can have sexual problems, including lack of lubrication and orgasm difficulties.


IT COMES BACK TO LIFESTYLE


A healthful lifestyle can also make a huge difference in how a woman looks and feels during the years leading up to menopause and afterward. Maintaining a normal weight through diet and exercise is critical for both physical and emotional health. Feeling attractive about her physical appearance is important for a woman’s self-esteem. Furthermore, midlife weight increases a woman’s risk for the development of heart disease, high blood pressure, diabetes, and arthritis, which are often treated with medication that can cause sexual side effects.


Many prescription drugs can interfere with a woman’s sexual function. Some can inhibit arousal; others can prevent lubrication or delay orgasm—problems that are common during menopause. Antidepressants and medications to lower blood pressure are high on the list of sex-busting drugs. Common over-the-counter drugs, like antihistamines to treat your allergy symptoms, not only dry up your nose but may cause vaginal dryness as well. If a woman is considering taking any medication, she should talk to her doctor about the sexual side effects. Often you don’t know how you react to a drug until you actually take it, so if you notice a change in either sex drive or function, talk to your doctor about switching to another drug.


TOP SEX-BUSTING PRESCRIPTION DRUGS FOR WOMEN


Antidepressants


SSRI


fluoxetine (Prozac), paroxetine (Paxil), sertraline (Zoloft)



TRICYCLIC


amitriptyline (Elavil), nortriptyline (Pamelor)


Antihypertensives to Lower Blood Pressure


ACE INHIBITORS


benazepril (Lotensin), captopril (Capoten), enalapril (Vasotec), quinapril (Accupril), ramipril (Altace)


ALPHA-INHIBITORS


prazosin (Minipress), doxazosin (Cardura)


BETA-BLOCKERS


propranolol (Inderal), carvedilol (Coreg), metoprolol succinate (Toprol XL), atenolol (Tenormin), metoprolol (Lopressor)


CALCIUM CHANNEL BLOCKERS


diltiazem (Cardizem), nifedipine (Procardia), verapamil (Calan), felodipine (Plendil)


GI-Ulcer Drugs


H2 ANTAGONISTS


cimetidine (Tagamet), ranitidine (Zantac)


Painkillers


OPIOIDS


hydromorphone (Dilaudid), oxycodone (Percodan), fentanyl (Fentora)
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