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INTRODUCTION





Menopause is a fact of female life. All women will go through it (if they live long enough!), but some will feel the effects profoundly, others will feel some of the effects, and still others may feel nothing whatsoever and glide through the whole experience, oblivious to the whole ‘change of life’ apart from the obvious cessation of menstrual periods. As an inescapable fact of life, it’s essential that women know what to expect and when to expect it, and understand the issues that may arise and the options that are open to them.





What May Happen


With the approach of menopause, production of the female sex hormones oestrogen and progesterone declines, causing menstruation to cease. This, in turn, can cause a number of symptoms. Some of these may be short-term, such as hot flushes, fatigue, night sweats, loss of libido and headaches. Others are usually longer term, such as vaginal and urinary problems, and may become permanent but are not life-threatening, and can be remedied or at least alleviated by several therapies.


However, there are other consequences of the decrease in sex hormones at menopause that are dangerous and may be unnoticed, until they pose a serious problem. One of the main risks at menopause is the development of osteoporosis, a loss of bone mass that can be seriously debilitating and even life threatening. Other conditions that more readily arise after the decline in oestrogen production are coronary heart disease leading to heart attacks, cerebrovascular disease leading to strokes, and certain cancers.


On the positive side, there are many treatment options available depending on your symptoms, from hormone therapy (HT) to nutritional supplements and from dietary changes to beneficial exercises. HT has proved invaluable to millions of women around the world, but the debate surrounding it is controversial and ongoing, and the guidelines on its use have changed in light of recent research. We have used the term ‘HT’ rather than ‘HRT’ throughout this book because the amount of hormone actually used in HT drugs is only a fraction of that produced previously by the ovaries, making the word ‘replacement’ a misnomer.





Reviewing the Options


Creams, patches, tablets, suppositories, implants, even nasal sprays are widely available, and they have given relief from menopausal symptoms and long-term protection from certain conditions.


However, getting to grips with the advice being offered by different experts is at times mind-boggling, so it is essential that every woman considering HT is fully informed of her options, and discusses these with her healthcare provider to ascertain what each treatment can offer, and to balance any potential benefits against any possible risks.


In addition, as we approach midlife, other life changes begin to take place – at home, at work and at play. For women with families, this is often a time when children leave home and when partners may also be going through a time of transition in their own lives, both of which can cause anxieties. New light is often thrown on the work-life balance, and women begin to look forward to lessening (or, sometimes, strengthening) their commitments at work. Also, whereas younger adults are driven by personal ambition, adults entering midlife tend to find intellectual pursuits and interests far more inspirational. With all this turmoil and activity, it’s no wonder this time of life is referred to as ‘the change’!





Your Life Your Way


Along with providing you with information on various therapies and techniques, this book can help you overcome the negative aspects of menopause and has been written to inform you of the positive changes that can happen at this time. For far too long menopause has been seen in a bad light – the end of something rather than the beginning of something new. A century ago, female life expectancy in the UK was just 50 years, and many women were not expected to live to experience the symptoms of menopause. Now, females are expected to live well into their eighties – which means that for many of us, almost half our lives will be spent as postmenopausal women – one very good reason to explore all the possible avenues to make your experience of menopause a good one.


In addition to an increased lifespan, women are now more vocal and more curious about things they can do for themselves. Menopause was never a subject for discussion or comparison in our grandmothers’ or even our mothers’ generations. Information was limited and ‘grin and bear it’ was the maxim to live by – what other options were there? However, breakthroughs in science and medicine, along with new thinking about alternative therapies have changed all that. Moreover, women are eager to know more and to put that knowledge to use. Unwilling to simply place their trust in doctors who ‘know what’s best’, women are much more determined to take control of their health issues and find workable alternatives to complement or replace traditional medicine.





The Aim of This Book


These are the most important reasons why Your Menopause Bible has been created. It has been designed to bring you the most up-to-date information from experts in the various fields of female health. Most health books written for the layperson provide a single point of view and therefore present the author’s own biases and perspectives. In most cases this is fine – you want your information to come from a respected specialist source. However, because of the complex nature of the physical, emotional, psychological and intellectual changes that occur at menopause, it’s not always possible to ensure that one author has expertise in all related fields. In Your Menopause Bible, a team of respected authorities from a variety of fields have written on their specialist subjects. The team ranges from physicians and psychologists to sex therapists, herbalists and nutritionists, and their common goal is to inform you about the preventive medicines, therapies and self-help techniques that will help you at this time. They provide in-depth information on what you can expect, when you can expect it, and what to do when symptoms or situations occur.


Overall, their goal is to provide reassuring information that will help you navigate this important period in your life and to empower you to come through it healthy and revitalized and ready to deal with whatever life holds from then on.





Robin N. Phillips, M.D.











MENOPAUSE QUESTIONNAIRE





Answer these questions to assess your experience of menopause and to find your way quickly to the information in this book that can help you.









	Part 1 Symptoms


	YES


	NO







	1 Are you experiencing hot flushes or night sweats?
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	2 Are you feeling less energetic?
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	3 Are you having difficulty sleeping, or once getting to sleep staying asleep?
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	4 Are you feeling low or depressed?
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	5 Are you more forgetful?
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	6 Are you experiencing headaches more frequently?
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	7 Are you experiencing more vaginal dryness or itching?
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	8 Are you experiencing trouble controlling your urine?
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These are all well-known menopausal symptoms and there are many things you can do to alleviate one or all of them. Go to chapter 2 for medical treatment options as well as natural therapies and self-help techniques that can provide immediate relief. Chapter 5 outlines simple but highly effective nutritional changes you can adopt; chapter 8 gives information on the different types of hormone therapy that can help; while chapter 9 outlines alternative therapies.









	Part 2 Sex


	YES


	NO







	1 Do you feel that your libido is flagging?
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	2 Are you experiencing less sexual desire or having fewer sexual fantasies?
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	3 Are you experiencing more discomfort when engaged in intercourse?
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	4 Have you noticed changes in your genital area?
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	5 Do you think your partner finds you less attractive?
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	6 Have you noticed any changes in your sexual responsiveness?
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	7 Is the sex you are having less fun than it used to be?
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	8 If you are still menstruating, are you up-to-date on contraceptive methods available?
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Always a sensitive subject, often if your feelings of sensuality are diminished for any reason your self-esteem also takes a knock, and suddenly your sex life shudders to a halt. It doesn’t have to be this way. See chapter 4 for the physical, psychological and emotional reasons why this can happen and how to counteract them. Also, see chapter 7 for ways to combat negative thought processes and chapter 10 for simple strategies to make you feel fantastic.









	Part 3 Emotions


	YES


	NO







	1 Are you feeling less motivated and less confident?



	[image: Images]


	[image: Images]







	2 Do you cry more easily?
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	3 Are you more anxious or irritable?
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	4 Do you feel more aggressive or hostile?
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	5 Are you experiencing more mood swings?
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	6 Are you feeling afraid or apprehensive for no apparent reason?
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	7 Are you having trouble remembering things?
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	8 Do you feel more fatigued in general?
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Some of these questions relate directly to recognized menopausal symptoms as seen in chapter 2, while others relate to psychological or emotional issues, such as stress and lifestyle choices, that can be reviewed and adapted (see chapter 7). Whatever your experiences, there are decisions you can make that will give immediate results (such as reviewing your stress levels) and others that may be more long-term (such as giving up smoking), but recognizing the problems in the first place is a step in the right direction.









	Part 4 Physical I


	YES


	NO







	1 Do you notice more lines and wrinkles around your mouth and eyes?
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	2 Is your skin more prone to spots and pimples?
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	3 Does the skin on your hands, arms and legs feel less toned?



	[image: Images]


	[image: Images]







	4 Does your hair feel more brittle and lack lustre? Is it falling out?
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	5 Are your nails more likely to split and crack?
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	6 Are your teeth more sensitive?
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	7 Are you developing more facial hair?



	[image: Images]


	[image: Images]







	8 Do your eyes feel more gritty and dry?
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The loss of hormones and the natural aging process can lead to some unwelcome changes in appearance. But don’t despair, read chapter 2 for self-help ideas to combat many common menopausal problems and chapter 10 for positive and effective ideas that will encourage you to devote time to yourself and look after your body.









	
Part 5 Exercise



	YES


	NO







	1 Are you overweight?
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	2 Do you have a regular exercise routine that you practise for at least 20 minutes at least 3 times a week?
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	3 Do you feel as if your muscles have lost their tone?
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	4 Are you experiencing more joint pain when exercising?
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	5 Do you feel exhausted and out-of-breath when undertaking light exercise such as walking?
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	6 Are you prone to falls?



	[image: Images]


	[image: Images]







	7 Do you feel less flexible when you exercise?
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	8 Do you complete a warm-up and cool-down routine after you exercise?
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Exercise is something that will benefit both body and mind at menopause, so it’s well worth reviewing your exercise routines. Take heart from the fact that any exercise is better than none at all, so by beginning with small changes in your routine and building up you can be doing yourself a great deal of good. Chapter 6 contains all the information you need to get on the move, while the information on bone and joint health in chapter 3 will give you the impetus to do so.The nutritional information in chapter 5 will help you shed that extra weight.









	Part 6 Physical II


	YES


	NO







	1 Are you experiencing more aches and pains?
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	2 Do you feel generally weaker?
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	3 Are your allergies getting worse?
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	4 Are you feeling less energetic?
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	5 Have you been told, or do you think, you are anaemic?
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	6 Are you experiencing more muscle cramps or spasms?
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	7 Are you more susceptible to inflammations and swellings?
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	8 Are you experiencing spotting or breakthrough bleeding?
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The information throughout this book will help you to understand what’s happening to you and why, and give you the tools and encouragement to ask your healthcare professional all the right questions and decide on the right course of action for you. Some of the complaints listed here can be alleviated by the advice given in chapter 2; others will benefit from the nutritional advice found in chapter 5; others may require exercise solutions (chapter 6), hormone therapy (chapter 8), medication or other medical interventions (chapter 11).The important thing is not to panic – the symptoms of menopause vary hugely from woman to woman, and only you know what’s normal for you and what’s not.
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WHAT HAPPENS DURING MENOPAUSE?





Menopause is medically defined as one straight year without periods. But the time leading up to this year – which varies from woman to woman, and may be of up to 15 years’ duration – as well as the year itself are considered part of the experience. This chapter outlines the physical changes you might expect at this time and the other changes, including mood swings, memory loss and emotional upheaval that can occur as a direct result of the body’s decreased production of oestrogen.









CHANGES TO THE MENSTRUAL CYCLE





It has become usual to refer to all the changes that take place at the end of a woman’s fertile time as ‘menopause’. In fact the word menopause simply means ‘the last menstrual period’, and no one can say when this is until a year has passed since that last period. Once a year has passed after the last menstrual bleed, a woman can say her menopause was on that date. Any subsequent bleeding is not considered normal, and a thorough investigation is advisable (see Abnormal Bleeding).


The proper name for the period of about five years around the time of the last menstrual bleed is ‘the climacteric’. This term covers the time when women’s hormone levels fluctuate and many can experience problems as their bodies adapt.
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WISE WOMAN


Follicle production


•


By the time a baby girl is 6 months old her ovaries are full of primordial follicles (about 4–500,000); each of which has the potential to develop into an ovum or egg. No more new ones will be made, and only a small percentage of these primordial follicles will develop into mature ovarian follicles and ova.





OVARIES AND PERIODS


During the reproductive years, most women’s ovaries release one or two eggs per month, and this regular ovulation takes place under the control of the menstrual cycle.


As menopause approaches, your menstrual cycle will usually change. A very few women just stop having periods without the cycle length changing in some way – but for most women periods become heavier or sparser, or stop and start over a few months. Not all women’s periods are the same, but all are considered normal as long as they happen fairly regularly and the bleeding lasts from two to eight days (usually about four to six days). The average cycle length is 28 days, but anything from 21 to 36 days is still considered normal. Your menstrual cycle may change throughout the course of your life, with many outside factors affecting it, including illness, contraception methods, weight gain or loss, stress or pregnancy.


To fully understand what changes your body goes through in the time leading up to menopause, it is important to grasp just how your monthly cycle has been controlled and what exactly your ovaries have been doing.


What Has Been Going On?


Every month at the beginning of your menstrual bleed, the area of the brain called the hypothalamus detects low oestrogen levels and sends a signal, via gonadotropin-releasing hormone, to another area of the brain, the pituitary. The pituitary in turn signals to the ovaries by releasing follicle-stimulating hormone (FSH) and luteinizing hormone (LH). FSH stimulates around 10–20 ovarian follicles to begin maturing. Usually only one or two will become mature ova ready for fertilization. The others degenerate and are reabsorbed. The developing follicles release the hormone oestrogen, which in turn acts on the lining of the uterus, causing it to grow and thicken. This first phase of the menstrual cycle is called the follicular phase.




The Frequency of Periods


Women today have more menstrual periods than ever before. Most women will have between 400 and 500 periods in their lifetime.This is partly because we live longer, thanks to better health-care and nutrition; partly because girls start their periods earlier than in the past; and mainly because women have fewer pregnancies.






When one of the follicles is ripe enough, oestrogen levels in the blood reach a peak, signalling to the pituitary to release LH. This acts on the ripe follicle to cause ovulation and the release of the mature egg, as well as production of the hormone progesterone. The egg is released from the follicle in the ovary and is drawn into the funnel-shaped end of one of the fallopian tubes, where it starts its journey to the uterus.


Most women do not notice when they ovulate, but a few notice a slight abdominal twinge or cramp known as Mittelschmerz or ‘middle pain’. Some women notice that they feel most in the mood for sex around the time of ovulation. The subsequent phase is called the luteal phase, when the ovary makes both progesterone and oestrogen, and is usually a constant 14 days in length. In the time leading up to menopause it is this phase in the cycle that becomes erratic, as egg quality and quantity decline and ovulation may not be taking place at all. During the luteal phase, the follicle that released the egg forms a corpus luteum, or ‘yellow body’, and produces progesterone. This hormone prevents other follicles from developing and keeps the lining of the uterus prepared in case the egg is fertilized and pregnancy occurs. It takes a few days for the egg to travel down the fallopian tube to the uterus, and it is during this time that the egg may become fertilized if there are sperm present.
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WISE WOMAN


Cycle length


•


The follicular phase of the menstrual cycle varies in length. If you have a 28-day cycle you will be ovulating on day 14 and the follicular phase will be 14 days long. If you have a 36-day cycle you will be ovulating on day 22. The follicular phase will be 22 days long, but the luteal phase will stay constant at 14 days.











▸ PREMENSTRUAL SYNDROME (PMS)





Some perimenopausal symptoms resemble the symptoms of PMS. During the first phase of perimenopause, progesterone levels are declining and the oestrogen levels are unopposed. This corresponds to the luteal phase of your menstrual cycle – the time during which some women suffer from PMS. Symptoms such as mood swings, bloating, cramps and tender breasts, as well as feeling irritable, depressed, nervous, anxious and tearful – or the rare condition of premenstrual dysphoric disorder (PMDD) in which symptoms are so severe that they badly disrupt a woman’s working and social life – may come and go during perimenopause. Unlike with PMS, however, they do not resolve when your period arrives. Unfortunately, women who suffer from PMS tend to have more severe symptoms around menopause than those who don’t.


Taking calcium has been shown to help premenstrual symptoms – so grandma’s remedy of a warm milky drink at night to relieve period pains and cramps seems to have a scientific explanation after all.


Many women recognize that they crave chocolate in the week before their period is due. It was once thought this was for the iron that dark chocolate contains, but chocolate also contains magnesium. This mineral helps to relieve anxiety and works with calcium to help reduce symptoms of PMS.


Evening primrose oil, which is rich in omega-6 fatty acids, and Vitamin B6, which helps with the formation of the body’s ‘happy’ chemical, serotonin, are also recommended for PMS.


If the mood symptoms are severe enough to disrupt normal functioning, a selective serotonin reuptake inhibitor (SSRI) like fluoxetine (Prozac) should definitely be considered.











3 stages of menopause







There is quite a lot of confusion about some of the terms used to describe the time around menopause.The word ‘menopause’ is popularly used to describe the whole time span in which women experience symptoms from changing hormone levels. In fact, the word simply describes the last menstrual period, just as ‘menarche’ describes the first.











Premenopause is used by some to refer to the time when menstruation is regular and before hormone levels start to decline. Some people use the word to define the time within the perimenopause before the last period.











Perimenopause includes the whole time before and after the last actual menstrual bleed – after hormone levels have started to fluctuate and before they settle, and there are no more symptoms due to this fluctuation. This is the same time span as the ‘climacteric’. It is more and more usual for women to refer to this time as their menopause.











Postmenopause actually starts the day after the last menstrual bleed and describes any time after that. It includes some of the perimenopause, and a woman after her last period is described as postmeno-pausal, although the term will not be used until a year after the last period because no one will be sure which was the last one until a year has passed. Ninety percent of women in the perimenopause who have not had a period for six months do not have another one.








If fertilization, or conception, does not take place, the corpus luteum degenerates and disappears, and the progesterone and oestrogen levels fall. The uterine lining starts to disintegrate and finally is shed as a menstrual bleed. The low hormone levels feed back information to the hypothalamus in the brain, and the whole cycle starts again.





AS WE GET OLDER


As early as age 35 the egg follicles may stop ripening in a predictable way, and even if regular menstruation occurs, not all cycles will involve ovulation, and therefore not all cycles will have the usual rise in progesterone to follow the rise in oestrogen. The oestrogen levels become lower as fewer egg follicles grow and ripen, and if none mature enough to be released no corpus luteum is formed to produce progesterone. This means that the uterus builds up a thick lining in response to oestrogen but no progesterone is released. The endometrial lining of the uterus gets thicker and thicker and when menstruation occurs there can be heavy bleeding.


The cycle will probably be longer or shorter than usual. The first sign of the perimenopause is nearly always a change in the menstrual pattern. The very first sign of ovarian decline is a shortening of the cycle. Most women have a shorter cycle in their early 40s than they did in their 20s. Subsequently, around the perimenopause they experience longer cycles and less bleeding. Some have longer cycles and then very heavy bleeds, and others continue with the shorter cycles but with very short, scanty periods – and the unlucky ones get short cycles and very heavy bleeds. These are all normal changes, but should never be assumed to be perimenopause until other problems have been excluded (see Abnormal Bleeding).


Eventually, hardly any egg follicles ripen and virtually no oestrogen or progesterone is released from the ovaries. This in turn causes high levels of FSH and LH to be released from the hypothalamus and pituitary gland, in an effort to stimulate the unresponsive ovaries. It is these two hormones that are measured in the blood to determine if a woman is in perimenopause. The FSH and LH levels fluctuate as the occasional follicle will respond, making it impossible to diagnose from a single test where in the perimenopause a woman is.








Hormone levels






Until menopause, oestrogen and progesterone are produced and released over an approximately 28-day cycle. As the supply and quality of eggs declines in midlife, hormone production from the ovaries becomes erratic. With progression towards menopause, levels of progesterone and oestrogen diminish.






Premenopausal Oestrogen levels peak in the first half of the cycle, then fall off after ovulation, as progesterone levels start to rise. Both levels decline if the egg is not fertilized, and this starts the menstrual bleed.






Premenopausal Perimenopausal Oestrogen is still being produced by the ovaries, but ovulation is sporadic, so progesterone is not produced every cycle and there may not be a monthly bleed.






Postmenopausal The small amount of oestrogen now present is mainly produced by fat cells breaking down and converting the male hormone androstenedione.
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Changing ovaries






These two light micrographs show the premenopausal ovary (top) and a postmenopausal ovary (bottom). In the post-menopausal example, there are no egg cells (primary follicles) present. All that remains is the scar tissue where the egg cells used to be. In time, the scar tissue will shrink, causing the ovaries to become smaller. In the normal ovary many egg cells are visible and they are more regular in shape.
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Upsetting the Balance


The low level of oestrogen in the blood starts to affect organs all over the body and may produce symptoms. High levels of FSH and LH may also produce symptoms, in particular affecting the metabolism of fats and carbohydrates and the chemistry of the brain. The ovaries do not stop working and continue to produce some oestrogen after menopause, as well as androgenic hormones. The type of oestrogen produced is known as estrone and is less active than the estradiol produced by developing follicles. Estrone is also produced in fat cells throughout the body. With less oestrogen to balance the androgenic (or ‘male-type’) hormones produced, the balance tips towards a more masculine-type hormone profile, leading to symptoms such as male pattern hair loss and growth, a thicker waist and an increased risk of heart disease.






CHANGES TO ORGANS AND SYSTEMS


Perimenopause refers to the years before and after the last menstrual bleed, when symptoms come and go, and you notice physical and emotional changes. This can last anywhere from two to 15 years.





SKIN


The decline in oestrogen levels has a dramatic effect on the skin, causing it to lose elasticity all over the body. Skin starts to sag and wrinkle, losing its natural moisture and texture. This is a direct result of a reduction in oestrogen, as the capillaries, connective tissue, glands and hair follicles in the skin are all affected by this hormone. The skin starts to become thinner and the layer of fat cells just under the skin diminishes.


Collagen in the skin is destroyed by ultraviolet light and the skin becomes more sensitive to the sun as it ages. Melanocytes in the skin are lost and so the ability to make pigment and produce a tan diminishes. This makes the skin more likely to burn and increases the risk of permanent damage and skin cancer.


Because the natural moisture in the skin is reduced, women who suffer from psoriasis or eczema may find that their condition becomes worse. A few women in perimenopause experience problems with pimples or acne as their oestrogen levels drop and testosterone causes the sebaceous glands to produce more oily secretions (see Skin Changes).




Keeping Hair Healthy


When choosing hair care products look for cleansing agents other than the harsh chemical cleanser sodium lauryl sulphate, and choose those made from nut oils, honey, healing plants and marine extracts (see Hair, Nail and Tooth Problems and Hair, Teeth and Nails).





HAIR


Around menopause, hair may fall out and it may also grow in unusual places. As with glands in the skin, falling oestrogen levels mean less oil is produced in the scalp and hair can become dry and brittle. The hair breaks more easily and seems to be falling out. Eventually some hair follicles cease to function and naturally lost hair is not replaced. This is due to the action of the hormone testosterone circulating without oestrogen (see Hair, Nail and Tooth Problems).


Some women notice the hair thinning all over the scalp; this may be due to a hereditary condition known as androgenic alopecia. In a few women, testosterone also causes more hair to grow, but not usually where they want it. This phenomenon is known as hirsutism, and hair can start to grow on the face, chest and abdomen (see Hair, Nail and Tooth Problems and Unwanted Hair).
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MIDDLE-AGE SPREAD


One thing almost all women notice around this time is the change in their shape. Until menopause, the oestrogen and progesterone that girls start producing at puberty have helped maintain a feminine shape. Fat is distributed on the hips and buttocks, giving an hourglass silhouette, or pear shape, with a narrow waist and rounded hips. During perimenopause, the fat distribution changes; the hips become less defined and the waist becomes thicker, with more fat being deposited on the abdomen. This is the characteristic ‘middle-age spread’. It is considered more masculine and described as the apple shape.
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WISE WOMAN


Skin and bone


•


Because skin and bone share the same type of oestrogen-sensitive collagen, there is a parallel change in skin thickness and bone density.This knowledge may help in the development of a new, easier test for osteoporosis.








Oestrogen influences enzymes that both break down and deposit fat in different areas of the body, and as oestrogen levels decline the shape change becomes more noticeable. The more the waist measurement increases in relation to hip size, the greater the risk of heart disease. There is a direct relationship between the waist to hip ratio and a healthy heart. The ratio should be less than one – and the lower the better. To work out your waist to hip ratio, measure the waist and then hips at the largest part, then divide your waist measurement by your hip measurement. Recent research has shown that waist size alone can indicate risks to health. As a general rule, a waist circumference above 89 cm (35 inches) is unhealthy for women.


In perimenopause, many women notice that their weight increases despite them not changing the way they eat or exercise. This is due to a change in metabolic rate, and from middle age onwards the metabolic rate continues to slow. As menopause approaches, changes in the levels of progesterone affect carbohydrate metabolism. Around perimeno-pause there is an increased risk of developing Type 2 diabetes. The changes that take place in the body – and in particular any increase in weight – contribute to the development of insulin resistance, and sugars and starches are no longer metabolized efficiently (see Managing your Weight During Menopause).





HEART AND BLOOD VESSELS


There has been a lot of discussion recently about the pros and cons of hormone therapy (HT) and in particular its effect on cardiovascular disease in post-menopausal women.


Before menopause, most women have a much lower risk of heart disease than men of the same age. If they do have a heart attack under the age of 50, however, they are twice as likely to die from it as a man is. The reason for this is still not clear. We do know that a woman whose ovaries are still producing oestrogen has a much lower risk of coronary artery disease, and hence a lower risk of heart attack, than a woman of the same age whose ovaries have been removed or no longer function. Oestrogen seems to protect against heart disease, and nearly all deaths from heart attack in women are in those who have passed menopause.


Oestrogen is said to have a direct effect on the muscles of the heart, improving heart function by increasing its ability to pump efficiently. Oestrogen also has a direct effect on blood vessels, and oestrogen receptors are found in the muscular tissue in the walls of blood vessels. Oestrogen will cause this muscular tissue to relax and thus keep the blood vessels flexible and dilated, and the blood pressure low. When oestrogen levels in the blood fall, the blood vessels constrict, raising blood pressure and reducing the flow of blood. As blood pressure rises, more and more damage occurs to the inner surface of the blood vessels – in particular the arteries, which carry fresh oxygenated blood to the heart, brain and other essential organs. The damaged surfaces then attract fatty deposits, which can further narrow the artery, encouraging clots to form and block the artery, eventually causing heart attack or stroke.


The mechanism by which female hormones affect the vascular system is still poorly understood and is an area of active medical research.
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The Cholesterol Factor


We know that there are two different types of cholesterol circulating in our blood and that the low-density lipoprotein (LDL) cholesterol is the harmful one. After menopause, the amount of LDL cholesterol in the blood increases and the amount of the beneficial high density lipoprotein (HDL) cholesterol decreases. LDL cholesterol is associated with atherosclerosis and hardening of the artery walls. HDL cholesterol seems to protect against heart disease by helping to remove LDL cholesterol from the blood. Oestrogen helps to keep the overall level of cholesterol down and maintain the correct ratio of LDL to HDL cholesterol.







The Changing Female Body


Some of these changes may happen to us all – many affecting men and women. Most occur as a result of the aging process rather than menopause per se. The key is to be aware of potential problems and informed about methods to avoid them wherever possible.






After menopause, blood cholesterol levels tend to go up and so do insulin levels. Insulin not only affects sugar levels in the blood, but it also helps control lipid metabolism. One of oestrogen’s direct effects is to lower blood insulin levels; as oestrogen levels fall, insulin levels go up and so does the risk of developing diabetes – a further risk factor for heart disease. Women treated with oestrogen after menopause have shown a lower risk of developing Type 2 diabetes.





BONES


Bone is being formed and resorbed (removed and reabsorbed) all throughout our lives. It is said that the skeleton replaces itself every 10 years, with some bones taking much more wear and tear than others. When we are still children the rate of growth exceeds the rate of resorption; bones will get bigger, longer and firmer, and any knock or damage to bones will cause new bone to be formed and then be resorbed as it is modelled to the right shape. The cells that form new bone are called osteoblasts, and those that resorb old or badly formed bone are called osteoclasts. The decline of oestrogen around menopause causes bones to become less dense and therefore more brittle and likely to break. This thinning of the structure of the bones is called osteoporosis, one of the main problems women may experience after menopause (see Osteoporosis).


Men generally have much stronger bones than women. From a young age men are relatively heavier than women, and their bones become much stronger and denser to support this weight. Men do suffer from osteoporosis as they get older, but far fewer men than women have fractures or serious problems, as their bones, having started stronger, take that much longer to become weak. Heavier women tend to have less serious osteoporosis than slimmer ones. This is in part thanks to their carrying extra weight, but also to the extra oestrogen produced by the fat cells.







Brittle Bones and Osteoporosis


About half of all women in the Western world have a serious degree of osteoporosis by the age of 70, and around age 60 – only 10 years after the average age of menopause – nearly a quarter of women will already have brittle bones. The lower level of oestrogen circulating in the bloodstream is directly responsible for this.


The metabolism of calcium, the mineral mainly involved in bone building, is in part dependent on oestrogen and there are oestrogen receptors in the osteoclasts and osteoblasts. The levels of available calcium circulating in the bloodstream are partly controlled by the hormones calcitonin and parathyroid hormone. Most of our calcium is stored in our bones, and if blood calcium levels fall the parathyroid hormone will act to break down bone and release calcium into the blood. Low oestrogen levels make bone more sensitive to parathyroid hormone, causing it to be broken down more rapidly after menopause (see Osteoporosis).








MUSCLES AND JOINTS


Collagen is present all over the body, and all body systems containing this important structural protein change as oestrogen levels fall. Collagen is made by oestrogen receptors in the cells. Muscle mass is reduced as less supporting collagen is made, and this can put a strain on joints. Weaker muscles mean less support for the skeleton, and as we feel weaker we move less. The less we move the weaker our muscles and bones become.


During perimenopause, some women complain of muscle cramps at night; one cause of this can be low levels of calcium circulating in the blood. Since oestrogen helps the absorption of calcium from food, falling oestrogen levels can also lead to less calcium being available for normal muscle function.






BRAIN, EMOTIONS, MEMORY AND MOOD
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One of the most common difficulties women experience in perimenopause is failing short-term memory, loss of concentration and loss of recall. Women report not being able to remember names and walking into a room and forgetting why they went into that room, or going out and then not being able to remember if they turned the oven off. To some degree, this deterioration happens to everyone as they get older; it is known as ‘benign senile forgetfulness’. When there seems to be a sudden increase in the frequency of these incidents, many women become alarmed and think that they are going mad, and this in turn can have an adverse effect on mood and emotion. There are many things we can do to improve and maintain brain function throughout our lives. The more our brains are stimulated and challenged the more regeneration and repair is stimulated.


Along with the effects of natural aging, increased forgetfulness can be exacerbated by a decrease in oestrogen production. There are oestrogen receptors all over the brain, and one of the highest concentrations of receptors is found in the hippocampus, the area of the brain concerned with memory. Oestrogen can influence the activity of the brain in many ways: it improves blood flow to the brain by acting on the blood vessels, and this in turn maintains the high oxygen supply needed by brain cells to function efficiently (see Concentration and Memory Problems).





The Brain’s Chemical Messengers


Oestrogen also has a direct effect on the production of the brain’s neurotransmitters, the chemical messengers that enable one brain cell to communicate with others. This function is particularly vital for memory. One of the most important of these neurotransmitters is acetylcholine, the levels of which are directly affected by oestrogen. Acetyl-choline also affects the regeneration, growth and replacement of neurons.


The area of the brain most concerned with mood is the hypothalamus. This is where oestrogen acts to influence the production of the neurotransmitters serotonin and dopamine. When levels of these neurotransmitters are low, symptoms of depression may ensue, and it is on these neurotransmitters that many antidepressant medications act. Using hormone therapy to replace oestrogen is often not the answer, as many other factors influence the production of these neurotransmitters and most women around perimenopause do not get depressed. At any age, but particularly around menopause, it is important to try to find a cause for the depression and work on resolving these problems, using medication as an aid rather than a solution (see Mood Swings).


Many of the symptoms relating to brain function result from the fluctuation in levels of oestrogen and not just the decline. Once the levels of oestrogen in the blood stop changing and stabilize – even though they are at a lower level than before – mood swings and emotional instability improve. This may partly be because the woman knows by then what has happened and knows that she has been through perimenopause: the changes she was experiencing have been explained, and things do not feel so out of control.






PREMATURE OR EARLY MENOPAUSE





An early menopause can occur naturally or it can be induced by medication, radiotherapy or surgery. Around 10 percent of women have their menopause before the age of 45. Of these, less than two percent will have a true premature menopause, which means their periods will have stopped by the age of 40. Most experiences of true early menopause will have been induced and are the result of surgical or medical intervention. Induced menopause can take place at any age, but the younger the woman, the more traumatic and difficult it will be for her to come to terms with it.





SURGICAL MENOPAUSE


A surgical menopause occurs when both ovaries are removed completely, and its effects start to be felt the day the ovaries are removed. The sudden drop in hormone levels, both oestrogen and androgens, means a rapid adjustment is necessary by the whole body, and severe and distressing symptoms can occur. Most premature menopause is the result of this type of surgery, and it may be performed for a number of reasons. For example, tumours and cysts can destroy the ovaries, and whether these are cancerous or non-cancerous, they may need to be removed. Likewise, in cases of severe or chronic pelvic inflammatory disease, the ovaries may have been destroyed by infection and will have to be removed. In very severe cases of endometriosis, removal of the ovaries is sometimes an option, but symptoms may recur when hormone treatment is given afterwards.





Hysterectomy


Not long ago many gynaecological surgeons used to recommend removing the ovaries when performing a hysterectomy. They justified this by saying that the ovaries were unnecessary if there was no longer a uterus to support a pregnancy, and that the ovaries should be removed to reduce the risk of future ovarian disease, ovarian cancer in particular. The majority of surgeons now feel that there is no point removing a healthy organ – which does have a very important function in continuing to produce essential hormones until a natural menopause occurs. If you are having a hysterectomy, make sure you know whether the surgeon is planning to remove the ovaries and, if so, that the reasons for this decision are clearly explained. After a hysterectomy, women tend to experience menopause around five years earlier than they otherwise would. This is thought to be the result of surgery reducing the blood supply to the ovaries, but the reason is not yet fully understood.







Problems from Induced or Natural Early Menopause


The symptoms surrounding menopause, such as hot flushes (see Hot Flushes) and reduced libido (see Changing Sexual Responses), are usually felt more intensely when menopause is induced.


Loss of fertility, particularly in women who have not yet had children, can be traumatic and may leave them prone to depression and concerned over their sexuality.


The earlier menopause is experienced the greater a woman’s risk of osteoporosis or thinning of the bones. When the protective effect of oestrogen on the cardiovascular system is lost early, cardiovascular problems, including heart disease and stroke, become more likely.









OTHER CAUSES OF PREMATURE MENOPAUSE


The other main medical reason for induced menopause is the effect of chemotherapy or radiation treatment for cancer in the pelvic area. Both of these treatments can damage the ovaries – sometimes temporarily, but often permanently – and menopause may occur immediately or a few months after treatment. Younger women may be offered the chance to have some ovarian tissue removed before treatment, and have it kept frozen for future in vitro fertilization. Women undergoing menopause at a younger age will require greater help in coming to terms with their ‘change’ and more intensive treatment to control their symptoms.


When premature menopause occurs without being induced, its cause is often unknown. One of the recognized but very rare causes is related to the effects of autoimmune disease. Your own immune system can start making antibodies to tissues in the body, as in rheumatoid arthritis and lupus (systemic lupus erythematosus, or SLE). Auto-antibodies have been known to start to attack the ovaries and eventually cause ovarian failure and menopause.


Oestrogen and progesterone therapy, delivered by various methods, has proved successful in replacing hormones. This preserves the uterus and makes it possible to try implanting a donated ovum or some of the woman’s own previously saved eggs if the woman wishes to try to become pregnant.
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WISE WOMAN


Maintaining fertility


•


Only complete removal or destruction of both ovaries results in menopause. Even a part of one ovary will be enough to continue the production of hormones in the cyclical pattern necessary to maintain the menstrual cycle and potential fertility.








SMOKING, DRINKING AND DIETING


These are all factors that can influence the timing of menopause. In general, the more you smoke, the more alcohol you drink and the less fat you have on your body, the earlier your menopause will be. None of these factors are likely to cause real premature menopause, but they may mean that your periods end a year or two earlier than they would otherwise have done (see Kicking Harmful Habits).


REVERSIBLE MENOPAUSE


Some drug treatments can cause a temporary reversible menopause. This ‘false’ menopause may be a side effect of medications or an intended part of the treatment, as in the drug treatment for endometriosis or to shrink fibroids. Early drug treatments for breast cancer, which used to cause premature menopause, have now been improved to enable a reversible menopause and allow the preservation of ovarian function. During the drug treatment women may still suffer menopausal symptoms.








▸ THE MUMPS VIRUS





The virus that causes mumps can damage and destroy the ovaries at any age. The virus can cause inflammation of the ovaries and irreversible damage to egg follicles. A girl who has never had a period may suffer from mumps and lose some or all of the function of her ovaries before the onset of menstruation. It is, however, already an extremely rare disease, and it will become rarer still now that there is a vaccine to protect against the mumps virus.
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ABNORMAL BLEEDING


For most women, the changes in the pattern of menstruation around this time will be entirely explained by fluctuating hormone levels. It is normal to have irregular periods for anything from four to eight years before the actual last period. It is also normal for periods to be lighter or heavier, a bit longer or a bit shorter. When your cycle starts to change, it is important to see your doctor to make sure the change in pattern is explained by perimenopause and not anything else. It is not normal for bleeding to occur more than one year after the last period. If bleeding occurs even six months later it should arouse suspicion and you should see your doctor quickly to find out the cause.





INVESTIGATION OF ABNORMAL BLEEDING


When you visit your doctor complaining of any of the above and you are approaching 50, he or she will want to give you a complete examination and do tests to exclude any serious causes.





Testing Methods


Your GP will perform a vaginal examination and cervical smear, and arrange blood tests for anaemia. Your doctor may also test for thyroid function if there is a family history of thyroid problems or there are symptoms evident. Thyroid disease can give many of the same symptoms as perimenopause, and if left untreated can cause serious illness.


You may be referred for an ultrasound examination of the pelvic organs (a transvaginal scan or TVS). This can be done in the ultrasound department of the hospital, but more commonly you would see a gynaecologist who specializes in ultrasound investigation. If the scan shows the lining of the uterus is thickened or irregular, you may have an endometrial biopsy; a small sample of the lining is taken using using a thin plastic tube. This can be carried out at the same time as the scan and takes a few minutes.


Alternatively, you may need a hysteroscopy under anaesthetic. Hysteroscopy involves examining the uterine cavity with a thin fibreoptic hysteroscope. The lining of the uterus will be exmained and samples will be sent it for further tests. This is often used as a treatment for heavy bleeding, and sometimes solves the problem.


Hysteroscopy will help diagnose any abnormality of the endometrium, including polyps, infection, endometrial hyperplasia and cancer.


Your doctor will suggest that you have a cervical smear if it is due; it can help to diagnose the cause of any spotting or bleeding after sex. This test involves scraping some cells from the cervix and examining them for any signs of pre-cancer or cancer. Regular cervical smears after the age of 25 will help to ensure that any abnormality will be found early and can be dealt with before it becomes serious. If the smear is abnormal, further examination of the cervix, using a colposcope to magnify the area, will be necessary. Biopsies are done of any visualized abnormalities and sent to the pathologist.







See your doctor if you experience








Very heavy bleeding, or ‘flooding’, with clots being passed, or when tampons or sanitary pads need to be changed every half hour or so.






Very long periods with bleeding lasting more than five days on more than one occasion, or when the interval between periods becomes shorter (generally less than 21 days). Fibroids, polyps, endometrial hyperplasia and, rarely, endometrial cancer may be the cause.






Continual spotting, spotting between periods, and spotting or bleeding after intercourse.This is especially important if you have an IUD for contraception or are using HT, or if there is any chance you may be pregnant. Infection in the uterus or fallopian tubes, an ectopic pregnancy, or pre-cancer or cancer of the cervix can all cause this type of bleeding.






Bleeding with severe pain, even if it is only spotting, needs rapid investigation.The cause could be an infection, an ectopic pregnancy or a fibroid problem.






Bleeding associated with fever is most likely to be caused by an infection, and the uterus and fallopian tubes need to be excluded as the site of infection.






If your periods stop suddenly, unless you have been using adequate contraception, there is a chance you are pregnant, even if you are over 50.





Any bleeding that occurs even six months after periods appear to have stopped should be taken seriously and reported to a doctor.









Blood tests will help to show whether the abnormal bleeding is due to hormone imbalance. There is some concern that if you are bleeding heavily due to unopposed oestrogen, your risk of certain hormone-sensitive cancers is increased.





TREATMENT OF ABNORMAL BLEEDING


The type of treatment depends on the cause of the abnormal bleeding and whether it is coming from the uterus or cervix.





Uterine Bleeding


Most of the time the cause of uterine bleeding (prolonged and irregular) is hormonal. In otherwise healthy perimenopausal women the treatment of choice is a slow-release progesterone coil called the IUS (intra-uterine system) or Mirena. This can be fitted by your GP or after a D&C while under anaesthetic. This lasts for at least four years and longer if it is not part of a HT programme (and has the added advantage of also acting as a contraceptive. A low-dose progesterone is delivered directly to the endometrium and prevents it from thickening. Periods become much lighter and may stop altogether. In the past, progesterone tablets have been tried to reduce and regulate the cycle, but these are less effective and more likely to cause unwanted side effects.
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