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FOREWORD



I first met Dr. Heather Hirsch through an organization called Advancing Health After Hysterectomy, founded in 2014 at Yale University, where a group primarily of gynecologists had been convened to discuss the medical symptoms and concerns of women going through perimenopause and menopause. We all knew that training in this area was grossly deficient in programs around the world. Indeed, the word “menopause” was barely mentioned in most medical schools—and why would it be, given that the male body was (and often still is) the “normal” body that medical students were taught? Our task was to educate physicians in training and in practice through lectures, published papers, and online educational sessions, bringing peer-reviewed research and information to the frontline physicians working with patients going through the maelstrom of menopause.


As a medical oncologist who has spent decades doing research on the benefits of estrogen for my patients, even those who have survived breast cancer, I was delighted and reassured to find myself in a group of like-minded physicians who, like me, had been frustrated by our profession’s silence about menopause. All of us had stories to tell of how it felt to be lone voices in the wilderness, urging the rethinking of the establishment paradigm that “estrogen causes breast cancer,” trying to raise awareness of perimenopause as its own pre-menopausal phase, and combatting sexist attitudes that women complaining of severe menopausal symptoms were likely “hysterical” or exaggerating. Even in such a collegial atmosphere, Dr. Hirsch’s participation brought an added energy and enthusiasm to the program. She had founded and was coordinating The Menopause Clinic at Brigham and Women’s Hospital while serving on the faculty at Harvard Medical School. As I became aware of the extent of her knowledge, her professional experience, and her tutorial skills, as well as her passion to educate health care professionals, I became a fan.


And then I read this book, which confirmed for me the esteem in which she is held by her peers and patients.


This is one of the rare books that seamlessly blend the author’s personal experience, keen observation, and careful scholarship with illustrative examples from women’s lives. It is both easy to read—for those wanting the basic information—and extensively referenced—for those wanting to learn more or to use in discussions with their physicians. Dr. Hirsch’s recommendations are practical and doable, but they are not cookie-cutter advice guides; rather, she allows readers to customize her suggestions according to their own circumstances and needs. Thus, in the chapter called “Assess Your Symptoms; Set Your Priorities” she candidly writes: “The next part of this book is a bit of a choose-your-own adventure.”


Dr. Hirsch fulfills the responsibility of both the physician, whose task is to counsel and heal, and the scientist, whose task is to determine the best available evidence to guide diagnosis and treatment. And she does both in the spirit of partnership with the patient, rather than dominance. That is why she is equally comfortable offering readers ways to help themselves as well as other solutions that require working with a medical professional. She offers advice without finding fault or inducing guilt. As you read this book, you feel as if Dr. Hirsch is holding your hand and looking directly into your eyes. And her concern, first and foremost, is well-being and autonomy—crucial matters for the many midlife women who feel squeezed between the demands of their partners, children, parents, and employers. As she writes, “Whenever a patient tells me, ‘I’d like my sex life to get better,’ I always ask, ‘For you, or for your partner, or both?’ If the answer is ‘For my partner,’ I suggest moving libido down the priority list, because nothing we do will be significantly effective if you’re doing it for someone else. I’d rather see you prioritize sleep or address brain fog, because those will make you feel better—and when you do, you may genuinely feel more interested in tending to your sex life.”


If you want to have access to the best answers available now for the symptoms and experiences of perimenopause; if you want to know the best alternatives (prescription and non-prescription) that are available to you as you navigate through this often difficult period; and if you want to partner with your physicians to choose the best options available to you, this book will be a cherished guide as you travel along this phase of life’s journey.


Avrum Z. Bluming, MD, MACP


emeritus clinical professor of medicine, 
University of Southern California


coauthor, with Dr. Carol Tavris, of Estrogen Matters













INTRODUCTION



Hope for the Biggest Transition of Your Adult Life


Drew Barrymore sat onstage between Oprah Winfrey and me and was spilling her guts to the crowd of women in the audience. Drew, who was forty-eight at the time, admitted that lately she’d been feeling “dead inside.” She’d recently experienced her first hot flash—on TV while interviewing Jennifer Aniston, no less. She knew she was perimenopausal—that period of time during which a woman transitions toward, but is not yet in, menopause—but still, her experience felt really bewildering. “I’ve heard different answers from different doctors,” she said. Things like: You’re not a candidate for hormone therapy if you’re still getting your period; Oh, just reduce your stress; or, The only thing I can offer you is an antidepressant. “I’m incredibly confused and I don’t know what I’m supposed to do,” she confessed.


Drew was sharing so openly because we, along with Maria Shriver and Dr. Sharon Malone, were taping a segment for Oprah’s “Life You Want” series on the topic of menopause. The majority of women in the audience were nodding their heads in recognition and some of them even silently wept. My heart broke in that moment, as it does whenever I hear similar stories from my patients, friends, and family, as well as the women who comment on my social media posts.


Drew Barrymore is just one of the millions of women between the ages of thirty-five and fifty (the average age range of women whose ovaries have begun the transition to menopause) whose health, life, and work are derailed by the symptoms caused by the decline of their sex hormones—which, despite their name, have a major impact throughout the body, not just the reproductive organs.


The result is that women grapple with all kinds of symptoms. Jane, for example, was a high-powered real estate lawyer in her early forties who’d recently become very anxious and couldn’t seem to sleep through the night. Her job was stressful, yes, but she’d never had trouble with anxiety. At age forty-seven, Lucy was having a hard time remembering things—constantly leaving the house without her purse; she was unable to easily recall words, and she forgot to send important emails. She worried, Could this be early-onset Alzheimer’s?, fearing the same thing that happened to her father might happen to her. Her primary care physician referred her to a neurologist, who told her she was fine, but still—why couldn’t she remember things? At age forty-six, Cherise began having incredibly heavy periods—so much so that she had to wear super-maxi tampons and period underwear and still sometimes bled through her pants. When she called her ob-gyn, he terrified her by suggesting she might have uterine cancer, saying she needed an ultrasound immediately. The test results were normal, and though her heavy bleeding continued, she never got a good answer as to why this was happening.


The reality: Jane, Lucy, and Cherise were all exhibiting symptoms of perimenopause. Yet because so many of these symptoms can seem completely disconnected to reproductive health, few women—or even clinicians for reasons I’ll go through in just a moment—make the link between those symptoms and fluctuating hormones.


And here is the harsh reality: Too many women are left to wonder what in the world is going on with them, completely in the dark about the very normal changes their bodies go through in their late thirties, forties, and early fifties, and feeling dismissed and unheard by their health-care providers.



The Long Tentacles of Perimenopause


There’s something else too many of us don’t know about perimenopause: As we go through the menopausal transition, the very underpinnings of our long-term health can become more vulnerable, too. The decline in reproductive hormones has clear and important ramifications that affect our gastrointestinal (GI) system, musculoskeletal system, pelvic floor, mental health, cardiovascular system, and even our brain.


With heart disease being the leading cause of death in women, women comprising two-thirds of all dementia patients, and more women experiencing osteoporotic bone fractures than cardiovascular events, strokes, and breast cancer combined,1 it’s vital for us to understand that the entire body feels the decline in hormones starting in perimenopause, and how we address these hormonal changes today will determine the trajectory of our health in the decades to come.


Perimenopause also impacts our work lives and pocketbooks as well as the economy at large. In 2023, researchers at the Mayo Clinic surveyed more than four thousand women who reported having moderate hormone-related symptoms. They found that 13 percent had experienced an adverse work outcome because of those symptoms, and 11 percent were missing days of work because of them. Collectively, the researchers calculated, this was costing the United States $1.8 billion in missed work and $26.6 billion in medical costs.2 And that’s just in women with average symptoms. A study by Dutch researchers found that of women whose symptoms were severe enough to get them to seek care at a clinic, 76 percent said their symptoms were impairing their ability to perform at work.3 And who could blame them? It’s tough to be your best when your sleep is impaired, your mood is all over the place, your joints ache, you have brain fog, and you have to run to the bathroom every hour or two to make sure you aren’t bleeding through your clothes.



It’s Time for Perimenopause to Have Its Moment


In the past few years, menopause has come out of the shadows. Coverage by the mainstream media has exploded and multiple books covering the topic—including my own first book, Unlock Your Menopause Type—have led to thousands of women becoming more vocal about their experiences. This is great news!


The not-so-great news?


Perimenopause has not been part of this conversation—and it’s an entirely different animal:




	In menopause, a woman’s hormone levels are low, but they are steady. In perimenopause, they fluctuate wildly, spiking one week and bottoming out the next, making women confused about their cycles or, worse yet, not realizing that their symptoms are related to their hormones. This means that how I counsel women and treat symptoms of perimenopause is different from how I treat a woman in menopause (and this is the reason I wanted to write a book devoted solely to perimenopause!).


	Menopause has a clear diagnostic criterion—one year without a period. Perimenopause is much trickier to pin down because a blood test captures hormone levels on only one day, when they are changing from week to week and month to month. The result? Women are told, “Your blood levels are normal, so it can’t be your hormones,” which only gaslights them and reinforces the idea that their experiences aren’t valid. It also delays treatment, which then deprives women from feeling and functioning at their best through the transition, which can last as long as ten years. (Ten! Years!)


	Women are starting to acknowledge and talk openly about menopause. But perimenopause is barely part of the conversation—among women themselves or with doctors who are caring for female patients in this age group. As a result, too often women are blindsided when their hormones start to shift. According to research published in the journal Menopause, 59 percent of women didn’t think it was possible to experience any hormone-related symptoms until age fifty.4 Yet I see women in their late thirties in my practice regularly. The same study also found that when women experience symptoms earlier than they expected, they have a higher likelihood of holding a negative view of their overall health than women whose perimenopausal symptoms showed up “on time.”





The takeaway? The more women understand what can happen to them in their late thirties and forties, the better they’re likely to feel.


Why I Wrote This Book


My goal for this book is not only to demystify your symptoms, but also to explain how to treat them and why doing so is important to your health today and over the long term. Just as importantly—if not even more so—I want you to finally feel seen and get answers from a woman who is not just an experienced and credentialed clinician, but who is also in the middle of her own hormonal transition. Believe me, I know what you’re going through.


When I started wanting to throw out all my kids’ toys because I couldn’t stand the mess one second longer and began getting really irritable for about a week out of every month, I didn’t think all that much of it—just a bad case of PMS, right? Then I started experiencing the occasional hot flash, but I thought I must have forgotten to turn the heat down before bed, or I was just doing too much that day and was having a hard time settling down. And because I had an IUD and I had only very light bleeding, it took me awhile to put together that my irritability and the hot flashes I was denying were related to perimenopause.


You’d think that as a woman who has spent the past decade treating women going through hormonal transition, I’d have a clue. Well, I didn’t. So, when I finally pieced it together, it only drove home the fact that most women don’t see perimenopause coming.


As bewildering as perimenopause can be, there is hope.


When you get the information you need to help you understand how this major hormonal shift is impacting you, you’ll be empowered to make choices that both relieve your symptoms and shore up your health. You’ll also be better able to advocate for yourself with your doctors to get one of the many evidence-based treatments that suits your unique symptom set, health history, and priorities. You’ll be fully equipped to navigate this yearslong transition so you no longer feel dead inside or wonder if you are losing your mind, but instead can feel like yourself again.


And you’ll be helping to fill the gaping hole in our collective knowledge about perimenopause, which will benefit not only you, but also your friends, sisters, doctor, and everyone who will make their way through this transition with you and after you.


And frankly, it’s far too unlikely that you’ll be able to easily find a doctor who can help guide you through this transition (although I cover how to find one who is knowledgeable in “Appendix B: Resources” at the back of the book).


Why? The vast majority of doctors—even ob-gyns—receive very little training in menopause and perimenopause. A survey of medical residents in the fields of internal medicine, family medicine, and obstetrics and gynecology conducted by the Mayo Clinic found that 20 percent of residents had received no lectures during their training on menopause, and only 6.8 percent felt confident that they had received enough training to help women through the menopausal transition.5


Do these stats make you angry? They make me crazy. This lack of education for medical professionals about a perfectly natural yet disruptive transition that happens to half the population is absurd.


I decided to specialize in women’s hormonal transitions when I was a fellow at the Cleveland Clinic and realized that the education about women’s health basically ended with pregnancy and childbirth. It’s not even that perimenopause and menopause were overlooked—they were completely missing from medical school training. They simply weren’t considered important enough to be covered in medical textbooks.


A direct result of this massive gap in our doctors’ education is that the average appointment wait list for menopausal medicine doctors is out seven months. On top of that, according to the experiences of the thousands of women I’ve treated in the past decade, many perimenopausal women see five to six different doctors before getting to the hormonal root of their issues. No wonder my posts on social media get blown up with comments and DMs every day with questions and pleas for help. They are seeking help wherever they can get it and they are hungry for information. Gen X and the older millennials are on the front lines of perimenopause, and they are not taking it lying down!


I am on a mission to do everything I can to get the information, validation, and guidance on perimenopause that women so desperately need into their hands. In fact, I have devoted my entire medical career to studying and treating women’s midlife hormonal transitions. As a certified and experienced menopausal medicine doctor, I want to bridge the information gap with clear evidence- and experience-based guidance that both women and doctors can utilize.


That’s why I wrote The Perimenopause Survival Guide—to help you develop a plan to address your symptoms and protect your long-term health that combines medical treatments—prescriptions, labs, and perhaps even procedures where appropriate—with at-home strategies—dietary changes, supplements, stress reduction tools, exercises, and lifestyle adjustments. Perimenopause is not “menopause light,” and it deserves its own road map.


How to Use This Book


The Perimenopause Survival Guide has three distinct parts that correlate to three vital steps for caring for yourself along your perimenopause journey.


Part I, “Understand the Hormonal Hijacking,” provides the background information that will help you understand what you’re experiencing. Starting with a chapter that explains how the hormones that are waning influence much more than your reproductive organs, you’ll learn what each hormone does, how they work throughout the body, and why they have such a huge influence on physical and mental health. I also outline the thirty-four—and counting!—symptoms of perimenopause, so you can start to piece together how your particular hormonal shift may be affecting you in ways you didn’t even realize, as many symptoms are surprising. For example, many women don’t know that perimenopause can connect the dots between their back pain, their low mood, and their newly sprouted chin hairs.


In chapter 2, I explore and bust the many widespread, hard-to-kill myths and misconceptions about perimenopause: Aren’t I too young to be experiencing symptoms? Does a skipped period mean I’m pregnant? Is hormone therapy really safe? And many more. Then in the final chapter of part I, I walk you through the exact same process I take each of my patients through. When I meet my patients, I want to develop a complete picture of how perimenopause is affecting them, and to prioritize which set of symptoms they want to treat first—and the questions in this chapter will help you do the same thing for yourself.


Part II, “Pinpoint Your Perimenopausal Symptom Set,” guides you on how to treat the group of symptoms you have identified as your top priority, outlining all treatments and tactics that have a track record of being effective at reducing symptoms and bolstering overall health. Some of these will require a prescription. After all, I’m an MD. I want to introduce you to and demystify the many FDA-approved medications that can help treat your symptoms—including hormone therapy, although there are more and more nonhormonal treatment options every year that too many women are still unaware of. I’ll also cover the many lifestyle strategies that research and my clinical experience have shown to work. You have many options available to you. Learning what they are will help you engage in shared decision-making with your clinician to personalize your treatment plan.


Then, part III, “Set Yourself Up for Smooth Menopause Sailing,” helps you set the stage for an easier menopause journey and also for your best health in the second half of your life. First, I’ll help you target some of the stranger symptoms of perimenopause that can start now and linger well into menopause, such as ringing ears and itchy skin. Then I’ll offer advice and strategies for how you can confidently take the journey from perimenopause through menopause and recalibrate your lifestyle and habits to accommodate your new self as a woman in her post-reproductive years.


Finally, I’ll answer the questions I’m asked most frequently, such as “How does perimenopause affect fertility?” and “When should I talk to my doctor about perimenopause?” and provide a detailed list of further resources, such as vetted apps, books, and websites that can help you understand—and manage—your symptoms.


You’ll likely notice that many symptom sets have the same or similar treatments, so as you read through you’ll notice some familiar advice. While I definitely don’t want to sound like a broken record, I do want you to have easy access to everything that might help you manage your symptoms without having to flip back and forth through the book. I’ve attempted to include cross-references to other locations in the book where you can find more information about whatever you’re facing.


The Perimenopause Survival Guide is designed to help you understand what’s happening with your body, find and make shared decisions with a knowledgeable clinician about possible treatments, and know what you can do on your own—like taking supplements, implementing dietary strategies, and making lifestyle changes—that have a proven, scientifically tested track record of being helpful, as well as what you should avoid.


Please let these words sink in: You don’t have to suffer through your bothersome symptoms and just resign yourself to a life of not feeling all that great. My ultimate aim is for you to be able to walk away from reading this book with a plan that is going to address your symptoms, improve your quality of life, and help you feel educated, confident, and unstoppable in your journey to a healthy second half of life.
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PART I


UNDERSTAND THE HORMONAL HIJACKING













CHAPTER 1



Can It Really Be My Hormones?


Jessica was on her first Zoom call with me for an initial perimenopausal medicine consultation. When I asked her how she’d been feeling, she started listing several seemingly unrelated symptoms: Most noticeably, her periods were all over the place—her cycles had started coming more like twenty-one days apart instead of her typical twenty-eight, but now it had been almost seven weeks since her last period. She’d taken three pregnancy tests, but they’d all come back negative, although she felt bloated and her breasts were so sore that she had trouble believing she wasn’t pregnant. I asked if she’d noticed anything else, and she said she’d been feeling more anxious than usual, even though nothing in her life had really changed (except for her periods). The anxiety was making it hard for her to fall asleep at night, and the next day she was irritable, snapping at her partner because she was tired. Sometimes it even felt like her heart was beating too fast and she struggled to catch her breath. Plus, her back was stiff in the mornings, but she hadn’t done anything to strain it. “I don’t see how these could all be related, but they are all what I’m experiencing,” she told me. “I don’t know what’s going on with me—it’s like I’m falling apart!”


Jessica then told me how she had already seen her general practitioner, who referred her to a therapist for her anxiety (who told her to take a vacation); a cardiologist for her heart palpitations (who said her heart was fine); and an orthopedist for her joint pain (who told her to go to physical therapy). Finally, her older sister pointed out that all her various symptoms could be hormone-related. Yet when Jessica raised the idea with her general practitioner, he suggested these symptoms couldn’t possibly be hormone-related because Jessica was still having her period. That’s how she wound up seeing me for a consultation.


The number of times I hear some variation on this story makes my life seem like the movie Groundhog Day. Even though every person who was born with ovaries—a full half of the worldwide population—will experience perimenopause, it’s like the transitional period is a secret, but one that is hiding in plain sight.


So Much More Than “Reproductive” Hormones


Why is it the case that so many women and their doctors don’t think of perimenopause as a possible cause of the many symptoms that can begin to appear when a woman’s hormone levels start to fluctuate?


Part of the reason lies in the lack of clinical education and training, but another part is that we think of estrogen and progesterone as merely “reproductive” hormones that primarily play a role in the menstrual cycle and pregnancy. It’s minimizing at best, and harmful at worst, to think of these biochemical messengers in this limited way, because they have wide-ranging impacts throughout the entire body. In fact, we have receptors for these hormones from head to toe—and I will take you on a tour through the body to point out the multiple ways estrogen impacts whole-body health in just a moment.


So, if your perimenopause presents as low back pain, brain fog, and anxiety, you might just think you’re stressed. Or that it’s generic aging. A lot of patients tell me that they assumed they were coming down with the flu, or dealing with long COVID, because they were running warm, sweating at night, and feeling tired. All of these thoughts can cause you to either: (a) ignore your symptoms and wait for them to pass; or (b) schedule an appointment with your primary care doc, who is also unlikely to connect them to your fluctuating hormones (because of the woeful lack of education they’ve received about perimenopause). Either way, you don’t get relief. However, by reading this book you’ll gain the knowledge necessary to empower yourself to correct any health impacts before they become long-lasting.


Too many of us still think that our hormones stay steady until our periods have stopped and we are finally in menopause. This is simply not true. In perimenopause, these hormones are all over the place—spiking one week, bottoming out the next (particularly estrogen). All the tissues and organs that have receptors for those hormones prefer a steady supply, whether it’s high or low, and they can handle the normal monthly ebbs and flows that occur for most of your reproductive years. But when your levels become more erratic and unpredictable, confusion is sown at the cellular level—and your body’s response to that confusion can be equally bewildering. Since so many doctors don’t recognize the symptoms of perimenopause, however, you may be feeling as if your own physician is gaslighting you when they tell you your symptoms can’t be hormonally based since you are still getting your period. Or that these things just happen as women get older and you just have to live with it. Or that there is nothing medically wrong with you, so perhaps you should “try getting more sleep or go on a vacation.”


Perimenopause is also tricky because it’s a clinical diagnosis, one that is officially made by a well-trained clinician who can see the pattern within your seemingly random and unrelated symptoms. Just as there is no lab test to confirm depression, there is no lab test to 100 percent confirm that you are, or are not, in perimenopause. In many ways, menopause is less confusing because it’s clear whether or not you’re in it—no one can deny that you haven’t had a period in at least a year.


If you’ve had a doctor order lab tests to measure your hormone levels and then given you a diagnosis based on those results, that diagnosis is likely to be false (we’ll unpack why in chapter 2).


For example, when my patient Katie came to see me, she had low libido and fatigue along with night sweats and had not had a period in six months. Because her last menstrual period was less than twelve months ago, she and I discussed how she was still perimenopausal, and could still get pregnant. (Perimenopause is a big reason for a lot of unplanned and unexpected pregnancies.) The next month, when she went to see her gynecologist for her annual appointment, he ordered labs to measure her levels of follicle-stimulating hormone (FSH—a hormone that tends to rise and stay elevated as a woman moves into menopause). Her FSH on that particular day was in the menopausal range, so the nurse called to let her know she was “officially in menopause.” The nurse made a crucial mistake in relying on just the FSH level without asking Katie about her last menstrual period (LMP). Not only was Katie left to wonder what exactly was going on with her body, but she could have also experienced an unplanned pregnancy, thinking her fertile days were behind her. Luckily, she had a menopause-certified doctor to clear up the confusion, but too many women don’t (yet).


There’s also been a systemic problem that has kept perimenopause, and menopause, for that matter, understudied: Women of reproductive age were barred from being included in clinical trials for the first several decades of pharmaceutical research. The reasoning for this? The volatility of their hormones was a confounding factor, and the risk of experimenting on a woman who might be pregnant was too great to take.


The shocking truth is that women weren’t even allowed to participate in pharmaceutical research that was funded by the National Institutes of Health (NIH) until 1986, and even after that mandate, many researchers didn’t get the message. It wasn’t until 1993 that Congress passed a federal law requiring researchers to include women and minorities in their studies. Still, this law only pertains to research that is funded by the NIH—many studies don’t use government funding and are still performed primarily on men and assumptions are made that women and people of different races would experience the same or similar results. As a consequence, we have lost out on decades of research into how a wide number of medications affect women differently than men, as well as how they affect women of different races differently than white women. This list of medications includes blood pressure medications, diabetes medications, and hormone therapy, which has been understudied since 2002, when the Women’s Health Initiative—a large controlled study that was designed to evaluate hormone therapy’s impacts on risk of disease—was ended prematurely for reasons I’ll delve into in chapter 2.


The tide is turning however. In 2023, the Biden administration launched the White House Initiative on Women’s Health Research in order to “galvaniz[e] the Federal government and the private and philanthropic sectors to spur innovation, unleash transformative investment to close research gaps, and improve women’s health.”1 In order to fix a problem, you have to first acknowledge that there is a problem. But still, the net result of our missing decades of research is that the medical community is still majorly uninformed about the unique health realities of women. Furthermore, since the WHI was stopped in 2002—an event that resulted in hormone therapy being deemed unsafe (a myth we will completely overturn in chapter 2)—decades of clinicians missed out on learning how to counsel and treat women in perimenopause and menopause with hormone therapy.


There are certain aspects of women’s health that have gotten the spotlight treatment. Breast cancer, for instance. Because one in eight women will get breast cancer, we are all prescribed a yearly mammogram to promote early detection. In contrast, every single woman—one in one—will at some point experience perimenopause if they live long enough, yet very few doctors will even raise it as a possibility when female patients in their thirties and forties come in questioning the very real symptoms they are experiencing.2 As a result, perimenopausal women are likely to be offered an antidepressant or a sleep medication and told to take better care of ourselves, sending the message that our symptoms are somehow our fault.


The reality is, if you were born with ovaries, your hormones will go through a major change that can disrupt your daily life and multiple aspects of your short- and long-term health. And that, my friend, is not your fault.


That means it’s up to each of us to educate ourselves on what’s happening with our bodies and lead the way in demanding better care to help ourselves feel better.


The Differences Between Perimenopause, Menopause, and Post-menopause


Perimenopause is the phase during which you are transitioning toward, but are not yet in, menopause. It can last between one and ten years, which is another reason you don’t want to wait for your symptoms to go away on their own—you’ll be waiting too long! Once they learn the many symptoms of perimenopause, many of my patients can look back and see that their symptoms started years ago—they just didn’t connect what they were experiencing to their hormones.


While your hormone levels are declining over time, from week to week and month to month they are spiking and then bottoming out. This variability and volatility can make perimenopause the most bothersome stage in this yearslong transformation all women go through. It is also the reason why the treatments for perimenopause and menopause aren’t the same—for example, in perimenopause you may only need to increase estrogen the week before you get your period when it is naturally at its lowest point, while in menopause you might need it all the time because there are no more monthly fluctuations.


There are two phases to perimenopause: early, and late. I spell out the differences in these phases in the chart here, but in general, early perimenopause is characterized by more frequent and heavier periods due to the lowering of progesterone, and late perimenopause by cycles that become less frequent and symptoms such as hot flashes and night sweats due to the bottoming out of estrogen.


It’s important to note that not all women will experience these changes in their cycles, especially if they’ve had a hysterectomy or an ablation, or if they use birth control pills or have a progesterone-releasing IUD—in these instances, you may not get a period at all. That makes it even more important to pay attention to your individual symptoms, as they are your best guide for determining which phase of perimenopause you’re in, and by identifying them, you can determine the best course of action to get some relief from them.


The menopause transition is when you have gone between nine and twelve months since your last period. The end of your cycles is near, although you can certainly still get a period—and still get pregnant (unlikely, but still possible).


Menopause, officially, is the one-year anniversary of your last period. It also marks the end of your fertility window.


Get yourself a cake and celebrate the end of your monthly bleeding!


By the time you have been without a period for a year, your hormones are low, but they are stable.


Post-menopause, as its name suggests, is everything that comes after menopause, meaning you are post-menopausal the day after you celebrate menopause. Even if it’s been thirty years since your menopause birthday and your symptoms are long gone, you are always and forever post-menopausal. With our longer lifespans, women can now expect to spend at least 30 percent of their life in their post-menopause years.


This phase is also divided up into early and late phases. Early post-menopause is the first two years after menopause—symptoms are more likely to be noticeable during this time. Once you’ve gone two years with no period, you are in late post-menopause, and theoretically—although it’s not guaranteed—your hot flashes and night sweats may have eased. (Although some women do experience them for a decade or more.)


















	Stage

	Primary Symptoms

	Hormonal Hallmarks

	Duration






	Early perimenopause


	
Cycles start changing—typically become shorter


Periods may start getting heavier, with more clots


Mood changes (feeling down or anxious)


Difficulty sleeping through the night, insomnia


Irritability and rage


Changes in memory and concentration



	
Progesterone is falling


Estrogen is volatile


Follicle-stimulating hormone (FSH) levels are less than 35 mIU/mL



	Variable







	Late perimenopause


	
Longer cycles (every forty-five days, three months, or even going as long as ten or eleven months with no period, only to get it and have to start the menopause clock all over again)


Hot flashes


Night sweats


Brain fog


Vaginal dryness


More impaired sleep—waking up in the middle of the night hot or cold



	
Progesterone is low


Estrogen is low


FSH levels are rising



	Variable







	Menopause transition


	Going nine to twelve months with no period. Only once you have been a full calendar year with no period, are you technically “in menopause”


	
Progesterone is low


Estrogen is low


FSH levels are around 35 mIU/mL or above (and they will remain elevated from here on out)



	Three months







	Menopause


	The day that it has been one year since your last period—unless you don’t get periods (for reasons like birth control or an ablation). Then, you might not know what that official day is and your doctor will look to your FSH levels to determine if you are in menopause or not


	
Progesterone is low


Estrogen is low


FSH levels are around 35 mIU/mL or above (and they will remain elevated from here on out)



	One day







	Post-menopause, early


	No periods in the last twenty-four months


	
Progesterone is low


Estrogen is low


FSH at 35 mIU/mL or higher



	Two years







	Post-menopause, late


	Has been more than two years since your last period


	
Progesterone is low


Estrogen is low


FSH at 35 mIU/mL or higher



	Until end of life









Meet the Cast of Characters


As you continue to educate yourself on what’s going on with your body during the perimenopausal transition, let’s take a tour through your hormones. Once you understand how these chemical messengers play multiple important roles throughout the body, you’ll see it makes perfect sense why their slow retreat can have such a widespread and whole-body effect.


Estrogen


Estrogen does a lot of work in a lot of places to keep your body functioning optimally. Estrogen is made primarily in the ovaries and its release is regulated by the brain—particularly the hypothalamus and the pituitary glands. But its influence is felt literally from the hair on your head to the bones, nerves, and skin of your feet.


Why are its effects so far-reaching? Well, you have estrogen receptors throughout the body. Perimenopause can disrupt multiple bodily systems because these receptors like their supply of estrogen to be steady—otherwise, things can get glitchy, like trying to stream a movie when your internet connection is unstable.


And although, in general, estrogen diminishes in perimenopause, it is not a smooth, steady descent. Especially in the early phase of perimenopause, your estrogen levels can have big swings, both up and down. That’s why one day you can have breast tenderness that makes you wonder if you could be pregnant, and then bloating, constipation, and feeling blue only a few days later, because your estrogen has since plummeted.


This volatility is also why a lot of treatments that may be appropriate for women in menopause may not work or may need to be tweaked for women in perimenopause.


The further you get into your perimenopausal journey, the more likely it will be that your estrogen gets low and stays low. In fact, when a menopausal woman comes in with her male partner, I point to him and say, “He has more estrogen than you do right now.” Yes, men do make estrogen (just as women make testosterone), but in much smaller amounts. That is, until your ovaries’ production of estrogen dwindles to a trickle. Then you may become the person in your household with the least amount of estrogen.


To top it off, if all your so-called sex hormones were a group of friends, estrogen would be the one who gets everyone together. When it disappears, or starts acting erratically, the other hormones also start to slack.


Progesterone


Progesterone is best known for its role in sustaining a first-trimester pregnancy, and for regulating the building and shedding of the lining of the uterus. In perimenopause, progesterone starts a slow and steady descent. In fact, research suggests that progesterone declines sooner than estrogen does, and then stays lower than estrogen. Which explains why periods can get heavier and more frequent—there’s no one regulating the flow.


Like estrogen, progesterone plays a big role in the brain and in mood. It’s a calming hormone (after all, you can’t have a newly pregnant woman running around taking risks if you want the species to survive). So, when it starts declining, we can lose those calming effects and we may start experiencing irritability, a short fuse, moodiness, or anxiety. If you’re having sudden trouble falling asleep because your brain won’t stop overthinking, you can thank the decline in progesterone.


Testosterone


While testosterone is typically thought of as a male hormone, women make it, too, and it also starts steadily declining during perimenopause. Testosterone plays a direct role in libido (which might explain why the thought of having sex is either not occurring to you anymore, or maybe even sounding unappealing right about now). It also helps you maintain muscle mass, which typically declines with age. Since the more muscle mass you have, the stronger your bones are, declining testosterone can play a role in osteopenia and ultimately osteoporosis, too. We also know that testosterone can cross the blood-brain barrier, and that there are receptors for testosterone in the female brain. Testosterone has also been found to play a role in cognitive function in men, although research seeking to confirm the same connection in women has so far been inconclusive (this lack of research may not be surprising, but it sure is frustrating). That said, when I prescribe testosterone, it seems to help some of my patients with their memory and short-term recall.3


Follicle-Stimulating Hormone (FSH)


FSH is produced in the pituitary gland, the master hormone-regulating gland located within the brain. It tells the ovaries to release eggs and therefore make estrogen.


From puberty to the start of perimenopause, FSH levels stay consistently low, under 20 mIU/mL. As you get further into perimenopause and estrogen starts to decline, FSH starts to increase because it’s trying to get the ovaries to produce more. The later you get into perimenopause, the more your FSH tends to rise. Postmenopause, FSH levels are typically greater than 35 mIU/mL, often between 60 and 100. If you’re perimenopausal and not getting periods (for reasons we’ve covered, such as birth control or an ablation), your FSH levels become more important as indicators of where you are in the menopausal timeline since you cannot use bleeding as an indicator. If they come back as over 35 mIU/mL on two or more occasions, it is a likely indication that you are postmenopausal, or nearing it. (Although going twelve months without a period is also an important indication, too—it’s just that some women never experience this anniversary as they have stopped menstruating for other reasons.)


Thyroid Hormones


The hormones made by your thyroid gland—known as T3 and T4—regulate metabolism, body temperature, and heart rate. Thyroid hormones don’t necessarily decline during perimenopause, but since estrogen and thyroid hormones are, as I like to think of them, frenemies, they can play a role during this transition. That’s because all of them bind to a protein called sex hormone–binding globulin (SHBG).


Imagine SHBG as a bus—when estrogen surges as it often does during perimenopause, it can take up all the seats (receptors) on SHBG, so the thyroid hormones have no way to get where they need to go, leaving you feeling tired and fatigued. If your thyroid is already on the low side, this can nudge you into full-on hypothyroidism, which is why many women in midlife are prescribed thyroid medications but then no longer need those medications once their estrogen levels have stabilized—whether because they become postmenopausal or they start taking hormone therapy, or both. Or, if you are supplementing your natural thyroid hormones by taking Synthroid, you may have to adjust your dosage repeatedly during the perimenopause years when your estrogen is going rogue. I see this all the time as a major source of frustration in my patients, but at least now you have a better understanding of why this might be happening to you.


Estrogen from Head to Toe


While your hormones all have their unique roles to play, estrogen is the one whose impacts are felt the most. So, when your estrogen is volatile, it manifests in symptoms throughout the body.


Hair: Estrogen affects the texture of your hair and how fast it grows. You know how pregnant women are said to have a “glow,” with radiant skin, strong nails, and a lush head of hair? That’s because they’re pumped full of estrogen in order to sustain and maintain the pregnancy. When you’re in perimenopause and your estrogen is beginning its wild ride toward decline, your hair can change texture, fall out, or grow thin—this is true also for your eyelashes and eyebrows.


Ears: Estrogen can act as a lubricant, and there are estrogen receptors in your inner ears. When it begins its descent, you may experience a spectrum of symptoms, from itchiness to tinnitus (ringing in your ears) or even vertigo (dizziness, which can be due to an inner ear disturbance).


Eyes: Losing estrogen’s lubrication properties can result in dry eyes. Changing estrogen levels can also affect the stiffness of your cornea, impacting how light enters the eye and potentially resulting in blurry vision. It’s important to keep up your yearly appointments with your eye doctor to ensure that you correct for any vision changes.


Skin: Estrogen plays a role in hydration of the skin, as well as in collagen formation and skin elasticity. Unfortunately, declining estrogen levels are a big reason why we start getting wrinkles, and why we become prone to dry skin as we live longer.


Brain: There are estrogen receptors throughout the brain, including in the prefrontal cortex (which plays a big role in decision-making), the amygdala (the emotional center in the brain), and the hypothalamus (which keeps your body regulated, including your core temperature—hence, hot flashes—as well as appetite, weight, and sleep). Estrogen also plays a supporting role in the production of serotonin, the neurotransmitter that helps us feel happy and has a hand in learning, memory, and sleep. These brain changes caused by our midlife hormonal shift can take a toll on our mental health and sleep—two of the four foundational pillars of health that you will learn about in chapter 9—and therefore, our weight. (I cover the why and the what-to-do about perimenopausal weight gain in depth in chapter 8 and give a little preview in the “Digestive System” section of this chapter.) Knowing all of this, it’s not surprising that having an irregular or low supply of estrogen can have a big impact on our mood, our emotions, our concentration, and our cognitive function. Mental health is also a big piece of the perimenopausal symptom puzzle, and it’s one we’ll unpack more deeply in the chapters to come.


Nervous system: Estrogen likely plays a role in nerve function, although we’re not exactly sure of what the mechanism is or how it works. A lot of women in perimenopause can start to experience nerve-related symptoms, such as feeling unwanted tingling sensations in their arms or legs that can feel like minor electric shocks—my patients and I call them “zingers.” Other nerve-related symptoms women have told me about are feeling like their feet are on fire, or experiencing the unpleasant onset of restless legs syndrome.


Cardiovascular system: Estrogen plays a major role in the function of our blood vessels and our heart. It spurs the release of nitric oxide, which helps dilate our blood vessels so that we have improved blood flow throughout the body. It also helps ensure that the nodes of our heart beat in sync with each other, which explains why heart palpitations can be a symptom of perimenopause, when our estrogen levels become more volatile. Heart disease is the number one cause of death for women, and in 2020 the American Heart Association declared menopause an independent risk factor for heart disease, meaning the decline in estrogen that starts in perimenopause and ends when you are postmenopausal by itself can increase your risk of heart disease.4


Lungs: Although we don’t fully understand estrogen’s role in lung function, it does appear to protect against sleep-disordered breathing. Asthmatic incidences and other respiratory ailments tend to increase as women hit perimenopause and menopause.5 There are estrogen receptors throughout the lungs on different types of cells, so if you notice breathing changes now—whether you start snoring, or get out of breath more easily—this could be another link in your particular perimenopause symptom chain.


Bones: Your bones may seem unchangeable, but they are extremely dynamic, continually breaking down and rebuilding themselves. There are two types of bone cells that participate in this dance—osteoblasts, which build bone; and osteoclasts, which break down bone. Up until about age thirty, when women hit their peak bone mass, you are building more bone than you are breaking down. After that peak in bone mass, the balance shifts and you start to break down more bone cells than you regenerate. As you start to lose estrogen, the breaking-down side of the equation picks up steam, as estrogen stops osteoclasts from deconstructing bone and cues osteoblasts to build it back up.


Joints: Joint pain is one of the most commonly reported symptoms of perimenopause and menopause, although many people—and even doctors—don’t know there is a connection between the two.6 The link likely explains why women are significantly more prone to develop osteoarthritis than men and why a significant number of women who take estrogen therapy report that their joint pain decreases. Thankfully, the knowledge that perimenopause can impact joint health is becoming more documented. In 2024 researchers codified the musculoskeletal syndrome of menopause as “musculoskeletal pain, arthralgia [pain in a joint], loss of lean muscle mass, loss of bone density with increased risk of resultant fracture, increased tendon and ligament injury, adhesive capsulitis, and cartilage matrix fragility with the progression of osteoarthritis”—and found that up to 70 percent of women experience it.7


What’s the connection? There are estrogen receptors throughout your joints, including in ligaments, cartilage, bone, and the synovial fluid that lubricates and cushions your joints. As estrogen decreases, so can the integrity of these various parts, potentially resulting in joint pains and even osteoarthritis.


Estrogen also has wonderful anti-inflammatory properties, so when it declines, inflammation can rise, including in your joints, making them feel painful and achy. And estrogen improves circulation by cueing the release of nitric oxide, which dilates blood vessels and makes it easier for your heart to pump the blood that delivers nutrients and oxygens to your joints, helping them stay strong over time.


If you don’t understand the link between low estrogen and joint pain, you may come to rely on nonsteroidal anti-inflammatory drugs (NSAIDs), such as Motrin and Advil, regularly to reduce that pain. That can have widespread consequences, because NSAIDs are fine for occasional pain and fever relief, but daily use can be harmful to your organs over the long term. In fact, one of the most common causes of kidney disease is the overuse of ibuprofen. It’s a big price to pay for short-term pain relief that does nothing to address a major root of the problem, which is low estrogen.


Digestive system: We know that women who take estrogen as part of their hormone therapy have a reduced incidence of diabetes, and what we can infer from this fact is that estrogen may play a role in how insulin functions in the body.8 This also influences our metabolism, such as how quickly we move food through the gut, as well as what nutrients we’re absorbing (or not). Estrogen also talks to the liver and pancreas, giving them instructions on how to break down sugars, fat, and carbs, and where and how much excess of each we should store. It’s no wonder that weight gain is a common symptom of perimenopause—particularly weight that settles around the waist, which tends to be more harmful to one’s health than weight that you carry in your hips, buttocks, and thighs. That’s because abdominal fat secretes hormones that then influence your digestive organs negatively. Excess adipose (or fat) tissue also produces immune cells, such as cytokines, that can contribute to inflammation and cardiovascular disease. The fat that accumulates in the belly has been linked to lower levels of good (HDL) cholesterol and higher levels of bad (LDL) cholesterol.9 Overall, this is not great news because the leading cause of death in women is heart disease, and heart disease is driven by metabolic syndrome (see the box that follows in this chapter titled “Metabolic Syndrome and Perimenopause” for more specifics).


Uterus: As you might expect, estrogen helps regulate our periods, ripen our uterine lining in case we get pregnant, and keep our uterine tissues healthy. As estrogen declines, you may experience increased clotting and cramping because the uterine lining (also known as the endometrium) and the muscles of the uterine wall are not as well-regulated as they once were. Estrogen can also contribute to the formation and growth of uterine fibroids—one nice side effect of perimenopause is that declining estrogen can also lessen the size, or ease the burden, of uterine fibroids in many, but not all, women. (I will go into depth about heavy bleeding in chapter 4, including other possible causes, and how to address it.)


Urinary tract: Estrogen is active in all the structures that help us excrete toxins through urine—the ureters (which connect the kidneys to the bladder); the bladder; the urethra (which carries urine from the bladder to be excreted); and the pelvic floor. Collectively, these structures are known as the genitourinary (GU) tract. As estrogen levels decline, a lot of perimenopausal women begin to experience occasional incontinence—like peeing a little bit when you sneeze or laugh—or even uterine prolapse—which is when your uterus starts dropping down to the point that you can feel it in your vagina. Estrogen also keeps the pH of the GU tract acidic, and with a decline in estrogen, the tissue becomes more alkaline. At this higher and more alkaline pH, the cells of the GU tract don’t function as well, paving the way to more frequent urinary tract infections as the tissues become less resilient and more susceptible to bacterial infections.


Vagina, vulva, clitoris, and labia: As you might expect, your sexual organs are ripe with estrogen receptors, which is why you may experience changes in orgasm, vaginal dryness, and/or discomfort or pain during sex, again because these tissues of the lower GU tract function best at a lower, more acidic pH, which no longer occurs with the decline in estrogen. The technical term for common changes to the vagina at midlife is genitourinary syndrome (GSM) of menopause (which used to be called vaginal atrophy).




METABOLIC SYNDROME AND PERIMENOPAUSE


When you’re in your thirties and forties it’s easy to take your health for granted. Sure, you might eat more sweets than you should, but you likely aren’t yet thinking about how that might be impacting your blood sugar levels over time. Or you might be thinking that an increased risk of things like diabetes and cardiovascular disease is something your mom needs to worry about, but you don’t because you are still young.


Perimenopause changes all that. Because as estrogen declines, our risk factors for diabetes and heart disease rise. You can monitor how quickly your risk is rising by keeping tabs on five indicators of metabolic health: waist circumference; triglyceride levels (a type of fat that circulates in the blood); high-density lipoprotein levels (or HDL, aka the “good” kind of cholesterol); blood pressure; and fasting blood sugar levels. If three of the values on these five criteria creep into unhealthy ranges, you officially have what’s known as metabolic syndrome, or a cluster of conditions that collectively indicate an increased risk of diabetes, stroke, and heart disease.


Metabolic syndrome is diagnosed when meeting three out of the following five criteria:




	Waist circumference: 35 inches or above for women


	High triglycerides: Equal to or greater than 150 milligrams per deciliter (mg/dL), or 1.7 millimoles per liter (mmol/L)


	Low high-density lipoprotein (the good cholesterol): Less than 50 mg/dL (1.3 mmol/L) in women


	High blood pressure: Equal to or greater than 140/90 millimeters of mercury (mm Hg)


	High fasting glucose levels: Equal to or greater than 100 mg/dL (5.6 mmol/L)





It is especially important for perimenopausal women to be on the lookout for and to safeguard against metabolic syndrome because declining estrogen contributes directly to it. Lower estrogen can trigger the accumulation of belly fat and an expanding waistline. Since estrogen plays a role in regulating blood sugar, when there is less of it on hand, your blood sugar tends to stay higher, contributing to your risk of diabetes. Declining estrogen is also associated with a gradual rise in total cholesterol, including higher LDL (the “bad” cholesterol) and triglycerides.


In addition, with less estrogen and progesterone on hand, your sleep can become more fragmented, which then may disrupt hunger signals and cause you to crave carbs and sugar to perk yourself up, as well as raise blood pressure.


The good news is that by reading this book, you are raising your awareness and educating yourself so that you can make informed decisions to counteract those risks. Knowing how your hormones can impact your whole-body health will help you understand that your elevated glucose levels, heavy periods, and insomnia share a common root, and you are not falling apart. As you continue reading, you’ll learn the treatment options and lifestyle changes that will help to keep these criteria in a healthy range.





A Symphony of Symptoms


All these symptoms are enough to make you wonder—why, if estrogen is so important throughout the body, did humans with ovaries evolve to stop secreting estrogen halfway through their lives? There has to be some advantage to the perimenopausal transition, or else evolution would have done away with it—or us. In fact, only three species have females who live well beyond their reproductive capabilities: killer whales, Japanese aphids, and humans. One theory that’s been around since the 1960s is known as the grandmother hypothesis, which posits that having an older female relative around allowed mothers to have more babies, because the grandmother could grow and prepare food while the mothers breastfed and took care of infants. And in fact, two seminal studies of populations from the 1600s, 1700s, and 1800s found that when families had a grandmother living nearby, the family had more children, and those children had lower mortality rates.10 That was when life expectancy was considerably lower than it is now. Since today we’re living at least 30 percent of our lives postmenopause, we need to develop new strategies to stay vital and healthy for multiple decades.


And because the symptoms show up in so many different parts of your body—and your life—it can be really hard to make the connection to your hormones. And so, it’s very common to start wondering if you have a brain tumor or early-onset Alzheimer’s, or a heart condition, or an autoimmune disease like chronic fatigue, or if it might be depression. These symptoms can be doozies.


And yet.


Those same symptoms are also typically what leads you to take action, seeking out treatments and finding ways to support your health during this transitional time. Symptoms are driving our curiosity and inspiring conversations in real life and on social media, which in turn is building momentum for changes in the medical community.


As much as these symptoms suck, they are our way out of this. Acknowledging them is the first step in no longer having to suffer in silence. As my grandmother always used to say, there’s no prize for suffering.


If we didn’t get symptoms at all, we might not realize that our changing hormones mean that we need to start taking care of ourselves and putting our health higher up on our list of priorities. We also might not be so motivated to educate ourselves and advocate for ourselves with our health-care providers. Do I wish every doctor would be educated on the symptoms and treatments of perimenopause and proactively bring it up with every one of their female patients? Absolutely. Sadly, they aren’t and they don’t (yet). In the meantime, our symptoms are inspiring us to stand up for ourselves and advocate for change.




IF YOU DO ONE THING: START TRACKING YOUR CYCLES


In these first two chapters, when we’re covering so much of the background information you need to understand what’s going on with you during this perimenopausal phase of life, I still want you to be able to take action that is going to help you help yourself feel better. I’ll be sharing these tips to enable you to start moving the needle on your quality of life.


The first practical task I recommend is to get a notebook or journal, or dedicate a Google or Word doc, spreadsheet, or a new note in your Notes app that you can use to start recording information that will provide you with some objectivity and clarity on your perimenopausal journal. Since that’s such an easy task, I’m also going to ask you to then get out your calendar and write down the start and end dates of your last three to five periods. Then, from here on out, every time your cycle starts and ends, you can write it down in this same spot. This information will help you and any clinician you may see understand what’s going on with your cycle and your hormones.


(And if you don’t get periods, start jotting down any spotting or discharge you may notice.)


One of the most frustrating things about perimenopause is that it is unpredictable and thus confusing. Keeping track of your periods won’t make them more regular, but it will help you detect if there are any cyclical patterns to your symptoms—which I’ll ask you to start tracking at the end of chapter 2.
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