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Introduction



The Manifesto


IF MENOPAUSE WERE ON YELP it would have one star.




This establishment has temperature control issues. Drenching heat followed by terrible chills. Defies the laws of thermodynamics. Would not recommend.


Awful, awful, awful! Bleeding was scheduled, but was rebooked without notification so arrived 3 weeks later than expected while I was in an Uber and I flooded the car. The driver gave me a terrible review!


The sex was dry.





And it’s no surprise. Most women have no idea what to expect when they are no longer expecting a period, and it’s uniquely awful and disempowering to not understand what is happening to your body and why. Menopause is like being sent on a canoe trip with no guide book and only a vague idea where you are headed—although the expectation is it’s awful. There will be no advice on how to get there or how to manage any of the obstacles, such as rapids. That is if any exist. Who knows? Have fun figuring it out! Good times. Oh, and don’t write. No one wants to hear about your journey or what it is like when you arrive.


Fear? Check. Uncertainty? Check. Medical ramifications? Check. Unpleasant symptoms? Check. Societal irrelevance? Check.


No wonder menopause receives such awful reviews.


The culture of silence about menopause in our patriarchal society is something to behold. Menopause doesn’t even rate the shame that society gives to the vulva and vagina. Apparently there is nothing of lower value than an aging woman’s body, and many in our society treat menopause not as a phase of life, but rather as a phase of death. Sort of a predeath.


What little that is spoken about menopause is often viewed through the lens of ovarian failure—the assertion that menopause is a disease that exists because women and their ovaries are weak. The only grounds for this claim are that men don’t experience menopause. But comparing women and men in this way is the same as comparing the liver with the heart. The liver isn’t weak or diseased because it doesn’t beat like the heart, and women aren’t diseased because the ovaries stop making estrogen.


The absence of menopause from our discourse leaves women uninformed, which can be disempowering, frightening, and makes it difficult to self-advocate. Consequently, many suffer with symptoms or don’t receive important health screenings or therapies because they have been dismissed with platitudes like “This is just part of being a woman” or “It’s not that bad.” But the issues with menopause even go beyond these knowledge gaps and the medical neglect. Women tell me that menopause is lonely; that there are no stories or culture. And so there is no whisper network to take up the slack from medicine. Nothing to offer comfort.


But many women are desperate to know more about menopause so they can understand how and why their body is changing, and they want information so they can make decisions that work for them. They also want to talk about what is happening to their body.


I contrast these experiences with my own. Having started medical school when I was twenty years old and my OB/GYN training when I was twenty-four, I can’t remember back to a time when I didn’t have a detailed understanding of the hormonal changes of both the menstrual cycle and menopause. And not just the biology, but how to apply it practically to my own body. I never once thought, “Wow, that is unexpected,” or “Why am I sweating so much at the age of forty-five?” or “WHAT IS GOING ON—WHY AM I BLEEDING EVERYWHERE!?”


My medical knowledge didn’t prevent me from having menopause acne, hot flushes, or those “special” heavy periods that are all typical of the menopause transition. But because I knew exactly what was happening and when to seek care, it made the whole process feel routine. Because I knew the tests that were indicated and those that were not, and because I understood the medicine, it was much easier for me to navigate the treatment options and choose the safest most effective therapy and avoid the snake oil. By the time I entered my own menopause transition, I had spent over twenty years speaking with women about their menopause and helping them manage their symptoms and any health concerns, so I had heard many stories and had knowledge of the range of experiences as well as the treatment options. It was fortunate that my view of the subject wasn’t confined to what I saw at home. My mother’s menopause was volcanic, and if that was all I had to go on, I would have been quite frightened.


Online, on book tour for The Vagina Bible, and during many interviews with reporters I often heard (and still hear today) “What do I do?” and “Where do I turn?” from women about menopause. I remember one interview in particular that had nothing to do with menopause or even menstruation and when for some reason I tangentially mentioned I was using an estrogen patch the conversation derailed and all the reporter wanted to discuss was menopause. Hearing over and over again from women from many countries about this need for knowledge made me obsessed with the idea that every woman should know about menopause like a well-informed gynecologist and so that is what I have set out to do in these pages.


For women to navigate menopause, they need facts because empowerment requires accurate information—but they also need feminism because our bodies, our medical care, and even our thoughts have been colonized by the patriarchy. The cultural absence of menopause from our discussions isn’t because that’s what women want. The often pejorative language about menopause and the medical neglect also aren’t up there on the meno wish list.


Women often only hear the awful stories about menopause, but the truth is the menopause experience is a vast diaspora. Many women have mild symptoms, some moderate, and others severe. Often these symptoms are temporary, but occasionally they’re long lasting. Menopause does start a series of biological events that increase a woman’s risk of several medical conditions, such as cardiovascular disease and osteoporosis. But menopause isn’t the only paint on a woman’s canvas. Age, other medical conditions, diet, exercise, and even adverse childhood events are also adding color to her portrait. So when a woman wants to consider what she should do, it’s important to step back and look at the whole picture. Managing menopause is the ultimate exercise in whole body or holistic medicine.


Menopause is not a disease. It is an evolutionary adaptation that is part of the survival of the species, like menstrual periods or the ability to suppress the immune system during pregnancy so the body doesn’t attack the fetus. Like these other biological phenomena, menopause is associated with downsides—in this case its bothersome symptoms for some women and an increased risk of several medical conditions. But menopause also occurs while a woman is aging, so it’s equally important not to brush off every symptom as hormone related. It’s vital that women know about menopause, but also everything that is menopause adjacent, so they can understand what is happening to their own bodies, put that in perspective, and advocate for care when indicated.


A manifesto is a public declaration or proclamation and we are well past due for a manifesto on menopause as 2021 is the 200th anniversary of the introduction of the word. My manifesto is for every woman to have the knowledge that I had to help them with their own menopause. I demand that the era of silence and shame about menopause yield to facts and feminism. I proclaim that we must stop viewing menopause as a disease, because that means being a woman is a disease and I reject that shoddily constructed hypothesis. I also declare that what the patriarchy thinks of menopause is irrelevant. Men do not get to define the value of women at any age.


If you are years from menopause, this book will hopefully help you understand the road ahead. My hope is that it allows you to view menopause as a phase of life, as well as inform you of the preventative care that can be taken to lessen any impact of menopause on your health. In addition, may this book provide the knowledge to best manage your menopause with a view to your unique concerns.


If you are already on Team Menopause, I hope this book helps you understand how you got here—biologically speaking—and informs you of important health considerations that may still lie ahead. It’s never too late for preventative health care and many symptoms and medical conditions may still need managing.


And if you are in your menopause transition and experiencing that hormonal chaos, know for many women this is the rockiest phase. Often just that acknowledgment can help. I hope the information here helps you reframe what is happening to your body, and if you are suffering I hope you take comfort knowing there are many explanations for how and what you are feeling, as well as therapies—and these rapids won’t last forever. My hope is that this book helps to hold your canoe steady so you can catch your breath.


Facts can bring order to the chaos and uncertainty of menopause, because knowledge can dispel fears and open up treatment options. Even if the option is to take no action, it is still a position of power because it is an act of self-determination. Feminism can help women see the biases that may have informed previous beliefs and reframe their menopause not as a terminal event, but as another phase of life.


Women want more information about menopause and that knowledge can reduce suffering. Knowing what’s happening to your body and that you’re not alone in your experiences is powerful medicine. Facts empower women to make the health decisions that work for them—you can’t be an informed patient with inaccurate information.


It shouldn’t require an act of feminism to know how your body works, but it does. And it seems there is no greater act of feminism than speaking up about a menopausal body in a patriarchal society.


So let’s make some noise.










Part 1



Reclaiming the Change:


Understanding Your Body as an Act of Feminism











Chapter 1



A Second Coming of Age:


Why Menopause Matters


MENOPAUSE IS PUBERTY IN REVERSE—a transition from one biological phase of ovarian function to another, but the way we view these two events couldn’t be more different.


Puberty is frequently a subject, or at least a costar, in teen and young adult novels. (Thank God for Judy Blume!) It’s often covered—the basics at least—in school biology curriculums and in sex education (although it’s an unfortunate truth that sex education isn’t universal or always accurate). Medical providers also check puberty milestones, such as breast development and the appearance of pubic hair, to make sure it’s progressing correctly, and even the simple act of measuring height with a pencil on a door frame during a growth spurt is a basic affirmation of the existence of puberty. A coming of age—transitioning from childhood to teen or adult—is commonly celebrated or at least acknowledged in multiple cultures and/or religions (although as an aside it’s important to note that having menstrual periods does not magically transform a girl into a woman). Puberty is also a trigger for medical conditions. For example, acne, painful periods, and depression and puberty even starts the chain of events that could one day lead to breast cancer.


While the degree and accuracy of puberty 101 may vary culture to culture, school to school, and family to family, almost everyone is able to acknowledge its existence and generally manages to discuss puberty without making it a disease or framing being a child—the time of life when these conditions didn’t occur—as the gold standard for health.


Even though menopause is a universal experience for every woman with ovaries who lives long enough, unlike puberty menopause is shrouded in secrecy. There is no menopause curriculum in schools, and providers rarely discuss it in advance. Typically it’s only after a woman has mentioned concerns that the It might be menopause conversation is raised. When menopause is discussed in Western society, it’s often viewed negatively, as a cruel joke or even as a disease. This stems from the harmful belief that women lose value once they are no long able to reproduce and the false hypothesis that menopause is a biological flaw as there is no equivalent for men who can make sperm into their old age. But if we looked at that argument from another angle we might as well say that men are biologically flawed because they can’t get pregnant or because they develop heart disease earlier than women. Also, let’s be real. While theoretically men have the biologically machinery to reproduce until they die, aging significantly impacts male fertility and a man’s physical ability to be sexually active.


When a cisgender male body is used as a so-called standard, it’s easy to view the female body as flawed. This is a core tenet of the patriarchy.


So let’s set the record straight. Menopause deserves at least the same attention as puberty (I’d even argue more), and menopause is no more a disease than being a man is a disease.


What Is Menopause?


The word has nothing to do with men. It was conceived in 1812 by Dr. Charles De Gardanne, a French physician, who started with the word ménèpausie, a combination of menes, from the Greek for month, and pausie, from the Greek for cessation (a common term for this phase of life). In 1821 De Gardanne updated the term to ménopause, and then somewhere along the way the accent was dropped in the medical literature.


Menopause occurs when there are no more follicles in the ovaries capable of ovulating, meaning there are no more eggs. The average age when this happens is fifty to fifty-two years. One of the defining features is the dramatic drop in estrogen levels as the follicles are the main source of estrogen. It’s the drop in estrogen that causes many of the symptoms and medical concerns unique to menopause; however, there’s new research that suggests other hormone changes (that we’ll discuss later) are also important.
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Figure 1: Phases of Ovarian Function


Medically speaking, the menopause transition is the time leading up to the final menstrual period (or FMP), the FMP marks menopause, and everything after is postmenopause (see figure 1). As it isn’t possible to know which period is the final one until, well, it’s final, menopause is formally confirmed twelve months after the FMP.


The menopause transition is the period of time leading up to the FMP that’s characterized by hormonal fluctuations that result in irregular periods and symptoms, such as hot flushes. There are two other common terms for the menopause transition: premenopause, which is interchangeable with menopause transition; and perimenopause (not to be confused with premenopause, which is indeed a separate term), which is the menopause transition as well as the first year after the FMP.


The length of the menopause transition (or premenopause) can vary significantly woman to woman, and a hard start date isn’t always possible to determine. During the menopause transition there may be a lot of false finishes or gotchas where a woman thinks she’s had her last period and, nope, not yet, and for others the menopause experience can feel more like a gradual meandering process. Or both. The only predictable thing about the menopause transition is its unpredictability.


Adding to the confusing terminology is the colloquial way in which we discuss menopause. Many women and their providers often use the word “menopause” more liberally, for example, “I’m going through menopause” for the menopause transition or “I’m in menopause” for the postmenopausal phase. I’m a fan of using the term “menopause” to encompass the whole continuum or experience from the menopause transition onward, as symptoms and medical conditions linked with menopause don’t magically start or stop with the final period. The timing of the FMP matters for research, fertility, and in evaluating abnormal uterine bleeding, but otherwise it’s more of a footnote than the lede. Using the term “menopause” generally, and being more specific about the relation to the final menstrual period when it matters medically, feels like the best way to facilitate communication.


The Knowledge Gap


Despite the universal nature of menopause, many women aren’t well informed about the symptoms, the physical changes, the medical concerns, or their treatment options. This information vacuum has been created by a toxic combination of medical providers being unable to meet the educational needs of their patients (medicine has some serious communication issues) and medical misogyny, meaning medicine’s long history of neglecting women. Consequently, women have their symptoms and health concerns related to menopause dismissed as being fabricated, unimportant, or just “part of being a woman”—meaning something to endure.


But the societal shame extends beyond any provider’s office. There is the general disdain for women as they age. Maybe disdain isn’t the right word since the concerns of women as they age are often so unimportant that they aren’t even worth that minimal effort . . . they’re simply ignored.


As a teen I read books where the character had her period or wrestled with bras, and there were a few cool moms in my group of friends who were willing to talk with us about menstrual products. My friends and I talked about periods among one another. It was exciting. I wasn’t exactly sure why, but I was aware it was a marker of my relevance in society. I was reminded about these conversations on a recent trip home to Winnipeg when I had lunch with Tiffany, a friend from junior high school. What was our strongest shared memory? We were the last two girls in our group to get our periods. Me in the early spring of 1980 and Tiffany a month later.


In contrast there are no coming of age stories for women in menopause, and the rare times when menopause is alluded to it seems ubiquitously negative. Women often don’t discuss menopause even among themselves. Possibly they are unsure of the facts so are less likely to share, or they falsely assume most of the therapies are ineffective or unsafe or even that there are no treatments available, so why bother? In addition, unlike your first period, the final menstrual period feels like a dotage date—and who wants to be forty-eight and making plans for either graduating to a plucky lady detective who is forced to pass off her competence as a series of fortunate breaks, a vindictive matriarch exacting retribution for her societal impotence on all who cross her path, or an asexual homebody with an ever-increasing assortment of cats with questionable litter box skills?


In the more than twenty-five years that I’ve been a gynecologist, the science on menopausal hormone therapy (MHT) has changed significantly, and effectively communicating how the science evolves is challenging. We’re all comforted by certainty, but the truth is medicine largely operates in shades of gray, and what we in medicine believe to be true today could change when more research becomes available or new technology is developed to answer questions we never dreamed of asking. And then there are the headlines. Fear sells and it seems as if much of what is covered in the lay press overamplifies the risks seen with some therapies. In addition to the traditional news and magazines, women must also navigate the information of varying quality on social media.


There is another matter of misinformation and even disinformation as the unfortunate silence about menopause and the gaps in knowledge are exploited by both the pharmaceutical industry and those who sell supplements and other so-called natural products.


Menopause: The Basics


Most women will spend one-third or even one-half of their lives postmenopausal. If you include the menopause transition, then it’s definitely one-half. Currently there are seventy million women in the United States who are forty-five years or older, and worldwide that number is over one billion. As the population is aging because of lower birth rates, percentage-wise the number of women in the menopause transition or who are postmenopausal is only going to increase.


The hormone fluctuations that start in the menopause transition can trigger a variety of symptoms. For some women these may be bothersome enough to treat; for others having the knowledge that what’s happening is typical may be enough. Thinking a weird body thing is uniquely yours is very disempowering, and many women are relieved simply to know their experiences are common and expected. It’s also important women know what symptoms might be a sign of a more serious concern and what’s annoying, but not dangerous.


For example, I was headed to Europe eight months from my last period, and as I’d had some significant hot flushes I was sure I was done. I was stoked not packing pads and tampons. Then five minutes into the ten-hour flight—the seat belt light was still on—bam! I felt a gush and my underwear was soaked with blood. I felt like Michael Corleone (Godfather III) sitting on the airplane toilet muttering to my ovaries, “Just when I thought I was out, they pull me back in!”


Changing underwear in an airplane bathroom (just another space not designed for menstruation) and using cheap airplane menstrual pads for ten hours that resulted in an irritating vulvar rash at the start of my vacation was very bothersome—the amount of blood was not. Had I been embarking on a lot of international travel, I might have considered medication to help regulate my periods because menstrual hijinks at cruising altitude are not my jam. That’s why it’s important for women to know all their options, so they can choose if they want treatment or not. Quality of life concerns aren’t trite; it’s medicine.


Common symptoms that may be experienced over the menopause continuum are listed in table 1 and will be discussed in detail throughout the book. Quality of life aside, menopause is also important because it’s associated with a variety of health concerns (also in table 1), and these aren’t a fringe part of women’s health care, they’re a central concern. Cardiovascular disease, which is linked with menopause, kills almost four hundred thousand women in the United States per year or one out of every three women. For comparison, breast cancer kills approximately forty thousand, and yet many women at average risk for both cardiovascular disease and breast cancer are far more frightened by breast cancer even though cardiovascular disease is more likely to kill them. This isn’t about disease favorites, for lack of a better expression. Rather, for perspective, it’s about stepping back and looking at the entirety of the diseases that affect women.


Table 1: Common Symptoms and Medical Conditions Associated with Menopause






	SYMPTOMS


	MEDICAL CONDITIONS







	Abnormal menstrual bleeding (heavy and/or irregular periods, bleeding in between periods)


	Heart disease







	Hot flushes and night sweats


	Osteoporosis







	Sleep disturbance


	Dementia and Alzheimer’s disease







	Temporary cognitive changes (brain fog)


	Depression







	Vaginal dryness


	Metabolic syndrome







	Pain with sex


	Type 2 diabetes







	Decreased libido


	Genitourinary syndrome of menopause







	Joint pain


	Urinary tract infections








Sometimes I hear people talk about medical schools needing a menopause curriculum, but you can’t separate women from menopause. The answer isn’t to put menopause into a silo, because that forces women into silos. Instead, studies of medical conditions and medications need to include women of all ages so we understand how to manage women’s health across the menopause continuum.


Menopause Doesn’t Happen in a Vacuum


One of the complexities of menopause is that it happens as we age, so sorting out hormone-related from age-related can be hard. In addition, we accumulate medical conditions over the years, and many of them have symptoms that can overlap with the symptoms of menopause.


Let’s consider a common menopause experience—difficulty sleeping. Sleep issues can also be age-related or due to a medical condition, such as sleep apnea or depression. To add to the complexity, the menopause transition can trigger depression, and lack of sleep can worsen depression. And sleep apnea is also linked with depression. It’s a medical Gordion knot. So a medical provider and patient must ensure they’ve considered all the contributing factors and how they may be interrelated before assuming a symptom that develops during the menopause transition or during postmenopause is truly hormonally related. It’s important that women are not brushed off with a “that’s just menopause,” or told hormones will “fix everything,” when in reality there are other medical conditions—some potentially serious—that are the root cause.


There is another layer of complexity. Our health and how we age—not just the ovaries, but everything—are related to our macroenvironment. For example, diet, exercise, stress, personal relationships, or whether we’ve had children and if so, did we breastfeed? Some people refer to these as lifestyle factors, although I personally dislike that term as this isn’t about choosing between gym memberships.


Other important considerations are social determinants of health, which are social and economic conditions in which people are born, grow, live, work, and age that affect health and quality of life. I often think of these factors as the microenvironment. They produce unfair and preventable differences in health status via many mechanisms, such as lack of access to adequate medical care and education, unsafe work conditions, crowded living conditions, racism, and poor nutrition. How these socioeconomic factors affect health is complex because these are often intertwined and may be additive. Social determinants of health are linked to the age of menopause as well as many of the symptoms and health conditions associated with menopause.


A very important social determinant of health is exposure to childhood adversity, known as ACEs (adverse childhood experiences). ACEs include traumas such as emotional or physical abuse from a parent, insufficient food or clothing, loss of a parent, living with anyone who had a problem with drinking or drugs, witnessing violence in the home, and sexual abuse.


ACEs influence some behaviors that may impact menopause, for example, whether a woman starts smoking or the age of her first pregnancy. But it’s so much more. There’s a growing body of literature that shows adverse childhood experiences lead to many negative health outcomes by triggering a dysregulated stress response that affects the developing brain as well as the endocrine and immune systems. This is known as the toxic stress response, and it can have profoundly negative complications. Exposure to four or more adverse childhood experiences increases the risk of many conditions intertwined with menopause such as heart attack, stroke, sleep disorders, Alzheimer’s disease, diabetes, depression, and breast cancer. Trauma literally rewires the brain and the body.


[image: illustration]


Figure 2: M Diagram: Menopause in Perspective


I find it helpful when evaluating any health concern to consider what I call my M diagram—a Venn diagram (or Jenn diagram™) of menopause. The nucleus is menopause, medical conditions, and maturity (age-related), and circling around this nucleus are the macroenvironment and the microenvironment (see figure 2).


Women are so much more than just their ovaries, so it’s important to sit back and look at the whole picture for perspective.




[image: illustration] BOTTOM LINE


• Menopause is a transition from one phase of ovarian function to another—it’s essentially puberty in reverse.


• The hormonal changes of menopause can have cascading biological consequences that may lead to distressing symptoms and health concerns for many women.


• Many women will live one-third to one-half of their lives in the menopause continuum.


• There is a huge disconnect between what we know medically and the information that’s accessible for women.


• Age, medical conditions, environmental factors, and social determinants of health all influence the menopause experience.













Chapter 2



The History and Language of Menopause:


From a Critical Age to the Change


DID THIS WORD “MENOPAUSE” START the medicalization of a normal, physiologic process or is naming the experience the ultimate act of matriarchy—validating symptoms and drawing attention to a much neglected aspect of women’s health?


It turns out it may be both. With menopause, the answers are never that simple.


Menopause in the Eyes of Medicine, from Ancient Times to the Early 1800s


The loss of menstruation with age is noted in both ancient Chinese and Greek medical writings, and there was an understanding that this signified an end of fertility. In traditional Chinese medicine, the time after the last period wasn’t viewed as different from old age, and just as women stopped menstruating men developed scanty semen. The ancient Greeks were extremely interested in menstruation as a vital sign. According to the thinking of the time, men were in balance with the world and women were overly moist as their flesh was loose-textured and spongy, so they absorbed excess fluid from their diet. To compensate, women released fluid once a month from their uterus. Whenever anyone holds out Hippocrates or uses “ancient” as being aspirational in health, I think of ancient Greek physicians believing women were walking defective plumbing.


Missed menstrual periods in ancient Greek medicine—the foundation that led to ancient Roman, Persian, Arabic, and then to modern Western medicine—were considered concerning as they were a sign of a potential fertility problem as well as a dangerous buildup of fluid. This helps to explain much of the ancient medical obsession with menstrual periods—many of the 1,500 pharmaceutical recipes in the Hippocratic corpus, 80 percent of them are related to menstruation. It also sheds light on why there is such a thorough detailing of the expected age of the final menstrual period in most ancient Western medical writing. Ancient Greek and Roman physicians were very accurate with their recordings of the average age of menopause—the loss of fertility was a sentinel event.


Ancient physicians were well aware of the concept of a final menstrual period; it’s just the symptoms—if they existed—and what happened afterward seem to not have been of interest. It’s important to remember that medicine, like everything else, primarily existed to satisfy the needs (and hence secure the patronage) of the male elite who were likely not interested in the aging female body. Interestingly, in some ancient Greek societies postmenopausal women were appointed as priestesses (menopause was viewed as a renewed virginity affording at the level of purity a woman needed for priesthood).


The first mention in Western medical literature of symptoms that we can identify today as related to menopause is in 1582. Dr. Jean Liébault, a French physician, described petites rougers or small reds—what today we would call hot flushes—that typically occurred in the face and often ended in moiteurs or profuse sweating. These words are no different from what I might hear in the office today.


Dr. Liébault was a specialist in women’s diseases and the physician of Catherine de Bourbon (sister of Henri IV, king of France), supporting the concept that patronage plays a role in medical discoveries. However, Liébault was also ahead of his time in many ways. He wrote that “a woman is not an imperfect male,” was against forced marriages for women, believed that menstrual discharge was blood not toxic fluid, described bloating before menstruation, and believed that pleasure during sex was important for women as well as men! He was married to Nicole Estienne, who wrote the manifesto The Woes of the Married Woman, an indictment of the institution of marriage and of men. Whether their union was happy or not is beyond the scope of this book.


While Liébault was clearly a medical Renaissance man with his observations about women’s health, most physicians of the day were hampered by their belief that women were an inferior version of men as well as by their lack of knowledge of female anatomy and a complete lack of understanding of menstruation. Although the loss of menstruation with age was expected, it was blamed for most ailments that affected women after their final menstrual period. Menstrual blood was considered toxic, the cause of a vast array of illnesses from miscarriages to cancer to consumption to rabies. Menstrual blood could also kill plants and ruin mirrors. Women’s health worsened as they aged because they became too feeble to expel this toxic substance, so it accumulated in the body.


The first formal dissertation on what we now call menopause was written in 1710—the Latin title translates to Final Menstruation, Beginnings of Disease, which is an accurate summary of the thinking of the time—the title may as well have been Being a Woman, from Bad to Worse. Medical illness increased with age, this was known, but when men had an ailment there was a reason, not one we might think of today, but an explanation that fit the understanding of the human body of the day. For women it was the uterus. If you see women as inferior or weak or dirty or damaged, it’s easy to make the medical knowledge, such as it was, fit your world order. It is a very important lesson that we in medicine should never forget.


Shortly after the first dissertation on menopause, writings on the subject—for both physicians and the general public, began to appear in Europe and England. The Ladies Physical Directory, first published in 1716 by the anonymous A Physician, had multiple printings—by 1727 it was in the sixth edition, and included information on how to treat many conditions that would have been common for women in their late forties and beyond—heavy periods, missed periods, and uterine prolapse. So clearly there was interest. Most of the therapies of the day involved bloodletting, leeches, and purgatives (laxatives)—methods for removing “toxins” and/or fluid that had accumulated due to a lack of menstruation. Looking at the recipes, they could not possibly have been effective medically, although many likely triggered diarrhea and possibly uterine contractions, possibly leading to some bleeding for women in the menopause transition (not normal menstruation, rather a sign that a bad thing has happened to the body!). These effects were courtesy of the dangerous ingredients, such as oil of savin, arum root, and iron filings. Other recipes were likely benign and ineffective, possibly producing results via a placebo effect or more likely the wine chaser and long walk that was often recommended as part of the therapy. There was also a range of vaginal potpourri that would make Gwyneth Paltrow jade with jealousy.


A variety of terms to describe symptoms of menopause can be found in these texts; many are similar to what we use today and some are even better. What we now call the menopause transition was known in England during the eighteenth and nineteenth centuries (and possibly earlier) as the dodge or dodging, as women were dodging between irregular periods. During the dodge women might experience headaches, back pain, vasomotor symptoms (what we now call hot flushes and night sweats), wandering pains, and general unease. The terms for hot flushes were feverish heats, flushing heats, and hot blooms.


The dodge is so perfectly descriptive it’s delightful. I now use it in the office when I explain the menopause transition, and almost universally I get a smile. The term “hot flushes” seemed acceptable until I started experiencing them. To me a flush is in your cheeks, and while my face definitely feels hot, it’s not just my cheeks. Flushing also sounds demure, as if I were one of Jane Austen’s protagonists turning red and feeling faint under the gaze of some man with £4,000 a year. A “hot bloom” is wonderfully apt because the heat feels as if it starts internally and blooms upward and outward to my head, face, neck, and arms. (As an aside, I dislike the term “hot flashes,” which is used interchangeably with hot flushes, because a flash evokes a sensation that lasts for a second or two, and that isn’t accurate—and for me that can downgrade the severity of the experience.)


As most of what women experienced was passed down by oral tradition, it’s hard to know how many words in how many cultures have been lost due to disinterest or medical mansplaining—meaning let me listen to you, interpret your experience with my narrow view and the biases of society and religious beliefs, and explain it back to you in my medical textbook.


Western medicine was aware of the medical concerns experienced in the menopause transition, but these symptoms were viewed primarily as a consequence of the main pathology—retained toxins. As such, menopause was viewed as just another female fault and something to fear. In 1776 John Fothergill, an influential and astute English physician, challenged this notion in his paper On the Management Proper of the Cessation of Menses. Dr. Fothergill asserted that women were taught to look at menopause with “some degree of anxiety” and “The various and absurd opinions relative to the ceasing of the menstrual discharge, and its consequences, have propagated the hours of many a sensible woman.”


Dr. Fothergill did not believe that menstrual blood was toxic, and while it may contain some “morbid humours,” men, too, according to Fothergill had those same humours and released those via their hemorrhoids. He also noted that women who are taught to fear menopause are more likely to suffer with symptoms. To Dr. Fothergill menopause was a normal progression, and for many women he observed that it occurred without major consequences. Furthermore, he also correctly noted that those women who suffered from heavy or painful periods found relief in menopause. In addition he acknowledged that some women do have bothersome symptoms, such as hot flushing followed by “instantaneous sweats,” difficulties sleeping, mood disturbances, and joint pains—although often they were temporary. Many of his therapies were typical of the time: bleeding and laxatives (his were far more gentle, and many that we still use today, such as senna and magnesium), but what is different is none of his prescriptions appear to contain any poisonous plants, possibly because he was also an accomplished botanist. He also recommended modifications in diet and the standard wine o’clock.


Until Dr. Fothergill’s paper much of the language of menopause was about doom, as if there were no greater horror than a woman in menopause, and unfortunately his work didn’t put an end to those negative attitudes. In 1787 Claude Jeannet des Longrois, a French physician, referred to women in menopause as dethroned queens. Many of the texts of the day that are applicable to women in menopause have fairly large sections on cancers of the cervix, uterus, and breast, and even though those were almost universally fatal conditions with awful deaths, the language is less depressing than that used for menopause. Nevertheless, over time Dr. Fothergill’s paper was translated into several languages and began to attract attention. This also coincided with a shift in general changes in attitudes toward aging.



The Birth of the Menopause


As discussed earlier, the words “la ménèspausie” first appear in 1812 in a dissertation written by Dr. De Gardanne. He subsequently published a book on la ménèspausie in 1816 titled Advice to Women Entering the Critical Age or Avis aux femmes qui entrent dans l’âge critique. The second edition, published in 1821, has an updated title—Menopause: The Critical Age of Women or De la Ménopause, ou de l’âge critique des femmes.


De Gardanne explains in his 1812 paper that a new term was needed as there were so many words in use. Some of the classics of the day include the not so bad: climacteric, critical time, critical stage, and change of life; the not great: middle-age decline; and the simply awful: women’s inferno, women’s winter, and the death of sex. Can you imagine saying, “Just have to pop down the street to see my Woman’s Winter specialist for some advice . . . shall I pick up a baguette on the way home?” Right. My best guess is being the first with a new name that didn’t sound pejorative and was specific to women—terms like “climacteric” and “change of life” were also applied to men—was good for business and likely made it sound as if he had something new to offer.


In his dissertation in 1812 De Gardanne explains his origin of la ménèspausie as a portmanteau of two Greek words, μήνας or mois in French (month in English), and παῦσις or cessation in French (cessation in English), which he states is taken from παύω that he translates as je finis or je cesse—I stop or I cease in English. To De Gardanne these two Greek words may have come together phonetically in French as ménèspausie. Perhaps his final word choice was also influenced by the French word menstrues (menses in English, from the Latin mēnsēs, which according to the Oxford English Dictionary is “a specific application of the plural” for month).


While today we think of the word pause as a temporary break, it is clear from De Gardanne’s writing that he didn’t expect menstruation to start up again and the “pausie” of his ménèspausie was meant as final.


What De Gardanne doesn’t explain is why he shortened la ménèspausie to ménopause in the second edition of his book in 1821? And why did he use it for the title of this second edition? Had his word become that popular or was it so associated with him that it was branding and would help his work stand out from other works on the subject?


I read De Gardanne’s book in French, but my junior high Canadian French Immersion felt like an entirely different language than nineteenth-century French. To be certain to understand the book, I received a generous assist from Dr. Martin Winkler, a French OB/GYN who wrote the introduction for the French edition of The Vagina Bible.


De Gardanne’s book is best summed up as a lamenting of the fate of women as they age, so not a revolutionary work. He doesn’t discuss symptoms of menopause in any detail, and like many physicians of the day and those before him, he blames many illnesses that affect women as they age on menopause. How the uterus causes gout or problems with digestion for women and yet men get these same conditions is never explained. It’s a tired trope—men age and women are betrayed by their womb. (I despise that word, but I’ll allow it here.)


De Gardanne’s book is filled with dietary advice, such as eat starchy foods and avoid all alcohol except watered-down wine, what bed to choose, and hygiene recommendations—there are pages and pages on the perils of hair dye and makeup (blush being specifically problematic). Clothing is also discussed, although not what fabric might help to keep one cool, rather how it was so tragic to see women older than fifty dressing as if they were younger, especially if they were showing their bare arms. And this nugget: “At the menopausal era, one would think that age made the woman wise; on the contrary, habit, added to need, means that she consults her fashion merchant more often than her doctor.”


Given the patriarchal advice and the quality of the medical therapies (vulvar leeches anyone?), no wonder retail therapy was popular. And I hope there were plenty of short sleeves and prominently displayed breasts. De Gardanne’s book was not well received by his peers, who correctly pointed out that he offered very little information and simply blamed most illnesses of age on menopause.


Many medical textbooks from the time of De Gardanne were like his—short on medicine, but dripping with patriarchy. One notable exception is Dr. Edward Tilt’s 1857 text, The Change of Life in Health and Disease. It was popular, scientific, and forward-thinking for the time. Tilt used the word “menopause” once and then only to indicate that others have used the word and he found it unnecessary—it seems to have been a very specific callout of De Gardanne (I do love some good medical shade). He preferred the term cessation or c. for short. Dr. Tilt’s book is fascinating. Like Fothergill, he doesn’t view menopause as a disease and includes data on women he surveyed about their symptoms. Dr. Tilt uses the term “flushes” as it is “short and expressive,” but mentions “hot blooms” and states that term, more “faithfully indicates what really occurs.” He made many medical observations that hold up today. While a lot of the therapies are awful, they were based on the science, such as it were, and in general medical therapies of the day were universally dreadful.


Before De Gardanne introduced the term “menopause,” the most common terms found in textbooks were “climacteric,” “critical age,” and the abbreviation “c.” for cessation of menses, but menopause soon made its way into the medical lexicon. It appears in the New England Journal of Medicine in 1871 and over the years was used interchangeably with climacteric to describe the time around the final menstrual period and the years afterward.


After reading Dr. Tilt’s book and many articles on menopause in medical journals from the 1920s to the late 1940s, I’m struck by the moments of distress and suffering that have been captured given the expository style of the day—snippets of lives instead of the de-identified tables and charts of today. Such as: “H.L., aged 31, married, artificial menopause November, 1925 (intrauterine and vaginal radium for endometriosis) who has hot flushes every 5 minutes” as well as “headaches, and backaches who was admitted to hospital in 1929 and discharged with no diagnosis who finally found her way to a menopause clinic for treatment in 1932.”


Article after article from before Big Pharma detailed symptoms identical to what I hear today—hot flushes, sweats, insomnia, joint pains, and mood disturbances. Although, tragically many women in these papers suffered from premature ovarian insufficiency due to radiation therapy, surgical menopause, or reasons that are unknown. Many had also been erroneously labeled as hysterical or “nervous.”


There were even clinics dedicated to menopause as it was considered so medically challenging—this was a time before reliable menopausal hormone therapy (MHT) existed. Drs. Samuel Geist and Frank Spellman from Mount Sinai in New York wrote the following in the American Journal of Obstetrics and Gynecology in 1932:




No symptom complex has been more resistant to treatment and none so wrapped in obscurity from an etiological standpoint as a group of manifestations characterized as the menopause.





Drs. Geist and Spellman note in their clinic that simply being listened to and having contact with a doctor may have been equally if not more therapeutic than what they had to offer.


Having your experiences validated is powerful medicine.


The term “menopause” supplanted “climacteric” as the go-to term in the United States by the 1960s. What changed? While hormones had been prescribed for more than thirty years, they were messy, expensive affairs that typically required injections, which would have produced wild swings in hormone levels. What happened in the 1950s was a new method of production, so hormones could be taken as a pill. Now there was a far better product to sell. The PR firms knocked themselves out—Are you in the menopause? You can transition without tears! Why the pharmaceutical industry settled on menopause and not climacteric or the change probably reflects a greater public familiarity with the term, but there may have been other reasons. My personal belief is that “pause” tied into the marketing—that with these new hormones menopause could truly be temporary.


Fortunately, the pendulum has swung away from the disease model and in the 2020s we’re back to the concept of menopause as a phase or change of life that can be helped with preventative care and may or may not require medical intervention, but for the present time the word “menopause” in North America seems here to stay.


Does the Word We Use Matter?


Dr. Lera Boroditsky’s TED Talk “How language shapes the way we think” has over ten million views and with good reason. It’s a fascinating look at how language isn’t a passive descriptor; rather, it’s an active participant. Words influence our thoughts.


Many languages have gendered nouns—masculine and feminine—so a word may be feminine in one language and masculine in another. When researchers studied native speakers of languages with different genders, they found people thought of a noun differently based on its gender. One example given by Dr. Boroditsky in her talk is “bridge,” grammatically feminine in German and masculine in Spanish. Native German speakers are more likely to describe a bridge with stereotypical feminine words, for example “beautiful,” and native Spanish speakers in masculine terms, such as “strong.”


What if we apply that same concept in medical terminology? For example, the word “pudendum”—a general term for external genitals of women comes from the Latin pudor, which means shame or the clitoris, which is from the Latin kleio, meaning to hide. Might these Latin origins have affected how physicians viewed these body parts, reinforcing general societal misogyny?


And how might the word menopause affect what we think of the experience?


The first issue is the pause, which in today’s world feels negative given the general societal view that women should hold back, reflect on how they present themselves, or that they should diminish as they age. Pause is also not permanent, but the final menstrual period is really the final menstrual period. Another issue is that the end of menstruation is a symptom, not the cause, and focusing on the final menstrual period ignores the fact that many women have symptoms and health conditions associated with menopause starting years before menstruation ends. It’s also misogynistic to tie a description for one-third or possibly even one-half of a woman’s life to the function of her uterus and ovaries. We don’t define men as they age by an obvious physical change in their reproductive function. Yes, the menopause continuum is a marker for an increased risk of heart disease for women, but so is erectile dysfunction for men—in fact many medical experts consider erectile dysfunction the “canary in the coal mine” for men’s heart health.


Now imagine a world where we said men were in erectopause?


Right.


Many cultures manage just fine without the word menopause. In Dutch the word is overgang, meaning the passing way or road from “A to B.” In Finnish the term is vaidhevoudet, change of year, in Swedish it’s klimacterium, change or stages of life, and in Japanese the word is 閉経期 or kōnenki, which translates to change of life. There is some research that suggests women in cultures that don’t use the word menopause may suffer less during their menopause transition. This doesn’t mean that changing a word will change whether a woman has hot flushes or vaginal dryness, but perhaps when a society publicly embraces menopause as a change as opposed to a dreadful disease there are downstream effects. This isn’t any different from what Dr. Fothergill proposed in late 1776. After all, it’s harder to feel positive about yourself when everyone is telling you how much you suck.


It’s clear that many women want to talk about the changes happening to their bodies, so a word is needed. But menopause? If we can manage to look after women in their twenties and thirties without tying them to their first menstrual period, surely we can do the same for women after their final menstrual period? When I’m sixty it will feel ridiculous to describe my health based on my last menstrual period. It feels ridiculous now at fifty-four, especially given the final last menstrual period is only of significance regarding the ability to get pregnant and in evaluating abnormal menstrual bleeding.


Medical thought leaders have considered other language of menopause to be problematic and consequently made changes. Genitourinary syndrome of menopause or GUSM, the changes that happen to the vagina during menopause transition, used to be known as vaginal atrophy or atrophic vaginitis. But vaginal atrophy led people to forget other genital tissues can also be affected. In addition, the word “atrophy” is pejorative—women are already diminished enough as they age, so they don’t need words that evoke shrinkage. Primary ovarian insufficiency—ovulation that stops before age forty—used to be called premature ovarian failure, an awful term. Medical terminology is constantly changing as new information is gathered, so the idea that it’s too difficult to change the word menopause just doesn’t fly.


While menopause transition is acceptable for the time leading up to the final menstrual period that is characterized by erratic hormones, transition works just as well and takes the focus away from menstruation, although I could totally be convinced to go with the dodge. Climacteric feels most appropriate for when a more steady state is achieved—after the final menstrual period—and this was the term used for centuries for both women and men to describe the phase of middle age and beyond. The earliest writings from both Western and Eastern medicine described life in phases, so climacteric also honors that commonality.


The term menopause came to be before science knew hormones existed. It was never meant to signify a pause. It was invented by a man who felt women should cover their arms and not wear blush—whose book on the subject contributed nothing valuable to the body of knowledge except it left a term that ties women forever to menstruation. The word menopause was then weaponized by the pharmaceutical industry and transformed from troublesome phase of life into a lifelong disease that affected every woman. And not just any disease, the worst kind of disease—one that made women undesirable to men. It’s not a great origin story. The word menopause is due for an update.


With menopause it is as much about perspective and branding as it is about hormones and science.
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• Menopause was not recently uncovered due to increases in life span


• Symptoms of menopause have been recorded in Western medicine since the 1500s


• The word menopause was coined by French physician Dr. De Gardanne


• Words influence our perceptions


• Women who live in cultures that use terminology that references a change of life instead of menopause tend to be less bothered by common symptoms of menopause.













Chapter 3



The Biology of Menopause:


The Brain-Ovary Connection


TO UNDERSTAND MENOPAUSE LIKE A gynecologist we need to begin at the beginning—as in fetal development, all the way to the first trimester (around nine weeks into the pregnancy). At this point the fetal ovaries and testicles (also called testes) are identical structures. If there’s a Y chromosome the tissue receives signaling to develop into a testicle, and without the Y chromosome the tissue becomes an ovary. Yes, the ovary is the default. There is a lot of irony here as many “origin of man” stories, whether it is Eve or Pandora (the first woman in Greek mythology), have women coming after men and/or being made from man.


Primordial follicles are immature eggs and their surrounding tissue. They develop and multiply in the early stages of fetal development, and by twenty weeks of fetal life there are six to seven million primordial follicles. At this point no more can be made. This is an important fact, because menopause occurs when there are no more follicles capable of ovulating, meaning producing a mature egg. The basic plan for menopause is laid before birth.


A very cool and sort of mind-blowing fact is when your grandmother was pregnant with your mother she also contained the primordial follicle inside one of your mother’s ovaries that was destined to become you.


The number of primordial follicles at twenty weeks before birth is often described in medical texts as zenith or peak, and while technically those words are synonyms for greatest number, zenith also means most powerful or most successful and peak implies success. I wasn’t at my peak or my zenith when I was a twenty-week fetus. We must not assign value judgments to a normal physiological process, especially when discussing women’s bodies that have long been prized for youth and childbearing.


After twenty weeks, millions of the primordial follicles start to disappear, a process known as atresia. This process continues after birth until puberty when approximately three hundred thousand primordial follicles remain. Think of sowing seeds in a plant pot. If the conditions are right, there are many more seedlings than the small physical space of the pot can accommodate. The plan was always to weed the least healthy appearing seedlings and achieve the correct ratio of seedlings to soil to give the remaining ones their optimal chance.


The Menstrual Cycle: A Primer


Primordial follicles are quiet until puberty, when complex signaling from the brain starts the process of ovulation. Incredibly, it’s these tiny follicles that produce the large amounts of estrogen that drive puberty as well as each menstrual cycle. There are several developmental steps taken by the follicle along the way to ovulation, and at each step the follicle has a slightly different name (see figure 3). For simplicity’s sake we’ll use primordial follicle for the ones waiting in the wings and follicle for those active ones on the main stage producing hormones, even though they may be in varying stages of development.


The signaling for a primordial follicle to be recruited to start the path of ovulation and then development along that pathway is very complex and requires coordinated signaling from several hormones from both the brain and ovary. Two of the main hormones from the brain that are involved with ovulation are follicle stimulating hormone or FSH and luteinizing hormone or LH. As the follicles develop the cells that surround the egg (oocyte) make two kinds of estrogen, estradiol and estrone—estradiol is a more potent estrogen. The amount of estradiol produced is significant as it has to travel through the bloodstream to affect multiple organs, including the brain as well as stimulating the lining of the uterus to develop. The follicle also makes small amounts of testosterone and other hormones.


[image: illustration]


Figure 3: The Life Cycle of a Follicle


The first half of the menstrual cycle is called the follicular phase. Via complex signaling one follicle dominates and the others disappear. This isn’t waste; it’s a group effort that leads to the follicle best suited for a healthy pregnancy. There is a constant stream of chemical communication between the follicle, the brain, and even the lining of the uterus. When estrogen levels are high enough, the brain sends messaging that triggers ovulation, which is the release of a mature egg now known as an ovum.


Ovulation marks the beginning of the luteal phase of the menstrual cycle. Some people have visions of the follicle bursting open, but it isn’t under pressure. The follicle opens on the surface and the mature egg or ovum as it is now called makes its way to the fallopian tube. After ovulation the leftover tissue from the follicle organizes itself into a structure called the corpus luteum, which produces the hormone progesterone. This hormone stabilizes the uterine lining and makes other changes so implantation can be successful (progesterone is pro-gest-ation). The trajectories or the four main hormones in the menstrual cycle are depicted in figure 4.
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Figure 4: Hormone Levels and the Menstrual Cycle


Imagine the cells that make up the lining of the uterus (the endometrium) as bricks. Estrogen builds and lays the bricks, but eventually a wall needs support. Progesterone acts like mortar stabilizing the lining. If implantation occurs, hormonal signaling from the embryo ensures the corpus luteum keeps producing progesterone until the placenta can take over. Without signaling from an embryo, a corpus luteum has a life span of fourteen days (range of twelve to sixteen), progesterone levels fall, and it shrinks becoming a small scar called the corpus albicans. It’s the withdrawal of progesterone that destabilizes the lining of the uterus resulting in menstruation.


The cycle begins again when the brain signals the next wave of follicles.



The Menopause Transition


The menopause transition feels like the middle child of reproductive health. It has often been excluded or ignored under the false belief that it’s not a big deal because it’s not really menopause. Now we know it’s a time of hormonal chaos and when many women have some of their worst symptoms. Almost twenty million American women are likely experiencing the menopause transition right now.


There are several key biological features of the menopause transition. There is an accelerated loss of follicles, alteration in hormone production by the remaining follicles, and changes in signaling from the brain. There are various potential reasons for these changes. At the level of the ovary, the primordial follicles themselves may be aging or the follicles that remain were never as healthy to begin with, hence why they never made it previously to recruitment. There are also age-related reductions in blood flow to the ovary, which may affect the ability to produce hormones. Some of the changes in brain signaling are in response to what is happening with hormone production in the follicles, but some are age related. Basically, it is a complicated process involving multiple mechanisms.


THE MENOPAUSE TRANSITION is of indeterminate length and can vary significantly woman to woman. African American women tend to have a longer menopause transition, although their age of menopause is the same. It’s not possible to know the menopause transition is happening until it’s happening. A skipped period or two could be stress or it could be the start. Some women may even have minor fluctuations in the amount of menstrual flow or the regularity of their cycles leading up to their menopause transition, but it’s not possible to know while it’s happening if that’s a preamble to the menopause transition or not. That’s often a source of frustration—you don’t really know you’re in the menopause transition until you’re in deep.


Medically speaking the menopause transition is divided into two phases: early and late (see figure 5). The major differences between the two phases are changes in the length of the menstrual cycle, meaning the time between menstrual periods gets longer. During the early phase a woman is likely to see some of her cycles lengthen by seven or more days or she may even skip an occasional menstrual period. The late transition is characterized by more skipped periods—meaning sixty days between menstrual periods. When a woman starts skipping two menstrual periods in a row there is a 95 percent chance her final menstrual period will be within the next four years. Symptoms such as hot flushes or insomnia often start in the later menopause transition, but there is no hard rule here—some women have symptoms earlier than others and some may be skipping three or four periods in a row and be close to their final menstrual period and have no symptoms.


[image: illustration]


Figure 5: The Menopause Transition—Early and Late


Every menstrual cycle during the menopause transition is dealer’s choice, so it can really be menstrual mayhem. The closer to the final menstrual, however, the less responsive the primordial follicles, so skipped periods due to lack of ovulation become more common.


The only thing that is truly predictable about the menopause transition is that it’s unpredictable.


Menopause and Postmenopause


The final menstrual period (FMP) marks menopause—at this point there are one hundred to one thousand primordial follicles remaining and they’re incapable of ovulation. Women don’t know their menopause birthday until twelve months after their final menstrual period, which can be annoying, but medically it only matters when evaluating abnormal bleeding or need for contraception. Postmenopause is the phase after the final menstrual period, but it’s common to also say one is in menopause.


In describing menopause it’s not uncommon for textbooks and articles to use the word “exhausted” when there are no more follicles capable of ovulating, but the ovaries aren’t exhausted, tired, or used up. It’s not as if they started a race and had to stop due to injury or inadequate training. Ovulation ends when it ends because that’s the plan. If we applied that same tone to erectile dysfunction, we’d expect textbooks to declare that the penis is worn out. In medicine, men get to age with gentle euphemisms and women get exiled to Not Hotsville. Generations of medical professionals were trained with this language, and many have likely used these same words when talking with their patients—and that needs to change.


It was long believed that the ovaries were “nonfunctional” after menopause. Some of that was the inability to measure the very low levels of estradiol, testosterone, and other hormones in postmenopausal women. In the 1980s and early 1990s when I was in training, the technology we have now didn’t exist. However, the false idea that the ovaries were dead after menopause also came from the long-standing belief that a woman’s main value lay in her reproductive ability and so the end of fertility meant women were hanging around in the Grim Reaper’s lounge waiting for their callout. So if the conventional “wisdom” is the ovaries have no value after menopause, there would be no need to study what you “know” to be true.


We now understand that the ovaries are involved in hormone production after menopause, albeit to a much lesser degree. This isn’t because some of the follicles have gone rogue and are operating in stealth mode; rather, the ovarian stroma—the actual tissue of the ovary that contains the follicles—is able to make a hormone precursor called androstenedione that can be converted by other tissues into estrogens and testosterone. Therefore, removing the ovaries after menopause results in a small drop in levels of estradiol and testosterone, because it has a small effect on the ability of other tissues to make these hormones.


A Handbook on Hormones


To understand what’s happening with hormones during the menopause transition and beyond, it’s important to first step back for a primer. Hormones are chemical messengers; they’re basically mini keys that roam the body looking for the right receptor (a lock) on cells. When the key fits the lock the message from the hormone is transmitted to the cell. Some hormones are produced in large amounts as they need to travel the body to impact other tissues, for example, the uterus and the brain, and some are produced in lower amounts for local use.


There are many important hormones involved in the menopause continuum, but some of the key players are as follows:




• ESTRADIOL: The technical term is 17-beta estradiol, but it is typically just called estradiol. This is the main estrogen before menopause. It’s produced in large amounts in the developing follicle as it is meant to enter the bloodstream and have wide-ranging effects on many tissues. Estradiol is also made in smaller quantities in other tissues for local use, such as adipose (or fat) tissue, the endometrium (lining of the uterus), liver, brain, bone, and muscle. Estradiol levels vary significantly throughout the menstrual cycle; they may be as low as 30 pg/ml at the start of the follicular phase and be ten times that—typically 200–300 pg/ml—right before ovulation. During the menopause transition estradiol levels can even be higher than typical due to the erratic hormone signaling. After menopause estradiol levels drop significantly and generally they are 10–25 pg/ml, and the estradiol measured in the blood at this point represents hormone made in other tissues (such as fat or muscle) that has spilled over into the blood.


• ESTRONE: A weaker estrogen than estradiol. Like estradiol, it’s also made in the developing follicle as well as other tissues. Estrone can be converted by tissues into estradiol and estradiol can be converted into estrone. This bidirectional flow happens inside cells, allowing for fine-tuning at a cellular level. After menopause the drop in estradiol production is more dramatic than the drop in estrone.


• ESTRIOL: Primarily made in the placenta. It isn’t known to have any role in menopause.


• TESTOSTERONE: Produced in the developing follicle, the body of the ovary, and the adrenal glands. The main source of testosterone is the adrenal gland, so testosterone levels don’t drop significantly with the final menstrual period; rather, there is gradual decline in levels over the life span that is primarily due to age-related changes in the adrenal gland. The small amount of testosterone produced in the ovaries before menopause likely plays a role in ovulation.


• PROGESTERONE: Produced by the corpus luteum, which is the tissue that forms in the follicle after ovulation. Progesterone levels decline during the menopause transition because the corpus luteum can become less efficient at progesterone production or due to a longer time span between ovulations. By the time a woman is two years from her final menstrual period, only 50 percent of her menstrual cycles are producing appropriate levels of progesterone.


• ANTI-MULLERIAN HORMONE OR AMH: This hormone is produced by the follicles and is involved in signaling for ovulation—it’s part of the communication system that acts as a gatekeeper on the pool of primordial follicles so the appropriate number are recruited into action each cycle. Without this kind of local control, tens of thousands of follicles or even more might vie for ovulation. AMH is valuable in the evaluation of infertility. There is ongoing work to see if AMH levels could be used as a predictor for menopause.


• ANDROSTENEDIONE: Made in a multistep process from cholesterol and is the precursor hormone made in the follicles that is converted into either estrone (and then estradiol) or testosterone (see figure 6; for the full process of converting cholesterol to hormones, see appendix A). It doesn’t have any hormone functions itself per se. It’s also made in the tissue (stroma) of the ovary and the adrenal glands, so with menopause there is a drop in levels but there is still plenty as it’s no longer needed to make high levels of estradiol.
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Figure 6: Production of Estradiol, Estrone, and Testosterone


Estrogen and testosterone can be free in the blood or they can be bound to a carrier protein called sex hormone binding globulin or SHBG. Only the hormone that is free can interact with tissues. I remember SHBG with the following mnemonic—Seats Handy on the Bus, Girl? With less SHBG there are fewer seats on the bus, so more hormone out and ready to party, and with higher levels of SHBG there are more seats and so less hormone roaming the mean streets of the body. As testosterone binds more tightly to SHBG than estrogen (I think of it as aggressively pushing estrogen out of the way for the seats), lower levels of SHBG mean a bigger jump in the available testosterone versus estrogen.


How Hormones Change During the Menopause Transition


Basically, they’re all over the place.


The thinking used to be that estradiol levels gradually dropped, triggering the brain to release more FSH in an attempt to rouse more primordial follicles to produce more estradiol. Basically, the idea was the brain is shouting at the ovaries because it hasn’t received enough feedback in the form of estradiol. As we learn more about menopause, it turns out that there’s more complexity here, and it’s not always about estradiol. The high levels of FSH may not just be a by-product of the brain trying to trigger development of follicles, but they may also be responsible for some of the symptoms and conditions associated with the menopause continuum. For example, there is new evidence that rather convincingly suggests high levels of FSH may be a significant factor in osteoporosis. When we frame menopause as an estrogen deficiency, something that suits the patriarchal narratives of the loss of a “feminizing” hormone, we miss these other important hormonal changes.


Levels of estradiol, progesterone, and FSH can vary significantly cycle to cycle. Follicles can develop more slowly, resulting in a longer cycle. If the cycle is shorter than expected the first half is short-changed and proportionally more time is spent in the second half or luteal phase of the cycle, which is the time when women experience premenstrual symptoms (PMS). So multiple short cycles reduce the break a woman might otherwise have between PMS. Cycles with higher levels of estrogen can result in heavier periods, migraines, and breast pain, but swings in hormone levels cycle to cycle can also be the source of symptoms. Some women are more sensitive to changes in hormone levels—for example, only some women develop PMS or postpartum depression—and that same principle is at play here as the range of symptoms and their severity can range from distressing with a major impact on quality of life to minimal or none.


The Study of Women’s Health Across the Nation, or SWAN, is an American study that enrolled a racially and ethnically diverse group of women in 1996 and has been following them since, and it has provided a lot of information about the trend of hormones over the menopause transition—consider the cycle to cycle changes we just discussed the trees, the trend is the forest. From SWAN four patterns of estradiol levels emerged:




• RISE AND SHARP DROP: A rise in estradiol levels during the menopause transition and then a sharp drop about one year before the FMP. This is the most common pattern among Caucasian women.


• RISE AND SLOW DROP: A rise in estradiol levels during the menopause transition and then a slow decline that continues for two years after the final menstrual period. This is the least common pattern with a similar distribution between races/ethnicity.


• FLAT: Estradiol levels start lower with less decrease. The most common pattern for African American women.


• SLOW DECLINE: Estradiol levels have a slow, gradual decline. This pattern is seen more commonly among Chinese American, Japanese American, and Hispanic women.





There are three patterns for FSH, a high, medium, and low rise—the latter is the least common. A lower rise in FSH is more likely to be seen when estradiol levels don’t rise before the FMP, meaning there is a group of women who have less pronounced changes in both estradiol and FSH over their menopause transition.



Are There Hormone Tests for Menopause?


Short answer, no. It’s the great period wait, Charlize Brown.


By the time a woman is postmenopausal, her estradiol levels are generally <25 pg/ml and her FSH >30 IU/ml, but this doesn’t mean testing either hormone can make the diagnosis of menopause. First of all, hormone levels vary day to day. But as we’ve just discussed, the levels of these hormones can go up and down cycle to cycle so a random level with a low estradiol/high FSH could be menopause, but it could also be from a skipped period or two. Sometimes the very last ovulation can produce levels of estradiol and FSH that could be seen in a thirty-five-year-old.


Remember, we don’t need hormone levels to know if a twelve-yearold girl who is growing in height and developing breasts is in puberty. Similarly, if a woman is in her forties and has irregular periods and/or hot flushes we know her hormone levels are changing and she is in her menopause transition. Testing hormones to “check” doesn’t tell any woman about her progress in her menopause transition or when her final menstrual period is expected. Furthermore, it’s unnecessary as hormone levels don’t guide recommendations for menopausal hormone therapy (MHT), although these tests are valuable when periods stop before the age of forty (see chapter 6). Hormone testing is also valuable for research purposes and as part of an infertility evaluation, which isn’t the scope of this book. For now, the diagnosis of menopause is based on age, a history of menstrual irregularity followed by twelve months of no menstrual periods (assuming no other medical explanation for the missed periods).


There are other causes of irregular periods, so a woman in her thirties or forties may need bloodwork to determine the cause; for example, thyroid disorders can produce irregular periods so testing may be indicated.


In cases where hormone levels are needed, for example, testing for polycystic ovarian syndrome or PCOS (a condition of disordered ovulation that affects 6 percent to 12 percent of women of reproductive age) or when primary ovarian insufficiency is suspected (see chapter 6), they are done via a blood test. Some practitioners offer hormone tests from saliva (salivary hormone testing) and they are never indicated. Salivary hormone tests are unreliable and don’t even reflect what is in the blood. In my opinion, any provider offering salivary hormone testing for menopause-related concerns shouldn’t be managing anyone’s menopause.


What about determining the menopause transition for women who typically have irregular periods, such as those with PCOS or who have irregular periods for other reasons? For these women, it may not be possible to use the onset of menstrual irregularity as a sign the menopause transition is starting. A change in bleeding patterns from what is typical for that woman may be seen, but other symptoms may also develop as a sign of the menopause transition, such as hot flushes or difficulties sleeping and they can be treated regardless of the menstrual cycle. More research on the menopause transition and PCOS is needed.


Women who have had a hysterectomy, and endometrial ablation (a procedure that removes the lining of the uterus), or those with a hormonal IUD (intrauterine device) and are not having menstrual periods, won’t have their period to mark their menopause transition or determine their date of menopause. If therapy is needed it can be started based on symptoms or risk factors.




[image: illustration] BOTTOM LINE


• At the start of puberty there are approximately three hundred thousand immature follicles with oocytes (eggs) in the ovary, and by menopause one thousand or less remain, but they’re no longer capable of ovulating.


• The menopause transition is a stage of variable length before the final menstrual period—characterized by erratic levels of hormones.


• The hallmark of the menopause transition is menstrual irregularities, and women who go more than sixty days between periods are in the late phase of their menopause transition—meaning their final menstrual period is three years or less away.


• There are many hormonal changes with the menopause transition—menopause is more than just changes in estradiol.


• Hormone levels should not be used to predict the timing of the final menstrual period, diagnose menopause, or to guide therapy for women over the age of forty.
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