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FOR EVERY WOMAN WHO WAS TOLD IT WAS ALL IN HER HEAD.

For those who were dismissed, misdiagnosed, or handed a vague label and a bottle of antidepressants instead of real answers.

For the clinicians who are listening, truly listening and learning alongside their patients, even when the textbooks come up short.

For the researchers who dared to challenge the early conclusions of the Women’s Health Initiative. You faced resistance, skepticism, and institutional inertia, but you pressed on in pursuit of the truth. Because of your courage, an entire generation of women may finally be seen, heard, and cared for with the rigor they deserve.

And for my daughters and yours. May they enter this transition armed with knowledge, supported by science, and empowered by a healthcare system that no longer treats midlife as invisible.




Letter to the Reader

I’ve written this book with my two daughters, now in their early twenties, in mind. I hope to empower them with knowledge, insight, and confidence. I want them to understand beyond a shadow of a doubt that their experiences are seen and validated. And that by learning how to approach their health with intention and resilience, they can secure the foundation for their well-being and vibrancy far into the future.

I want the very same for you.

Because here’s the truth: You all deserve so much more than what was offered to your mothers, grandmothers, and great-grandmothers. You deserve more than vague answers and dismissed symptoms. You need the tools for radical thriving through every stage of life, especially in perimenopause and beyond. You need a guide toward a future in which you are fully informed, supported, and confident in taking charge of your health on your terms. It’s all here in The New Perimenopause.

In many ways, this book is a representation of the very best I have to offer. It is a joint production from my doctor’s brain, a relentless pursuer of life-changing science, and my heart, an organ I can’t keep from promising only the best for my daughters. It’s also in many ways a love letter to my younger self. This is the guide I wish I’d had, filled as it is with insight and knowledge, before I reached my own perimenopause. The confusion, frustration, and uncertainty often tied to this phase of life would have been so much easier to navigate with the right support and information. Information that even as an OB-GYN physician I wasn’t taught. I hope that because I’m sharing this with you, you won’t have to face the same struggles.

One of the most valuable lessons I’ve learned in the years since I dedicated my medical practice to the care of women in middle age is that every woman’s experience with perimenopause and menopause is unique. Each journey is valid. What may feel manageable for one person could be overwhelming for another. Our bodies respond differently, and we should honor without judgment the path each woman walks.

For too long, women’s health has been underserved, with science treating us as smaller, more emotional versions of men. This approach has left a tremendous gap in knowledge and care, resulting in women’s health issues, including perimenopause and menopause, being significantly underfunded and overlooked.

But this book isn’t just about identifying what’s been missing. It’s about filling those gaps with the research, knowledge, and tools you need to navigate midlife and beyond. My goal is to help you lay a foundation for aging as healthily and vibrantly as possible.

I’m fifty-seven years old, and I’m living my best life. I’m healthier and happier, with stronger boundaries and more fulfilling relationships, than ever before. This is what I want for each of you reading this book: to step into each stage of life with confidence, clarity, and vitality.

Together, we can rewrite the narrative around women’s health. We can demand better research, more comprehensive care, and a compassionate, informed approach that supports women at every age. It’s time for a change, and it starts with each of us asking for what we deserve: informed, personalized care that respects our unique experiences. Let’s create a future where every woman feels supported, valued, and fully prepared to thrive, no matter where she is in her journey.
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What’s to come: The New Perimenopause is divided into four parts. The first part will establish some historical and clinical context for the current state of perimenopausal care. The second lays out the vulnerabilities introduced by the hormonal changes that are the hallmark of this transitional stage. In part three, I will detail physiological and reproductive changes you may experience in areas related to sex, pregnancy, and menstruation. And in the final part of the book, you will find everything you want to know about hormone therapy in perimenopause, the habits that matter most to support your health now and in the future, and how to get what you need out of your appointments with healthcare practitioners.




INTRODUCTION

Let’s Begin


“I feel fatigued and anxious all the time.”

“I’m irritable and less resilient.”

“I feel so disconnected from who I once was.”

“I don’t know what’s going on.”

“I don’t know what to do.”

“What’s wrong with me?”



As a practicing obstetrician-gynecologist, I’ve heard these sentiments expressed by many patients between the ages of thirty-five and fifty. For years, I responded based on my medical education, which at the time had taught me only that this constellation of complaints was embedded in the female experience, an aspect of aging that had no explanation or cure and was meant to be endured. I regretfully offered little more than dismissive condolences: “Sorry—it’s just part of being a woman” or “Sorry—life is just stressful at this age and stage.”

These words provided no comfort or solutions and, I now realize, only reinforced my patients’ feelings of helplessness. I could see the disappointment in their faces, but I had no tools to offer. With my administrators demanding that I see an additional thirty patients a day, all while managing my laboring patients in the hospital, taking night calls, and navigating the demands I faced as a wife and mother, I had no time to dive deeper.

Medicine has a long-standing history of training physicians to interpret many symptoms in women through the framework of somatization, a concept that attributes physical symptoms to psychological or emotional distress. In essence, doctors have been conditioned to diagnose women with an implicit bias that whispers, “It’s all in her head.” I wish I were kidding.

Most of my patients who came into the clinic describing these symptoms were, in many ways, in a sweet spot of their lives. They were experiencing no more than the usual stress they had managed for years, yet they were being besieged by an unnamed existential disruption. For some, this disruption was subtle yet noticeable; for others, it was a tidal wave of change and discomfort. They were united by the need to fend for themselves and find ways to overcome this vague yet very real, however clinically unrecognized or undiagnosed, state of being.

Fortunately, recent research is starting to affirm that these emotional shifts, feelings of disconnection, and challenges to resilience aren’t imagined or solely situational; they are real, with a physiological basis rooted in hormonal changes. Some of the newest findings have confirmed that clusters of symptoms that may include fatigue, increased irritability, difficulty with concentration and decisions, the feeling of not being able to calm down on the inside, and increased crying and worry are probably some of the first key indicators that your hormones are shifting into perimenopause.

When I first saw this research published in the journal Menopause in May 2024, the title alone hit me like a bolt of lightning: “‘Not feeling like myself’ in perimenopause.” There it was right in front of my eyes. The lived patient experience being given an academic stamp. It felt like a turning point in the history of women’s health—could it be that we were finally moving away from assigning a psychological cause to something biological in nature?

Now, before I get ahead of myself, it’s important that I back up a little to give you some context for this moment. So much had happened before I read this study. I had gone through my own menopause, which turned my world upside down and put me in the position of the patients who for so long had been telling me of their symptoms.

I finally got it in a whole new way.

I also started posting about my experience on social media and was flooded by responses from followers. Their responses and their desperate need for help drove me to expand my own medical knowledge outside the standard OB-GYN curriculum and continuing medical education. I attended seminars on the state of menopausal care; I dug in to do the work on making myself a better practitioner. I was floored by what I learned, especially by the revelation that my own treatment practices had been informed by one of the most erroneous misinterpretations of scientific data in history. This misinterpretation came about from the Women’s Health Initiative in 2002, which, like a tsunami, wiped out any progress that had been made up to that point in the treatment of women in their post-reproductive era. I felt like I had been misled by my medical education and by the gatekeepers of scientific guidelines.

I was angry: A moral failure had occurred, and legions of patients had been abandoned in the wake; they were struggling to stay above water and offered nothing more than a “sorry” to help them stay afloat. This awareness pained me, but it also gave me a renewed purpose—to educate myself and in turn the millions of women who, like my patients and so many of the followers I had connected with on social media, were left in the dark or denied treatment options or even a discussion of treatment options for their symptoms. The “it’s all in her head” mantra needed to be buried for good. The truth about the multi-organ system involvement of the menopause transition and the use of hormone therapy needed to be revealed—again (I wasn’t the first to share it)—this time from a bigger platform.

I poured all my energy, my emotions, my intellectual resources, into researching and writing a book called The New Menopause. Nothing could have prepared me for the response to the book. The outpouring of gratitude, the thousands of women I met in person who waited to get a picture with me, give me a hug, or just tell me, “Thank you. I feel seen. I feel validated. I have the tools I need now.”

Amid all the excitement, I still managed to keep my mind on the larger mission, which became clearer as my conversations with women across the world continued and my connections to influential and trailblazing doctors increased. My aim is to revolutionize menopause care and education. I want to empower women with evidence-based knowledge and ensure they feel informed, validated, and supported as they navigate this transformative stage of life.

It was clear in a lot of ways that the work was just getting started. My research revealed that perimenopause, which I also refer to as the zone of chaos, still needed so much more attention. Even though I had addressed it some in The New Menopause, perimenopause wasn’t in the spotlight, and it needed to be. Especially because little more than a slow drip of scientific research was coming out on the topic (more on the abysmal number of studies on perimenopause in chapter 1). What I did discover made it clear that, for premenopausal and perimenopausal women, there was no time to waste. So many women in Gen X are playing catch-up as we try to override cultural programming around dieting for thinness; a big percentage of us are over fifty and for the first time in our lives learning to prioritize building muscle and strength, the real keys to health and longevity that are critically important to staving off frailty in older age. We missed out on our peak muscle-building and bone-fortifying years because we were too busy cutting calories and counting points, but you’re in a different place, and you have a once-in-a-lifetime opportunity to get ahead of the aging game and win.

It’s this opportunity, your opportunity, that makes me so excited to be meeting you here in The New Perimenopause. Of course, I should be asking: How are you feeling? Perhaps you, too, are excited because you’re eager to soak up the support, science, and strategies in the pages ahead. Or like many of my patients and the thousands of women surveyed for research and better understanding, you may be saying, I’m just not feeling like myself. To which I can finally respond with the words I so desperately wish I had access to several years ago: Based on what you’re telling me, I can say there’s a good chance you’re in perimenopause—and there’s much we can do together to proactively support your health and well-being during this transition.




Part One



YOU ARE HERE




CHAPTER 1

The Status Quo Experience of Perimenopause

[image: ]

Amy had lived her life with purpose and determination. At forty-three, she was successfully juggling the roles of wife, mother, and career professional, raising her kids with care, and navigating the everyday challenges of life with a sense of accomplishment. Her health had always been steady with no major issues to speak of. Like many other women, she followed the cultural prescription for staying healthy: years of dieting and regular exercise, mostly walking. It was a struggle, but she managed. Additional cardio from her spin class kept her happy, and though she sometimes wished for an easier path, she was proud of her ability to stay disciplined.

But then, seemingly out of nowhere, something changed. She began to feel off, as if she wasn’t herself anymore. At first, it was subtle. Weight started accumulating around her midsection, an area that for her had never been an issue. It was frustrating. Everything she had done in the past to maintain her figure now seemed futile. She doubled down, cutting calories and increasing exercise, but nothing worked. Alongside the weight gain came irritability; she began snapping at her loved ones over minor things. At work, she felt perpetually frustrated. She chalked it up to stress, but deep down, she knew something wasn’t right.

Her first visit to her doctor to try to get to the bottom of things didn’t yield a satisfying answer. “This is just what women go through,” her doctor said. “Work out more and eat less. We can prescribe an antidepressant for your mood.” She left feeling dismissed, unseen. Her irritability worsened, and then her sleep began to falter. She would wake up at 3 A.M., staring at the ceiling, unable to drift back into rest. Exhaustion became her constant companion, and the weight gain continued.

Back at the doctor’s office, she received a prescription for sleeping pills. The physician noted an additional five-pound weight gain and recommended a 1,200-calorie diet and more exercise. She wanted to scream as she was already eating 1,000 calories a day and now attending high-intensity interval training classes three times a week. Her hair began to thin, and her libido vanished. At her next well-woman exam, she hesitantly mentioned her loss of sexual desire. “Just relax more and have some wine,” her doctor advised, looking over her glasses and adding, “If you don’t use it, you’ll lose it.”

Her frustration turned to despair when a nurse called to inform her that her cholesterol levels had risen and she was now prediabetic. The nurse offered her prescriptions for metformin and a statin, with the familiar advice: “Eat low fat and continue with your efforts to lose some weight.” Brain fog at work and her constant exhaustion kept her from applying for the promotion she had worked toward for years. Her husband grew frustrated with her lack of interest in intimacy, which only deepened her feelings of inadequacy and isolation.

Next, her periods became heavy and unpredictable, often waking her in the middle of the night to deal with excessive bleeding. Her gynecologist ordered two tests; a painful in-office biopsy and an ultrasound, but each showed no abnormalities. Still, the recommended solution was a hysterectomy, though they advised that because of her age she should remove only her uterus. Her healthy ovaries would continue to produce important hormones, they explained. Anemic and desperate for relief, she agreed to the major surgery.

Afterward, the bleeding stopped, but new problems emerged. A few months later, she began experiencing severe hot flashes and night sweats, and a worsening sense of exhaustion. It occurred to her that this might be menopause, but when she mentioned it to her physician, she dismissed the idea; she still had her ovaries, after all. “You are too young for that,” she said, again advising weight loss.

Desperation drove her to social media, where ads for “hot flash cures” and “libido boosters” filled her feeds. She ordered herbal supplements, each promising relief, but none delivered. Intercourse, when she managed it, became unbearable. The pain was sharp, like razors cutting into her, leaving her in tears. She braved another doctor’s visit and mentioned the pain, only to be told it might be herpes. Mortified, she waited for test results, which eventually came back negative.

Late one night, scrolling through her phone in yet another bout of sleeplessness, she saw an ad for a telemedicine company specializing in menopause care. Feeling both skeptical and hopeful, she reached out. For the first time, a clinician truly listened. After a thorough evaluation, they diagnosed her with menopause and the genitourinary syndrome of menopause (GSM). They discussed hormone therapy, systemic and local, and together they reviewed the risks and benefits. Finally, she felt seen, heard, and validated. She began treatment, and slowly, her life started to shift.

The unfortunate truth is that it’s not hyperbolic to define this story as status quo; in fact, I would bet that if you don’t identify with parts of it directly, you’ve got to stretch out only one or two degrees to connect with someone who does.

I’m here to deliver a critical message: This doesn’t have to be your story. Together we can rewrite the status quo experience of women in perimenopause and create a movement that changes the trajectory of women’s health. Your task in the push for change is simple: You must no longer be willing to accept the brand of treatment that is defined by dismissive condolences from doctors and other clinicians. Our movement, created for you and with you, is defined instead by active listening and proactive practices that improve quality of life and protect against the effects of inevitable hormone loss.


Perimenopause Symptoms Stats

In 2024, I conducted a community survey to get a clear sense of the most common symptoms reported by women in perimenopause. More than eight hundred women participated. Perhaps you’ll see yourself in this feedback.


Top Five Most Common Symptoms

[image: A chart lists the percent of the top five most common symptoms of perimenopause and the additional symptoms that were reported. The common symptoms are hot flashes and night sweats, weight gain and redistribution, anxiety, depression, and panic attacks, sleep disturbances, and fatigue.]
Dr. Haver’s 2024 community survey (800+ women reporting)




How the Status Quo Was Born

A standard experience doesn’t come into existence by chance. It’s instead the result of several factors that over time converge and coalesce into this is just how it’s done. In the case of perimenopause, it’s challenging to say for certain which factors, because there are so many, have had the greatest impact on how women have been treated (or more like not treated) during this hormonal stage. It’s challenging but not impossible. Based on history, science, and my own personal and professional experience, I can offer an educated take on how it came to be that a woman in perimenopause would be more likely to win the lottery than hear these words from a doctor: “You may be in perimenopause. Let’s together explore some ways you can proactively support your health and well-being during this transition.”

It’s important first to acknowledge what’s at stake when you aren’t offered a clinical discussion on perimenopause—that is, why is it so critical that we disrupt the status quo? I have a lot to say about this, and I will expand as we move through the book, but ultimately it comes down to your quality of life, now and in the future. Quality of life concerns emotional well-being, physical health, and sexual health. Perimenopause can represent a turning point in any or all of these areas, and not toward the better. Becoming informed will allow you to take actions that can put out the symptomatic fire now and set you up with habits that may prevent heart disease, dementia, osteoporosis, and sarcopenia (age-related muscle loss) later. This isn’t about introducing fear; it’s about establishing generational empowerment. We must disrupt the status quo so that, from now on, perimenopause is defined as a transition invigorated by awareness and actionable knowledge.

Now, let’s get back to some of the factors that have helped create the current status quo.

Limited Education on Perimenopause

To become a doctor, you generally complete four years of undergraduate study and then four years of medical school. After that, if you choose to specialize in an area of medicine, you need to successfully undergo additional education in that area. In my case, I chose to specialize in obstetrics and gynecology. Women are used to seeing one doctor, an OB-GYN, for these two specialties, but they address distinct elements of female health. Obstetrics involves treating women through pregnancy, childbirth, and postpartum, while gynecology includes providing care as it relates to the reproductive system consisting of the vagina, uterus, cervix, ovaries, and breasts.

When you specialize in obstetrics and gynecology, you must complete a four-year residency working under the supervision of practicing physicians. Over this course of time, doctors in training spend thousands of hours treating the female reproductive system, downloading all there is to know about the organs and hormones involved in menstruation and pregnancy, and learning about the environmental, cultural, and genetic factors that can influence disease in women. We become encyclopedias of knowledge on the topics of diseased organs and reproduction. Yet the education seems to dry up when it comes time to discuss women’s health as the reproductive years wane and eventually end.

Do you want to know how much of that time in medical school and residency was spent learning about perimenopause? About as long as it takes you to say the word perimenopause. It’s baffling, but it was barely even a thing.

Of course, I did learn about perimenopause, but I was taught little more than the definition of it as the transitional phase that occurs before menopause. Any meaningful education I got on the subject would come much later when I experienced my own disruptive perimenopausal symptoms and began to research this stage of hormonal change.

The unfortunate reality is that not a lot has changed as it relates to education on perimenopause since I went to medical school almost twenty-eight years ago. Yet outside the hallowed halls of medicine, so much has changed and women in perimenopause want more information and guidance than most clinicians have been prepared to provide. A lot of doctors realize this fact, and they want the education, they want to do more for their patients, yet they feel stuck; the traditional channels don’t currently offer the education needed to thoroughly treat the perimenopausal patient.

It’s this conundrum that’s led a lot of doctors who want to treat perimenopause and menopause away from traditional practice. Well, that and the current hospital system, which employs most doctors and which doesn’t allow for the time or flexibility needed for the highest standard of treatment. Guess how much time your doctor is allotted for your appointment if they’re working with an insurance company? Fifteen minutes. Honestly, this is barely enough time for most doctors to get through handwashing and a pelvic exam. (This problem isn’t unique to perimenopause; the rigidity around allotted appointment times for patient treatment creates substandard care across the medical world.) Most of the doctors—including me—who have moved to the independent-practice model don’t have multiple levels of administrators dictating how much time they can spend with patients or telling them what they can or can’t prescribe.

How This Helped Shape the Status Quo: Doctors offer diagnoses and discuss treatment protocols based on the extensive education they’ve received. Perimenopause has never been given adequate attention in the curriculum taught early in medical schools, a fact that leaves most clinicians lacking a foundational understanding of this stage of change. Patients and doctors suffer as a result.

I think what’s best for patients and for OB-GYNs is for the menopausal transition to be recognized as a multi-organ issue because, as I’ll explain more in part 2, that’s what it is—hormonal changes that begin in perimenopause affect the vast majority of organs and tissues throughout the body. Because of this systemic impact, perimenopause and menopause should frankly become their own specialty, one that focuses on the holistic health of a woman as she nears or enters her post-reproductive era. Until then, undereducated OB-GYNs will be unfairly scrutinized for their inadequate treatment of patients in perimenopause and beyond. And those patients in turn will struggle, sometimes for years, to receive clinical validation of their symptoms and a protocol that produces relief in the present and protection for the future.

Disruption in Progress: In 2025, I co-authored A Citizen’s Guide to Menopause Advocacy with Jennifer Weiss-Wolf, the executive director of the Birnbaum Women’s Leadership Center at NYU Law. Part of our motivation in creating this resource was to demand legislation requiring better care for women as they approach, enter, and surpass the menopause transition. At the time of this writing, there are twenty-six pro-menopause bills in sixteen states (red and blue) that mandate education and improve healthcare coverage.


Defining Perimenopause, Menopause, and More

Before you read on, I want to make sure you’re aware of some important definitions related to perimenopause.

Perimenopause: A transitional stage that happens before menopause and is heralded by fluctuations in hormone levels, primarily estrogen and progesterone. This stage may also be referred to as the menopausal transition and can begin in the forties or even in the mid-thirties. The duration of perimenopause varies, with the average being reported to be around four years, but it can last as long as ten.

Menopause: One moment in time that happens when you’ve reached twelve months after your last period. This date will mark the end of your menstrual cycle and natural reproductive capabilities. The average age of menopause is fifty-one, with normal menopause falling between forty-five and fifty-five years of age. Early menopause is defined as menopause that happens before age forty-five, and premature menopause, before age forty.

Postmenopause: The rest of your life after menopause. In postmenopause, we see the highest prevalence of vasomotor symptoms, such as hot flashes, heart palpitations, and sweating. Such symptoms may last between 4.5 and 9.5 years after the final menstrual period.

In some cases, the word menopausal is used in the scientific literature to refer broadly to any or all of the above stages.



Promotion of Outdated Guidelines by Medical Organizations

I want to be crystal clear about one thing: I am and have been throughout my career board-certified by the American College of Obstetricians and Gynecologists (ACOG), and this is something of which I am very proud. But ACOG, like all other professional medical organizations, suffers from what’s referred to as a knowledge-translation or evidence-to-practice gap. What this means is that when new evidence is produced within the scientific research field, there’s a gap between when this evidence comes to light and when it’s incorporated into clinical guidelines. This matters because only once it’s in the guidelines does it become part of a doctor’s required continuing education and have the potential to be implemented into the treatment of patients.

So, how big of a time gap are we talking about? You’ll be shocked to discover that it takes an average of seventeen years for evidence to change clinical practice. Yes, at a time when within seconds we can jump on a video call with a friend half a world away or order a new pair of our favorite leggings and get them delivered the same day, it takes in some cases more than seventeen years for your doctor to learn about and incorporate new scientific developments.

Let’s think about this in terms of a woman in perimenopause. If you’re forty years old when there’s a groundbreaking scientific development on the use of hormone therapy in perimenopause, you could be fifty-seven before your doctor starts to implement this information into their practice. And at age fifty-seven, you’re most likely postmenopausal already and beyond the time frame in which the information would have been relevant, even potentially life changing.

The other part of this that we must consider is how woefully underrepresented menopause and perimenopause are in the research that OB-GYNs are required to review to keep their board certification up to date. Using my own medical career as an example, in the thousands of papers that I have had to review for continuing medical education, less than 3 percent were clinically significant to a woman’s menopause or perimenopause; they were instead focused on pregnancy and gynecologic disease. This isn’t to say that the guideline updates I was presented with were unimportant, but they were clearly unbalanced and didn’t allow me to sufficiently treat patients in perimenopause or beyond.

Thankfully, a small but mighty collection of doctors and researchers have been saying for years, “We refuse to accept this glacial pace of change, and we’re going to accelerate progress because it’s what our patients deserve.” This includes people like the clinicians who in 1989 founded a forward-thinking coalition, the North American Menopause Society (now The Menopause Society), in response to the lack of progress being made by the longer-standing professional organizations. In 2022, the Menopause Society presented updated guidelines with prescribing practices that are based on the most current research. Sadly, these guidelines weren’t and haven’t yet been recognized or adopted by ACOG; as of this writing, ACOG is still using 2014 guidelines, which focus solely on hot flashes and vaginal dryness and don’t mention perimenopause or the prevention of osteoporosis.

How This Helped Shape the Status Quo: Professional medical organizations are perpetuating the scarcity of perimenopausal education by failing to fast-track evidence-based practices into clinical guidelines. After reproduction ends or wanes, no one has taken the reins.

Disruption in Progress: I have been honored to find myself alongside a group of doctors, scientists, and other thought leaders promoting an overhaul of clinical practice based on emerging evidence. Sure, we’re spending a lot of time swimming upstream, but we’re starting to see the direction of the current change. We can’t do this alone, however. We need you. We need citizen advocacy in the form of patients and other activists who are engaged in the disruption of the status quo. We need patients to refuse to settle for outdated information being passed off as an acceptable standard of care.


Who Is the Menoposse?

We’ve been talking about the menopause movement, but let me tell you about the menopause posse, a.k.a. the Menoposse. It’s not a trend or a club. It’s a global coalition of more than 250 scientists, clinicians, and other thought leaders: OB-GYNs, general practitioners, cardiologists, psychiatrists, oncologists, urologists, endocrinologists, internal medicine physicians, obesity medicine specialists, nurse practitioners, and researchers. We first came together to challenge the flawed, reductive narrative published in The Lancet’s menopause series.

We didn’t start as a team; we found one another through urgency and purpose: a shared, unshakable belief that women in menopause deserve more: more science, more accurate care, and more respect, especially from the clinicians doing the work, day in and day out. The status quo didn’t include us. So, we built something of our own.

And this isn’t just about data; it’s about what happens when women-centered science, advocacy, and empathy collide. Dr. Kelly Casperson dared to say what too many doctors were trained to avoid: Women deserve pleasure, and shame has no place in the exam room. Dr. Emily Nagoski reframed desire through the lens of neuroscience and compassion. Dr. Lauren Streicher gave us strategies we could use the next day in clinic. Dr. Rachel Rubin set the record straight on anatomy, testosterone, and sexual health with a firebomb appearance on The Drive.

We’re also standing on the shoulders of brilliant colleagues who have been calling for change for years: Dr. Avrum Bluming and Dr. Carol Tavris, whose fearless book, Estrogen Matters, helped dismantle the fear-based narrative around hormone therapy. Dr. Sharon Malone, who has used her platform and clinical expertise to bring menopause to the national stage. Dr. Corinne Menn, whose nuanced, evidence-based voice continues to guide patients and practitioners alike. Dr. Suzanne Gilberg, who blends science with soul in her advocacy for integrative care. Dr. Rocio Salas-Whalen, a leader in obesity medicine, who brings clarity and compassion to treating metabolic health in midlife women.

And there are so many more.

We share research, patient cases, complications, triumphs, books, stages, and microphones. We support one another and hold the line because we know that when clinicians and scientists band together, we don’t just push back against outdated norms. We build new ones.



Underfunded Women’s Health

The National Institutes of Health (NIH) is an agency of the U.S. government that funds biomedical and behavioral research within the United States and throughout the world. It has an annual budget of around fifty billion dollars (yes, that’s billion with a b), and each year these funds are divided among areas of health. The percentage of this mega-budget that is dedicated exclusively to women’s health is typically less than 10 percent. A 2024 report from the National Academies of Sciences, Engineering, and Medicine, a nonprofit think tank based in Washington, D.C., found that just 8.8 percent of NIH grant spending from 2013 to 2023 focused on women’s health research. They also noted that despite steady increases in the agency’s budget, the percentage dedicated to women’s health has lessened over time.

I’m giving you this background because inadequate funding has a direct link to the medical treatment someone will receive across her lifespan. The gaps in our understanding around female-specific conditions, such as uterine fibroids, endometriosis, and polycystic ovary syndrome, exist because of insufficient funding. We know far too little about the distinct ways certain diseases, such as cardiovascular disease, affect women (even though women face worse outcomes than men after heart attack or stroke), because of lack of funding. We don’t fully understand yet how complications during pregnancy may be associated with chronic disease later in life, because of lack of funding. I could go on, but you get my point.

When it comes to menopause and perimenopause, the story is much the same, if not even worse. Matters related to reproductive transitions and aging fall lowest on the funding priority list. Menopause is estimated to get less than 1 percent of the women’s health research budget (and remember, that’s 1 percent of an already-small slice of the pie). The result is limited scope and depth of studies on perimenopause, as well as a limited number of studies period. When I looked at the number of studies with a perimenopause focus, the results were shocking: Until 1977, there were only thirty-five medical research articles that even mentioned perimenopause. Since then, things have improved, and that number is around 7,000.

On the surface, this seems like a significant increase, and it is. However, if we consider this number in comparison with other topics that fall under the umbrella of women’s health, it’s minuscule, especially when we weigh it against mentions of pregnancy, the topic that by far gets the most attention as it relates to women. A search of the PubMed database today reveals nearly 1.2 million mentions of pregnancy, 102,000 mentions of menopause, and around 7,000 mentions of perimenopause. Perimenopause and menopause are also not among the 292 topics listed in the NIH Research Portfolio Online Reporting Tools system, making it difficult to track and prioritize research investment in this area.

How This Helped Shape the Status Quo: Perimenopause involves multiple organ systems and symptoms. To understand it fully, we need rigorous and comprehensive scientific studies that offer insight into the biological processes taking place and help us better connect the dots. The problem is that these studies cost money. The bulk of the funding for scientific research comes from the National Institutes of Health, which has historically underfunded matters related to women’s health, perimenopause being no exception.

Disruption in Progress: Despite the continued lack of NIH funding in the United States, incredible research is being conducted worldwide and the results are getting broadcast across the world to doctors and other clinicians who care. We’re also seeing the funding landscape change as private organizations begin to invest in research in new and exciting ways. Plus, incredible funding work is happening internationally. In just one example, Australia voted in 2025 to put five hundred million dollars toward menopause education initiatives and expanding coverage of menopause treatment.

Again, there is room here for you to get involved and advocate for increased funding. I encourage you to visit thepauselife.com to review A Citizen’s Guide to Menopause Advocacy for ways to take action. You are not without a voice and influence!

No Standard Criteria for Diagnosis

I’ve made it clear that it’s uncommon to hear about a woman in midlife who’s gone to her doctor to report symptoms of deep fatigue, increased anxiety, and not feeling like herself and emerged with the understanding that she may be in perimenopause. She is far more likely to hear “This is just what women go through” or a similarly dismissive phrase.

The lack of education and funding and outdated guidelines are indeed contributing factors in creating this status quo experience. But another complicating factor is that perimenopause requires a symptom-based diagnosis rather than a lab-test-based one. There are currently no lab tests that allow for a conclusive and straightforward diagnosis of perimenopause, so a doctor must rely on their knowledge of symptoms related to this reproductive transition to make that diagnosis. Well, this is a big problem since doctors aren’t being educated about symptoms. I was never taught during my residency that perimenopause had any symptoms other than disrupted periods. The majority of clinicians don’t have a bank of knowledge to rely on for the diagnosis and treatment of perimenopause, so many sadly default to dismissive condolences.

It’s true that changes to your menstrual cycle do occur in response to underlying hormone fluctuations taking place, but emerging research is revealing that this isn’t always the first symptom, and it’s certainly not the only symptom you may experience.

What scientists are beginning to understand is that the brain is often the first organ to recognize that something is changing, even before the menstrual cycle becomes irregular. Although ovulation may still be occurring, hormone levels aren’t reaching the same peaks they once did. This lack of adequate hormonal feedback tells the brain that something is changing and leads to a cascade of effects. On an endocrinological level, you’ve entered what I refer to as the zone of chaos. The stage during which your hormones are erratic and so, too, may be your ability to focus, your energy level, and your moods. In fact, research suggests that greater than 70 percent of women in perimenopause report anxiety, depression, and/or mood swings. (See the the “Zone of Chaos Up Close” graphic in chapter 2—and read the entire chapter—if you want to understand in detail the hormonal volatility of perimenopause and why it’s no mystery that you may start to feel unlike yourself during this time.)

The issue again is that most clinicians haven’t been taught that the focus, energy, and mood symptoms, along with abdominal weight gain, low libido, and fatigue, can be signs of perimenopause. As a result, many patients, in pursuing a diagnosis and relief, seek alternative practitioners who offer a variety of extensive and expensive tests and protocols (see chapter 3 for common misdiagnoses in perimenopause). Effective lifestyle-based protocols, on the other hand, do exist, but they are built around tried-and-true practices such as reducing stress, getting adequate sleep, eating more fiber, ensuring optimal vitamin D levels, and lifting weights. No hard-to-pronounce supplements or gimmicks required; in other words, it’s tough to “wellness” your way through your perimenopause.

How This Helped Shape the Status Quo: The clinical diagnostic criteria for perimenopause consists of a very short list: irregular periods and hot flashes. If you don’t have either of these, it will be very challenging to get a clinician to discuss the possibility of perimenopause. Especially because there is no specific blood test for perimenopause. This fact alone has led countless women down the status quo path, defined by multiple doctor’s visits during which the same symptoms are repeatedly dismissed because they don’t match the short “symptoms of perimenopause” checklist.

If you’ve been down this path, you know how distressing it can be, especially if you are included in the high percentage of women who suffer from disruptive mental health changes during the menopause transition. These changes, including some of the most common symptoms such as increased anxiety, depressive thoughts, and trouble focusing, can be incredibly isolating and often come with the most fear and concern around what may be causing such disruptive changes.

If you report any of these symptoms, you are statistically much more likely to be offered an antidepressant than to be offered a discussion on your fluctuating hormones. In fact, use of selective serotonin reuptake inhibitors (SSRIs), the most common type of antidepressant, doubles for women during the menopausal transition. While, in some cases, clinical depression is present and this is the correct treatment protocol, the bulk of the mental health changes we see happen in perimenopause are related to hormone fluctuations rather than clinical mood disorders. For this reason, patients should be offered a discussion of hormone therapy as first-line treatment alongside a referral to a mental health professional. Not only is hormone therapy more effective in stabilizing the hormones that most affect mood in perimenopause, but it also has fewer side effects than SSRIs or other types of antidepressants.

Disruption in Progress: People are no longer willing to settle for treatment based on stagnant clinical definitions that refuse to align with a woman’s lived experience in perimenopause. And this is creating a push to change not only how perimenopause is defined but also who does the defining.

This is a grassroots movement born out of necessity.

Doctors are listening to their patients and realizing what should have been obvious all along. Women in perimenopause are profoundly underserved, and those entrusted with their care have been profoundly undereducated.

By seeking knowledge beyond the limits of traditional medical training, these clinicians are gaining deeper insight into the lived realities of women during the menopause transition. Together, they are building a dynamic and evolving body of real-world evidence, a living and breathing database of symptoms, patterns, and treatments that actually work.

This work takes time. It requires patience, persistence, and often a fair amount of trial and error. But this movement is gaining momentum, earning legitimacy, and challenging outdated frameworks. My hope is that it will ultimately help redefine perimenopause to reflect the complexity, nuance, and urgency of what women are truly experiencing.

We also have telemedicine platforms to thank for expanding our understanding of women’s lived experience. Many of these platforms, such as Midi and Alloy Health, have created interactive questionnaires that collect data directly from women. The larger this data set grows, the stronger the conclusions are about the prevalence of certain symptoms and the effectiveness of treatment options. While these companies use the information they obtain to improve the products and services they offer at a cost, they also freely add any insight gained to the public domain and this benefits all of us.

There are promising developments, too, in the area of diagnostic testing for perimenopause. New studies have found that rising levels of anti-Mullerian hormone (AMH) and a type of LDL cholesterol called small dense low-density lipoprotein cholesterol (sdLDL-C) may be indicative of having reached perimenopausal status. (Anyone’s cholesterol suddenly begin to rise in perimenopause? Yep, most of us will experience this.) Other research has noted that an increase in NSUN4, a sign of mitochondrial dysfunction, may serve as a potential biomarker for ovarian aging. This research is ongoing, and nothing conclusive has resulted, but I’m hopeful that we will someday soon have one or more markers that help eliminate both the difficulty of diagnosis and the unnecessary prevalence of misdiagnosis.

A Poor Understanding of the Impact of Aging While Female

In the United States, our healthcare system operates off a sick-care model, which means that the standard practice is to fix something only when it breaks. This is the status quo, and we must fall in line if we, the doctors, want to get paid or if you, the patient, want insurance-supported coverage of your medical care.

There are some efforts at prevention incorporated into our current system. For example, if you are a female patient, you typically get an annual physical, a well-woman exam, and at age forty a mammogram covered by insurance. These important screenings aim to catch early evidence of diabetes or cervical or breast cancer at a time when intervention may be most effective. What is missing from these appointments, however, is a screening for signs and symptoms of perimenopause and tests to check for subclinical changes related to bone, heart, and brain health, which occur as your hormones fluctuate regardless of whether you have







	Tracking your cholesterol to spot any unexplained or sudden increases in LDL levels.

	Getting a bone density scan earlier than what is currently recommended. Many guidelines suggest that unless you have a specific risk factor, bone density scans should begin at age sixty-five (this is also when insurance will start covering the cost without a risk factor). The cost is between one hundred and three hundred dollars and varies based on your location.

	Obtaining your HOMA-IR score to check for insulin resistance. HOMA-IR stands for “homeostatic model assessment for insulin resistance,” which is a calculation that looks at your glucose and insulin levels to determine metabolic health and risk for type 2 diabetes.




Why It’s So Important That We Disrupt the Status Quo
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