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FOREWORD


      I first heard of natural progesterone 25 years ago. Twenty-three years out of medical school and in my 20th year of family

         practice in Mill Valley, California, I had been invited to present a report on hypoglycemia to the Orthomolecular Medical

         Society in San Francisco. After giving my paper, I returned to the audience to listen to the next presentation, a talk by

         Ray Peat, Ph.D., of Oregon. His subject was natural progesterone, its many roles in human health, and a criticism of the medical

         profession for having ignored this important hormone in the care of women’s health. As I recall, Dr. Peat argued that giving

         unopposed estrogen (estrogen replacement without progesterone) to women after menopause (when periods stop) was, in short,

         the wrong thing to be doing. The force of his argument, the scientific knowledge he laid out, and the references he provided

         were a clear challenge to the prevailing practice of most of us in the room. We had all been taught that menopause (when the

         ovaries stopped making their hormones) led to a variety of female complaints that represented estrogen deficiency. We had

         believed it obvious to treat such patients with estrogen. Yet here was a Ph.D. in biochemistry telling us we were wrong.

      


      Taking the opportunity to snare Dr. Peat immediately after his talk, I spent the next hour or so with him exploring the subject further and getting his list of references. In the months that followed, I read as many of the papers he had listed

         as I could find. The evidence was strong that Dr. Peat was right: Giving estrogen alone just did not make good sense. In the

         process of this research, I came upon more and more evidence that not only was progesterone an important hormone at all adult

         ages for both men and women but also that unopposed estrogen put women at risk of undesirable, potentially lethal side effects.

      


      Just a year or so before, it had become evident that women using estrogen were at five to six times greater risk of endometrial

         cancer (cancer of the uterus) than women not using estrogen. In effect, women and their doctors had to make a cruel choice

         between using estrogen to prevent osteoporosis and increase their risk of uterine cancer or not using it and risk an earlier

         hip fracture. Further, many of my women patients on estrogen had experienced water retention, headaches, and tender, swollen

         breasts, in addition to becoming heavier no matter how they dieted.

      


      The turning point came for me when I was confronted with patients I had known for years who now had progressive osteoporosis

         and could not take estrogen because of a history of breast cancer, uterine cancer, diabetes, vascular disorders, gallbladder

         disease, obesity, or a host of other problems for which estrogen was either totally or partially contraindicated. During these

         years our community had access to dual photon bone absorptiometry (DPA), a test that accurately measures bone mineral density.

         Osteoporosis could now be measured. I remembered that Dr. Peat had told of an over-the-counter cream (Cielo, it was called

         then) that contained good amounts of easily absorbed natural progesterone and was available at local health food stores. Since

         it had been used in cosmetics as a skin moisturizer for years and I found no references indicating any safety problems, I considered the progesterone cream safe to use.

      


      So, in late 1979, I began recommending progesterone cream to my osteoporotic patients who could not use estrogen. Using annual

         serial DPA bone density tests, I followed the bone condition of these patients. To my considerable surprise, the bone mineral

         density tests showed that my patients using progesterone cream showed significant increase (average 15 percent) whereas my patients on estrogen alone showed no increase but either remained stable or actually decreased. In addition, the progesterone patients told me of one condition after another that had improved since they started using

         the cream. Their backaches had gone away, they slept better, they had more energy, they could lose weight more easily, their

         skin was less dry and less wrinkled, and their libido, which had more or less evaporated over the years, was now revived.

         And among those with a history of cancer, none had developed any recurrence or late metastases.

      


      The increase in bone mineral density was particularly remarkable. In researching the medical literature, I could find no study

         reporting any similar results. Even the vaunted estrogen has never been found to increase bone mineral density; it only slows

         the bone loss of osteoporosis. And that meager benefit occurs only in the five- to six-year period around menopause time,

         after which osteoporosis bone loss continues at a rate of about 1.5 percent a year whether one takes estrogen or not. Fractures

         prevented, as advertised by the estrogen promoters, are actually only fractures delayed. It therefore seemed obvious to me

         to add natural progesterone cream to my patients already using estrogen. When I did, the same bone benefits appeared.

      


      There was a problem, however. On adding progesterone, some of the patients complained of increased estrogen side effects such as water retention, fuller breasts, and weight gain.

         These all resolved when the estrogen dosage was reduced. This was my introduction into the mysteries of hormone balance. Each

         of these two important hormones increases the effect of the other. In nature’s wisdom, the two hormones are meant to work

         together. Year after year, as I dealt with patient after patient, I learned more and more about the multiple ways in which

         these hormones affect the body. Things that once were mysterious became clear; things I thought I knew I discovered were more

         remarkable than I had dreamt. And, most wonderful of all, my treatment of hormonally related illnesses became based on understanding

         the underlying cause rather than on symptom-based prescriptions.

      


      My library of books and papers on osteoporosis, breast cancer, menopause, uterine cancer, fibrocystic breasts, pregnancy,

         menarche, PMS, and hormones came to fill my shelves and accumulate in piles around my desk. In time, I wrote several papers

         on what I had observed in my patients. They found publication not in our U.S. mainstream journals (which demand placebo-controlled,

         double-blind studies), but in Australian, Canadian, English, and “alternative” journals. I talked to my colleagues and gave

         talks at our hospital staff meetings. The reception was warm but their looks of perplexity gave me to understand that I had

         hit what others have called “cognitive dissonance.” While unable to dispute my work, my colleagues could not understand how

         the knowledge I presented was missing from their own education and the textbooks (and the pharmaceutical advertising) on which

         they relied. In their minds, the file marked “progesterone” was filled with advertising about synthetic progestins, which

         are not the same thing.

      


      In 1993 I wrote a small book entitled Natural Progesterone: The Multiple Roles of a Remarkable Hormone in an attempt to explain to my colleagues everything I had learned about progesterone and women’s hormone balance. Without

         any advertising, this little book has become a publishing success. In spite of its technical medical language, word has spread

         about this book and thousands of women, looking for the answers they haven’t been getting anywhere else, have bought it. The

         informal networking among women on the subject of menopause and hormone balancing is a wonder to behold.

      


      I teamed up with Virginia Hopkins to write this expanded and updated version of the book in lay language so that you would

         have easier access to information about the benefits of progesterone and hormone balance in a form that is straightforward,

         readable, and easy to use. We want you to know about the history and politics of the medical and drug establishment, to be

         extremely well informed about synthetic hormone replacement therapy, to understand the biochemistry and dynamics of your own

         hormones and how they get out of balance, and most of all, to learn how to prevent hormone imbalance and how to stay healthy.

         We have given you many guidelines for determining whether your hormones are out of balance as well as detailed information

         about how to use natural progesterone and other hormones. We want to empower you to question your doctors intelligently; if

         you read this book from cover to cover, you are likely to be better informed on the subject of progesterone than they are.

         We hope that as you discover for yourself the truth of what is written here, you will insist that your doctor read it too,

         and continue the quiet but powerful revolution in knowledge and practice that is taking place regarding hormone replacement

         therapy.

      


      Since we first wrote this book in 1995, tremendous changes have occurred in conventional medicine’s approach to hormones.

         When this book was first published, I was scorned and ridiculed by my colleagues for suggesting that hormones could be absorbed

         through the skin; now there are FDA-approved estrogen and birth control patches that deliver hormones through the skin. Just

         a few years ago, hormone replacement therapy (HRT) with a combination of estrogen and a progestin was widely advertised as

         helping menopausal women with everything from heart disease to Alzheimer’s; now, thanks to the Women’s Health Initiative study

         and the Million Woman study from the United Kingdom, we know that these synthetic hormone cocktails increase the risk of heart

         disease, stroke, breast cancer, and gallbladder disease.

      


      In the past decade, first dozens and then hundreds of courageous physicians have begun to use progesterone and other natural

         hormones in their clinical practices, with great success. In fact, these are the busiest physicians I know, and I might add,

         the happiest, because their patients are healthy and happy. In this new edition of What Your Doctor May Not Tell You About Menopause, we have much more information to share with you about how hormones interact with each other and how they can be used to

         promote optimal health. We have many new studies to share and new questions to answer.

      


      There is a great thirst for knowledge in this field. Many women have known for years that they are not being served properly

         by the treatments their doctors give them, and these concerns have been validated over and over again by research. Women know

         something is wrong when 650,000 (or more) hysterectomies per year are performed in the United States. They know they are not

         victims of some mistake of Mother Nature. They know that a hormone that is supposed to cure them should not also promote cancer. Women are far

         more knowledgeable, intelligent, and intuitive than their doctors give them credit for. A revolution in women’s health care

         is under way, spurred by the efficacy of using natural hormones to help restore balance.

      


      But the full story of hormone replacement and hormone balancing has yet to be told. I’m sure that more discoveries and insights

         are ahead. Medicine is an ever-emerging science. With this new edition, I hope to share with you what I’ve learned and to

         add to the knowledge base that presently exists. It is a culmination of 30-plus years of practice, more than 20 years specifically

         studying progesterone and other hormones, the reading of countless books and articles on the subject, and conversations with

         hundreds of doctors and thousands of women in my practice, as well as the thousands of people who have contacted me to share

         their experiences. It is my firm belief that our doctors need to be reeducated in the realities of their female patients’

         hormone matters, and now that it is acknowledged that conventional HRT may be harmful and ineffective, there’s a better chance

         that they’ll listen. There is no teaching force for doctors more formidable or effective than knowledgeable, intelligent,

         assertive women. The book is dedicated to them.

      


      This book would not have been possible without the expert assistance of my coauthor, science writer Virginia Hopkins. Her

         tireless dedication to the project, her communication and writing skills, and her attributes of applied women’s wisdom have

         been indispensable not only to my understanding but to the understanding all readers will achieve concerning this important

         subject.

      


      —John R. Lee, M.D.


   

      

      
INTRODUCTION


      The change. Every adult woman in North America and other industrialized countries knows what these words refer to: the “change of life”

         that occurs with menopause. Those who have entered into menopause know it by their own experience; others know the experience

         of their mothers, an older sister, or a friend. They have heard the stories of the hot flashes and night sweats, the mood

         swings, the vaginal dryness, and the sagging breasts and fatter hips. They vow (and pray) to somehow never let it happen that

         way to them. They fear the loss of sexual enjoyment that menopause may portend. They see older women shrunken and bent with

         osteoporosis, and cannot visit an older friend in a nursing home without some dread that this may be their destiny, too.

      


      But they also know from other older women, who are vigorous and full of life, that this deterioration is not universal with

         all women. What, they wonder, makes the difference and what can be done to remain vital and healthy? Menopause, after all,

         is not a disease but only a transition between one’s childbearing years and the large segment of life that follows when one

         no longer need be concerned with monthly menstrual bleeding and the possible responsibilities of pregnancy. Womanly intuition

         tells them that menopause is not a mistake of Mother Nature, a design error from which there is no escape. Women in many other cultures appear to make this transition without all the problems

         we see here. Are they merely more stoic or do they have no audience for their complaints? Do they in fact sail through the

         change without any particular problem? Is there a difference and, if so, what makes it so?

      


      Many writers on the subject of menopause remind us that the general lack of medical history detailing menopausal changes in

         ages past can be explained by the shorter average life span common in earlier times. They point out that many mammals remain

         fertile throughout their lives and perhaps Mother Nature intended women to simply die when they were no longer able to carry

         children. This argument implies that our longer average life span is an unnatural extension of life created by our food abundance

         and improved medical care. Such reasoning is fallacious and should be put to rest.

      


      Average life span does not mean that the average person died at such and such an age. It merely means that the age of death for a sufficiently large

         number of people born during a certain time period was recorded and used to calculate a numerical average. If, for example,

         during this time period half of the children died before age 2 and all the others lived to be 80, the average life span would

         be about 40 years. Or if no children died and everyone lived until 40 and then died, their average life span would also be

         40 years. As it turns out, our longer life span is due almost solely to the decrease in childhood deaths from infectious diseases.

      


      There were plenty of older women in European and American cultures during previous centuries. The average life span of our

         first seven presidents was longer than that of our most recently dead seven presidents. Saint Patrick, of Irish fame, is credited

         with living from A.D. 385 to 461 and this (76 years) was not thought to be particularly unusual at the time. Socrates was given poison hemlock to bring about his

         death in 399 B.C. when he was 70 years old. His contemporary, Plato, lived from 427 to 347 B.C. (80 years) and was not thought

         to be remarkably old. Though these examples are male, there is no time in history when women did not typically outlive males.

         I think we can safely discard the average life span argument as a basis for the lack of historical reports of menopause as

         a crisis in women’s lives.

      


      Others might argue that women’s illnesses were not of sufficient importance to be included in medical writings of ages past.

         This, too, does not wash. Even though the typical doctor-historian was male, he would not refrain from writing about his success

         in treating such an important female malady if it existed.

      


      Another argument I have heard is that the women’s rights movement has used their media access to overstate the case regarding

         menopause problems. I have heard men exploit this argument to claim that U.S. women are spoiled. This also is nonsense, as

         anyone who treats these women can tell you. Any woman who goes through pregnancy and the delivery of a baby without undue

         complaint has got to be regarded as a strong and stoical person. When such a person tells me she is extremely distraught by

         uncontrollable hot fIashes, night sweats, mood swings, depression, and the fear of osteoporosis, I tend to believe her.

      


      The fact we must face is that women today are indeed suffering from a real menopausal disorder of which we have only a rudimentary

         understanding and for which our present mainstream treatments are simply not satisfactory. Our treatment with supplemental

         estrogen may reduce hot flashes and treat vaginal dryness, but it does so at the risk of inducing a higher incidence of endometrial

         cancer and breast cancer; it also causes unwanted fat and water retention. Consider the financial implications. Turning menopausal symptoms

         into a disease of estrogen deficiency resulted in Premarin’s being one of the top 10 prescription drugs sold in the United

         States. Until recently, let any American woman of menopausal age complain to her doctor of any symptom and the odds were she

         would receive a prescription for Premarin and a progestin. Any symptom that persists after estrogen supplementation is considered

         trivial or cause for a tranquilizer prescription or a referral to a psychiatrist.

      


      This symptom/drug approach points the way to what is amiss in mainstream medicine today. It suffers from a fixation on the

         drug treatment of health problems. The typical medical treatment program for almost any given health problem follows a war

         metaphor: Find the villain and destroy it. If a villain cannot be found, look for the destruction left in its wake. That is,

         treat the disease by killing it or, failing that, treat the symptoms. This was not the metaphor of conventional medicine of

         past centuries. Treatment concepts were previously directed at restoring balance in terms of physical, nutritional, emotional,

         environmental, and even spiritual factors.

      


      Disease is often a late manifestation of a process that has its origin long before symptoms developed. This is certainly true

         of coronary heart disease, osteoporosis, breast and other cancers, fibroids, hypertension, arthritis, and many, many others.

         Mainstream medicine focuses on the disease as it becomes symptomatic, not on the initial asymptomatic stages. If we are to

         make any advance in health care, it will come as a result of understanding initial causes, not in waiting to treat the later

         symptomatic phase. A recent study in monkeys showed that diabetes and cardiovascular disease occurred rarely in monkeys that had been fed to remain slim, but almost exclusively in those monkeys allowed to get fat, even if they later had been

         put on a diet to lose their fat. Is this not a clue to guide us in the rearing of our own children?

      


      Parallels abound throughout our present health care problems. The majority of illnesses being treated today in the United

         States stems from preventable causes. A well-researched report in the New England Journal of Medicine states that preventable illness makes up approximately 70 percent of the burden of disease and the associated costs. By shifting our view from the mainstream disease oriented categories to underlying causes, it is found that preventable

         causes account for eight of the nine leading categories and for 980,000 deaths per year.

      


      We stand at the confluence of profound changes. Our present medical system is symptom-fixated and driven by misplaced economic

         incentives, but it now faces stiff competition from alternative practitioners. Women’s health problems clustered under the

         banner of hormone balance are epidemic and not well addressed by mainstream medicine. Women are emerging from under a cloud

         of historic medical neglect and are rightly demanding new and more effective approaches. It is my hope that this book will

         provide guidance in this needed effort.

      


      Since writing my book Natural Progesterone: The Multiple Roles of a Remarkable Hormone, in 1993, and writing the first edition of this book, in 1995, I have had thousands of letters and phone calls from women

         describing the condescending, insensitive attitudes of their doctors in dealing (not very effectively) with their premenopause

         and menopause problems. A revolution is under way. Despite the lucrative incentives that sustain the present system, change

         will come because women demand it.

      


   

      

      
PART I


[image: image]


THE
 INNER WORKINGS
 OF HORMONE BALANCE


   

      

      
CHAPTER 1
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      THE CRUX OF THE MATTER: MENOPAUSAL POLITICS AND WOMEN’S HORMONE CYCLES


      

      Not so long ago, menopause was a word you did not say out loud in public, and you had to go to a medical library to find a book on the subject. Go into

         a typical bookstore these days and you’ll find literally dozens of titles on menopause. They range from praising the wonders

         of estrogen and hormone replacement therapy to personal stories of the ups and downs some women experience during the “change

         of life,” and there are now many other books written on the subject of natural hormones. What was once a taboo subject has

         become a mainstay of talk shows and women’s magazine articles.

      


      

      Menopausal Politics


      

      With 30 million menopausal women in North America and some 20 million baby boomer women in menopause or on the brink of it,

         it’s no wonder this is a major topic of discussion. What is a wonder is how we have managed to make menopause, a perfectly natural part of a woman’s life cycle, into a disease. It has

         only just dawned on us that menstruation, pregnancy, and childbirth are not diseases; now we need to realize that menopause

         is not a disease despite millions in advertising dollars spent by drug companies to convince us otherwise. The pharmaceutical companies have not failed

         to notice the huge population of premenopausal women in the pipeline, a financial gold mine in the making. Premarin, a form

         of hormone replacement therapy made from pregnant mare’s urine by the Wyeth-Ayerst Company, was one of the top-selling prescription

         medicines in the United States until the 2002 Women’s Health Initiative (WHI) study showed that PremPro (a combination of

         Premarin and a progestin) increased the risk of breast cancer, strokes, and gallbladder disease. Although Premarin/PremPro

         generated more than $2 billion in sales in 2001 and represented 22 percent of Wyeth’s pharmaceutical sales, more recently,

         sales of Premarin/PremPro have declined about 25 percent.

      


      

      In 1995, when I first wrote this book, I stated, “A large percentage of advertising and research dollars are spent trying

         to convince women that estrogen will cure everything from heart disease to Alzheimer’s, but there is scant evidence for any

         of these claims and reams of evidence that synthetic estrogens are highly toxic and carcinogenic.” Now the WHI has proven

         me correct on this, and many millions of women are searching for a safe alternative to PremPro. In my opinion, it’s not so

         much the estrogens per se that are toxic and carcinogenic, it’s estrogens used in excess, and with progestins instead of natural

         progesterone. But you will learn a lot more about this as you read further.

      


      

      The good news is that women have become guarded and skeptical about having new drugs pushed on them. After being told that

         DES, a hormone that was supposed to guard against miscarriages, was safe, hundreds of thousands of women discovered the hard

         way that it caused cancer in their children. Women were told that Valium was a safe and effective remedy for depression and anxiety, only to find out that it was addictive. Then their physicians tried to convince

         them that once they had reached menopause they should automatically go on hormone replacement therapy featuring synthetic

         estrogens and progestins, only to find it could increase their risk of deadly diseases rather than save them from the aging

         process. It is telling that only 10 to 15 percent of menopausal women chose to use conventional HRT despite intense pressure

         from doctors and the media. The real tragedy is that many thousands of women may have died or been permanently harmed because

         they used HRT, when the natural forms of these hormones, used wisely and in moderation, could have been, and still could be

         of very real benefit. In the chapters that follow, we will look more closely at how estrogen and progesterone work in a woman’s

         body and the politics of pushing drugs to women.

      


      

      

      What Is Menopause?


      

      Strictly speaking, menopause is the cessation of menses, the end of menstrual cycles. The unpleasant “symptoms” of menopause

         that some women suffer, such as hot flashes, vaginal dryness, and mood swings, are peculiar to industrialized cultures and,

         as far as I can tell, they are virtually unknown in agrarian cultures. In native cultures menopause tends to be a cause for

         quiet celebration, a time when a woman has completed her childbearing years and is moving into a deeper level of self-discovery

         and spiritual awareness. She is becoming a wise old woman. In these cultures menopausal women are looked up to and revered.

         They are sought out for advice and their opinions are heavily weighed in the decision-making process of the community. How strange that sounds to us! We know menopause as a death knell, the end of a woman’s sexuality, a descent into a dried-up

         and painful old age of arthritis and osteoporosis. How did this experience of menopause come to be? I believe it’s a combination

         of poor diet, unhealthy lifestyle, environmental pollutants, cultural attitudes, the incorrect use of synthetic hormones,

         and advertising. But first, let’s look at what happens in a woman’s body as menopause approaches.

      


      

      

      The Rise and Fall of Hormones During the Menstrual Cycle


      

      In a normal menstrual cycle, every 26 to 28 days, the ovaries, which hold a woman’s eggs, receive a hormonal signal from the

         brain that it’s time to get some eggs ready to be fertilized. Anywhere from a few to a few hundred eggs begin to mature inside

         sacs called follicles. After 10 to 12 days one egg has moved to the outer surface of the ovary and the follicle bursts, releasing the egg into

         the fallopian tube for its journey to the uterus.

      


      

      As the egg is ripening in the ovary, the uterus is ripening in preparation for the possibility of growing a fetus. The uterine

         lining thickens and becomes engorged with blood that will nourish the growing embryo. If no fertilized egg implants itself

         in the uterus, it sheds its lining. This shedding is the blood of menstruation. Then the cycle begins again, with the signal

       from the brain telling the ovary to ripen an egg (see Figure 1).

      


      

      Estrogen (from estrus, meaning “heat” or “fertility”) is the dominant hormone for the first week or so after menstruation, stimulating the buildup

         of tissue and blood in the uterus as the ovarian follicles simultaneously begin their development of the egg. Around the time

         of ovulation, estrogen causes changes in the vaginal mucus, making it more tolerant of male penetration during sexual activity

         and more hospitable to sperm. At this phase in the menstrual cycle, the vaginal mucus tends to somewhat resemble uncooked

         egg whites. Watching for this change in mucus combined with a rise in body temperature is one of the best nonlaboratory methods

         for identifying the time of ovulation.

      


      [image: image]


      Figure 1: Ovulation of a follicle


      

      About twelve days after the beginning of the previous menstruation, the rising estrogen level peaks and then tapers off just

         as the follicle matures and just before ovulation. After ovulation the now-empty follicle becomes the corpus luteum (so named because of its appearance as a small yellow body on the surface of the ovary). The corpus luteum is the site of

         progesterone production, which dominates the second half of the menstrual month, reaching a peak of about 20 milligrams (mg) per day.

      


      

      Progesterone production during this phase of the cycle, along with estrogen, leads to a refinement and “ripening” of tissue

         and blood in the uterus. Progesterone also contributes to the changes in the vaginal mucus seen at the time of ovulation.

         The rise of progesterone at the time of ovulation causes a rise of body temperature of about one degree Fahrenheit, a finding

         often used to indicate ovulation.

      


      

      If pregnancy does not occur within 10 to 12 days after ovulation, estrogen and progesterone levels fall abruptly, triggering

         menstruation, and the cycle begins anew. If pregnancy occurs, progesterone production increases and the shedding of the lining

         of the uterus is prevented, thus preserving the developing embryo. As pregnancy progresses, progesterone production is taken

         over by the placenta and its secretion increases gradually to levels of 300 to 400 milligrams per day during the third trimester.

      


      

      

      Premenopause


      

      A woman’s hormone balance can begin to shift at anywhere from her mid-30s to her late 40s, depending on a variety of factors

         such as heredity, environment, how early or late she began menstruating, whether she had children and if so at what age and

         how many, and her lifestyle. Was she exhausted trying to juggle career and family? Was she eating junk food, caffeine, sugar,

         and alcohol or whole grains, fresh vegetables, and fruits? Has she taken vitamins? Has she lived in the city or country? Was

         she exposed to toxins in the workplace? Hormone balance is intimately connected to stress levels, nutrition, and the environmental

         toxins encountered daily. We will discuss all of these factors more thoroughly in the chapters to come.

      


      

      The ability of the follicles to mature an egg and release it may begin “sputtering,” so to speak, a decade before actual menopause,

         creating menstrual cycles in which a woman does not ovulate, called anovulatory cycles. If she isn’t ovulating, she isn’t producing progesterone from the ovaries and she may begin experiencing menopausal

         symptoms such as weight gain, water retention, and mood swings. Menstrual cycles can continue even without the progesterone,

         however, so most women aren’t aware that the lack of progesterone is causing their symptoms. I call this phase premenopause. I will be discussing premenopause symptoms in more detail in Chapter 11, and have also written an entire book on the subject

         called What Your Doctor May Not Tell You About Premenopause. The phase right around the time of menopause, when hormones and brain signals to the ovaries are fluctuating, is called

         perimenopause.

      


      

      It used to be true that the majority of women began menopause in their mid-40s to early 50s. In the last generation, however,

         things appear to have changed. Women now may have anovulatory periods starting in their early 30s and yet do not experience

         cessation of periods (menopause) until their 50s. During this time, the ovaries continue to produce estrogen sufficient for

         regular or irregular shedding, creating what I term “estrogen dominance,” which will be discussed in detail throughout the

         book.

      


      

      Some women may go for years with irregular cycles and slowly wind down, or may just suddenly stop menstruating one month and

         never menstruate again. They may be overwhelmed with unpleasant symptoms or hardly notice what has happened other than not

         having to worry about birth control or tampons every month. How menopause is experienced is as individual and unique as each human being.

      


      

      During the many months of anovulatory periods, estrogen production may become erratic, with surges of inappropriately high

         levels alternating with irregular low levels. Periods of vaginal bleeding may become erratic, some much heavier than others.

         When estrogen surges, women undergoing these changes may notice breast swelling and tenderness, mood swings, sleep disturbance,

         water retention, and a tendency to put on weight. These may be the symptoms of estrogen dominance caused mainly by lack of

         ovulation and thereby lack of progesterone while their estrogen levels are still in the “normal” range. Their doctors may

         check their estradiol levels and their follicle stimulating hormone (FSH) and luteinizing hormone (LH) levels, but rarely

         does it dawn on them that their patients’ progesterone levels are too low. In taking the usual blood tests, the doctor may

         find the estrogen normal that day or even a bit on the low side and FSH levels a bit too high. On another day the estrogen

         might be elevated and FSH levels normal. If the former is found, the doctor may even prescribe some estrogen on the theory

         that the patient is nearing true menopause. The woman usually finds that this does not help her and often makes things worse.

      


      

      More often, the doctor ascribes her complaints to emotional causes or simply some defect of Mother Nature that women must

         endure. In later chapters, I will discuss this phenomenon in more detail. For the present, we will merely say that a rising

         percentage of women are experiencing premenopausal woes that are related to their hormones. The details concerning environmental

         toxins, nutritional factors, stress, adrenal hormones, exercise, and weight will be found in the chapters ahead.

      


      

      

   

      

      
CHAPTER 2
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      THE DANCE OF THE STEROIDS


      

      The word steroids may conjure up visions of muscle-bound bodybuilders and unpleasant side effects, but steroid is really a generic name for

         dozens of body regulators (hormones) made from cholesterol. Cholesterol, the basic building block for the steroid hormones, gives them all a similar structure. An analogy would be

         a basic clothing ensemble. You begin with a beige jacket and matching slacks. Add a blouse, a necklace, and some pumps and

         you have a business outfit for a corporate office. Make it black and add a scoop-neck silk blouse, cut the jacket at the waist,

         and you’re ready for a night on the town. Or make the jacket and slacks navy blue, add a button-down shirt, some epaulets

         and gold braid, and you have a military uniform. The basic suit stays the same, but the additions, subtractions, and other

         alterations make the difference in the role you play. In the same sense, all the steroid molecules resemble cholesterol in

         their basic structure. Switch a few atoms around and the role of the hormone can change dramatically.

      


      

      Without sufficient cholesterol, we can’t make sufficient steroid hormones. (If you would like to see how biochemists picture

         the cholesterol molecule, turn to the appendix.) Some of the other more familiar steroids are estrogen, progesterone,

         testosterone, the corticosteroids, and dehydroepiandrosterone (DHEA). The steroid drugs that bodybuilders use are called anabolic steroids. Anabolic means that they have a “building” function rather than a “taking apart” function. Testosterone, for example, helps build

         up muscle mass, as do some other androgens (male hormones). Although the workings of the steroids are subtle and complex,

         a slight imbalance can have major effects. Learning a bit about steroid hormones can give you an enormous advantage in making

         informed decisions about hormone replacement therapy. What I am about to tell you here, most doctors forgot a long time ago,

         but the information is fundamental to truly understanding hormone balance.

      


      

      The first step in the body’s manufacture of steroid hormones from cholesterol happens in tiny energy packets called mitochondria found within every cell of the body except red blood cells. From cholesterol, the mitochondria make a hormone called pregnenolone, which can then be transformed into progesterone or 17-OH-pregnenolone. Then, from these two steroids, progesterone and 17-OH-pregnenolone,

         all the other steroid hormones can be made by relatively minor molecular modifications, depending on body need. In this sort

         of production, one steroid is transformed into another. Many of the steps along the steroid pathway are active hormones in

         their own right even though they also serve by being transformed into yet other hormones (see Figure 2).

      


      

      Although the steroid hormones are remarkably similar in shape, each of them has markedly different effects, and these differences

         arise from very slight variations in their molecular structure. Let’s look at some of the major players in this constantly

         shifting milieu of steroid hormones.

      


      

      
The Cast of Major Players


      

      Pregnenolone Synthesized from cholesterol by mitochondria of all the cells of the body (except red blood cells), this molecule is the

               precursor to all steroid hormones.


       Progesterone A precursor to most of the steroid hormones, it is responsible for a myriad of important jobs from maintaining pregnancy

               to regulating menstrual cycles. Made primarily in the ovaries, it is described in detail in later chapters.

            


       17a-OH-progesterone A variant of progesterone, it leads to cortisol production in the adrenal cortex and to androstenedione from which all other

               sex hormones are made.

            


       DHEA (dehydroepiandrosterone) A precursor to the androgens, testosterone, and the estrogens, DHEA is important to protein building and repair. Most likely

               it has other important jobs as well that are still being discovered. It is made primarily in the adrenal glands. DHEA levels

               decline dramatically as we age, making it a primary biomarker of aging.

            


       Androstenedione and Androstenediol Androgenic (masculinizing) hormones, they are precursors to testosterone and the estrogens. Produced in the ovaries and the

               adrenals from either progesterone or DHEA, they are the source of estrogen production after menopause or loss of one’s ovaries.

            


       17-OH-pregnenolone A modification of pregnenolone created in the adrenal cortex, testes, and ovarian follicles, it is used in the adrenal cortex

               and testes to create DHEA. In the ovaries it is an alternate step for 17m-OH-progesterone production.

            


       Testosterone A male sex hormone that stimulates the growth of male characteristics and the production of sperm, it also is a precursor to the estrogens. It is made primarily

               in the testes but also in much smaller amounts by the ovaries.

            


       Estrone, Estradiol, and Estriol Female sex hormones known as estrogen, they are primarily responsible for the growth of female characteristics in puberty

               and regulating the menstrual cycle. They are made primarily in the ovaries but also from androstenedione in fat cells, muscle

               cells, and skin even after menopause.

            


       Corticosterone, Cortisol They help regulate numerous bodily functions including glucose and energy balance; they also moderate inflammation and immune

               responses throughout the body. They are made in the adrenal glands.

            


       Aldosterone Made in the adrenal glands, it controls sodium and potassium levels in the blood and is important in regulating electrolytes

               and blood pressure.

            


         

      

      Their position in the biosynthesis pathway is indicated in Figure 2.


      

      

      Choreographing the Dance


      

      The steroid hormones shown in Figure 2 are made primarily in the ovaries of women, the testes of men, and the adrenal glands

         of both sexes. As far as we know, all of the steroid hormones are made from cholesterol. This is one of the reasons it is

         so important not to go on a no-fat or nocholesterol diet. Although our body can manufacture about 75 percent of our cholesterol from other

         foods we eat, the remaining 25 percent comes directly from cholesterol-containing foods. Eliminate cholesterol entirely and

         hormone imbalance may result. Low cholesterol in the elderly has been linked to depression and suicide. As in most things,

         moderation and balance are the answer. The transformation from one hormone to another requires enzymes, which in turn require

         vitamin and mineral cofactors. A substance that is the source of another substance is called the precursor. (If you would like more detailed biochemical information about the enzymes in the steroid pathways, please see the appendix.)

      


      [image: image]


      Figure 2: Basic steroid hormone pathways in the ovary, testis, and adrenal gland. Each arrow in the pathway diagram represents

            the work of a specific enzyme. The arrow symbol was chosen because it indicates the direction of the action. Only in a few

            instances is an action reversible, as indicated by the double arrows.


      

      

      The Journey Along the Steroid Hormone Pathway


      

      As I describe the pathways in words, follow my description on the diagram in Figure 2.


      

      The journey begins on the upper left corner with pregnenolone having been derived from cholesterol. The flow of hormones then

         progresses from pregnenolone along one of two major pathways: one to the left and down through the adrenal DHEA pathway, or

         straight down through progesterone in both the ovarian and adrenal glands. Both pathways lead to what we call metabolic end points. Aldosterone, cortisol, and the estrogens are the final stops, or metabolic end points, on the steroid hormone pathways.

      


      

      With the exception of the end point hormones, all of the steroid hormone molecules are capable of being converted into some

         other molecule. Testosterone, for instance, can be a precursor of the estrogen called estradiol, and androstenedione can be

         a precursor of either testosterone or estrone, another estrogen. Estrone and estradiol can be interchanged into each other

         via a redox (reduction/oxidation) system in the liver. Progesterone is a precursor in several pathways, one leading to androstenedione

         and on to the estrogens and to testosterone, another to cortisol, and another to corticosterone and aldosterone. Similarly,

         DHEA is a precursor in the pathway leading to testosterone and androstenedione, the latter leading on to the estrogens but

         not to other corticosteroids.

      


      

      The ebb and flow of steroid hormones along their pathways is a result of enzyme action monitored and controlled by biofeedback

         mechanisms evolved over eons of time in the limbic brain (hypothalamus). It is important to realize that enzyme (and hormone)

         function is dependent on precise molecular configuration. Enzymes are large molecules continuously created from blueprints

         in our chromosomes, which generally require specific vitamin and mineral cofactors to maximize their job of transforming one

         hormone into another. (That is why a healthy diet and vitamin/mineral supplements can be so effective in helping your body work right.) Each enzyme performs but one function, such as the

         splitting of a single chemical bond in a specific molecule. To perform that one function, an enzyme must precisely “fit” the

         structure of the molecule, like a complicated key-and-lock system. Molecular conformation, or the exact and specific structure

         of the molecules, is the key to the smooth running of these enzyme pathways.

      


      

      Molecular conformation is the factor that distinguishes natural hormones most strongly from the synthetic versions sold by

         drug companies. Synthetic hormones have altered shapes not known in nature, created by the addition of atoms at unusual positions.

         Thus, synthetic steroids, such as those found in the typical hormone replacement therapy (HRT) prescription, are not subject

         to the usual enzymatic pathways. We don’t naturally have enzymes designed to handle any of the synthetic steroids; their effects

         cannot be “tuned down” or “turned off ” as needed, nor can they be efficiently excreted through the usual enzymatic mechanisms.

         Despite their advertisements, synthetic hormones are not equivalent to natural hormones. Harmony and balance, the hallmark

         of a healthy body, are lost when biologically active synthetic compounds are thrown into the dance of the steroids. The mischief

         they can create in the normal ebb and flow of vital steroid hormones is most likely responsible for a great deal of hormonal

         imbalance and resulting illness.

      


      

      

      The Dance of the Steroids


      

      Understanding steroids requires a vision into the unseen. Humans have the power to create reality beyond their normal experience.

         We do it all the time with music, books, stories, fantasies, dreams, and, yes, especially in science. Science is really the art of “seeing” forces and elements invisible

         to the normal senses. No physicist has ever seen an atom, yet she conjures an image to understand its behavior. We know that

         atoms join together to create molecules. Although the atomic bonding necessary to create molecules involves a sharing of electrons

         not well understood, we can still glean information from nature’s hidden forces. We can learn to understand, to use, and even

         to create molecules. In the “movements” that follow, I will describe my vision of the world of the biological molecules we

         call steroid hormones, based on my understanding of biochemistry. I call this vision “the dance of the steroids.” Think of

         it as action accompanied by music. Do not try to understand this vision with your logical, linear mind; allow your intuitive

         mind to grasp it for you.

      


      

      

      Four Movements: The Flow of Steroids in Our Bodies


      

      Movement 1. Andante con moto


      

      There is a land near but far away where busy workers by the millions are doing the work of the body in beautiful, flowing,

         complex harmony. These are the steroids, turning out products to match our needs, stabilizing, energizing, and nurturing our

         cells and tissues; ensuring repair and replication of vital body parts; protecting us against damage; and, for a great portion

         of our adult life, fostering the genesis and development of a new life to carry on the species after our own body ceases to

         exist. The landscape is alive with hustle and bustle but the prevailing mode is one of synchrony and balance, busy but harmonious.

         Life is throbbing in a ceaseless flow of energy. We sense the magnitude of activity, the surgings and ebbings of rhythms unseen, and the ungraspable complexity

         of it all. But at the same time we are aware of order, coordination, and purpose. Despite the complexity and energy apparent,

         there is an air of majesty and design.

      


      

      

      Movement 2. Adagio


      

      A collection of still photographs reveals workers at their benches, bakers busy in their shops, potters at their kilns, carpenters

         at their labor, homemakers in their nests, firemen at their stations, police standing vigilant, nurses doing their tending,

         and a host of activities beyond our understanding. At first glance, the workers all look identical. Closer examination reveals

         slight differences among the various classes of workers. They all seem to be made of the same parts but with minor variations

         in how the parts are put together. We see that without exception the minor differences among the workers strictly correlate

         with the work each is doing. Though all are steroids, each is designed with a specific job in mind. What at first appeared

         to us as chaos is only a fault in our understanding. Precision and synchrony are paramount.

      


      

      

      Movement 3. Allegro con brio


      

      Live video captures the hustle and bustle of myriad activities, the arrival of raw materials and the departure of finished

         products, and the ceaseless inflow of new workers and the outflow of workers apparently called elsewhere. Just off camera,

         we are told, are the cholesterol molecules having their parts rearranged to enter the scene as worker units. To our amazement,

         some workers will, in the blink of an eye, be suddenly transformed from baker to chef, from nurse to fireman, from carpenter to potter, without a hint of discontinuity or a missed beat in their activities. Their parts will

         have been suddenly rearranged and their functions switched simultaneously with their newly acquired form. This magical transformation

         is accomplished by shimmering protein globules (enzymes) passing among them, briefly embracing each selected worker molecule

         and, in a flash of electromagnetic energy, leaving them with slightly altered elements and new functions, impressing upon

         the whole scene a synchrony of design and purpose.

      


      

      

      Movement 4. Largo maestoso


      

      Some of the molecules, having reached an end point in their transformational process, are kept in balanced concentration by

         being gently swept along in an invisible current to distant parts (the liver) where, their work being done, they are wedded

         (conjugated) to bile acids and carried silently off our viewing screen. Scientists would say that they are inactivated by

         hydroxylation (in the case of estrogens) or hydrogenated and conjugated with glucuronic acid (in the case of progesterone)

         for excretion in bile. On the periphery of our video scene is a continuous magical influx of new worker units sufficient to

         meet the rise and fall of their essential functions. In this manner, excesses and/or deficiencies are well prevented and a

         sense of order pervades.

      


      

      Now that your intuitive mind has had some fun, you can go back to your logical, linear mind. For those interested in the whole

         tableau of the biosynthetic pathways complete with their molecular structure, the known enzymes (and their vitamin and mineral cofactors) that perform the transformation, and the gland tissue(s) in which each step takes place,

         turn to the appendix. You will be able to follow the transformations by simply following the arrows. It is time

         now to get on with a look at the history of hormone replacement.

      


      

      

      

   

      

      
CHAPTER 3
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      THE HISTORY OF HORMONE REPLACEMENT THERAPY AND THE ESTROGEN MYTH


      

      Estrogen replacement therapy (ERT) was first conceived in the late 1950s, the era of “better living through chemistry.” These

         were the heady, innocent postwar years when enthusiasm for controlling the natural environment with chemicals was matched

         only by the eagerness of the chemical companies to find a profitable use for their products. Concurrently, pharmaceutical

         companies were discovering the financial gains to be made by a similar philosophy: For every human ailment there is a drug

         that will cure it. Plastics, pesticides, and antibiotics were going to save the human race.

      


      

      Both the chemical and pharmaceutical companies were learning the value of cleverly disguised public relations campaigns in

         which articles extolling the virtues of a product were “planted” in magazines and newspapers. The media went along with this

         approach (and still do), reaping huge benefits in advertising dollars from these same companies. The public naïvely believed

         (and still do) that if they read it in a major publication, it must be true. Few industries have reaped more benefits from

         this public naïveté than pharmaceutical companies. The practice continues unabated to this day; the major women’s magazines

         and the nightly TV news shows are a virtual pipeline of information for drug companies eager to push their products under the guise of editorial neutrality.

      


      

      The burgeoning awareness in American industry that the media could be easily manipulated to push their products took place

         in a cultural milieu that placed an emphasis on the nuclear family, with the father out earning a living and the mother at

         home with a baby on her hip and a batch of cookies in the oven. The ultra-feminine Marilyn Monroe was the cultural ideal of

         beauty. Women were thought to be at their best pleasing their husbands sexually and raising healthy, happy children. It’s

         no coincidence that ERT was born just as the first big wave of American women raised to be happy homemakers was approaching

         middle age and menopause. Their children were leaving home, their hair was turning gray, and their breasts were sagging. Symbolically,

         their usefulness had come to an end: If they were no longer raising children, and no longer sexually attractive to their husbands,

         of what use were they? Psychological problems such as depression became common among women of this age. Millions of women

         became hooked on “mother’s little helpers,” Valium and other tranquilizers.

      


      

      Menopause Becomes a Disease


      

      Meanwhile, Ayerst, the first maker of a conjugated estrogen called Premarin, found the goose that laid the golden public relations

         egg in a Brooklyn, New York, gynecologist named Dr. Robert A. Wilson. With a list of sterling credentials as long as his arm,

         a dash of charisma, a zeal for keeping women young and feminine, and plenty of money from the pharmaceutical industry, Wilson

         hit the streets with the good news about estrogen. He used adjectives bordering on lurid to describe menopause deprecatingly as a time when women became dried-up, cranky, sexless old hags. His

         magic pill was going to save them from that “tragedy,” keeping them “feminine forever.” To make matters worse, it seems that

         almost everyone researching or writing about menopause from that point on quoted Wilson and unquestioningly accepted his information

         as fact, when in fact most of it was fiction.

      


      

      If one were to pick a year during which ERT entered public consciousness, it might be 1964. The January 13, 1964, issue of

         Newsweek carried a one-page story entitled “No More Menopause?” reporting on the work of Dr. Wilson, who was reported to have been

         studying menopause since the 1920s. He had reached the conclusion that “change of life” stemmed from a lack of the female

         hormones estrogen and progesterone.

      


      

      Meanwhile, an enterprising and unhappily menopausal writer in London named Ann Walsh happened to read the Newsweek article with great interest. She was immediately struck by the great similarity between Wilson’s description of what happens

         when one’s ovaries stop functioning and her own disturbing set of symptoms. Walsh returned to the United States for a whirlwind

         tour of interviews with as many medical authorities involved in hormone research as she could track down. Their consistently

         cautionary tone about estrogen did not dampen her enthusiasm in the least. By late 1965 she produced a book titled Now! The Pills to Keep Women Young! ERT The First Complete Account of the Miracle Hormone Treatment That May Revolutionize

            the Lives of Millions of Women! Shortly thereafter, Dr. Wilson produced his own book, entitled Feminine Forever, copies of which were quickly disseminated to doctors’ offices by Ayerst detail men (sales reps for pharmaceutical firms)

         throughout the United States, including my own office in Mill Valley, California. Even though Wilson’s own research had led

         him to the conclusion that it was progesterone and estrogen that were missing in menopausal women, his book promoted only

         estrogen for hormone replacement therapy.

      


      

      In the years of 1964 and 1965, the lay press suddenly blossomed with ERT articles. Following the January 1964 Newsweek article, there appeared the following:

      


      

      Pageant (August 1964) “No More Menopause”

            


      Ladies’ Home Journal (January 1965) “The Truth About Female Hormones”

            


      Good Housekeeping (April 1965) “Menopause: Is It Necessary?”

            


      Time (April 16, 1965) “The Springs of Youth”


      Cosmopolitan (July 1965) “Oh, What a Lovely Pill”


      Vogue (August 15, 1965) “How to Live Young at Any Age—Straight Talk About Hormones from a Famous Doctor”

            


      McCall’s (October 1965) “E.R.T.: Pills to Keep You Young” (by Ann Walsh herself)

            


         

      The economic impact of the ERT revolution was not lost on the financially minded: Even the Wall Street Journal carried a couple of lead articles on the subject. What woman wouldn’t want to maintain her youth and femininity forever?

      


      

      

      The Truth Behind the Hoopla


      

      In truth, estrogen had been very poorly researched. Its approval as a prescription drug was based on a dubious study with

         a relatively small number of women in Puerto Rico who took birth control pills. The pill used at first was only a progestin, which was later found to be contaminated with estrogen-like

         substances. When estrogen was taken out of the birth control pills, they didn’t work as well, so a synthetic estrogen was

         intentionally added. Twenty percent of the women in the study complained of side effects, but they were dismissed as neurotic.

         The three women who died while taking these pills were not autopsied to find out the cause of death. There has been ample

         evidence since then that these pills caused blood clots and strokes, but that evidence was dismissed and suppressed for the

         supposedly higher good of controlling the population explosion. Meanwhile, the pharmaceutical companies scrambled to find

         a combination of synthetic hormones that had fewer side effects. As Paula B. Doress-Worters said in a foreword to Sandra Coney’s

         excellent book, The Menopause Industry: How the Medical Establishment Exploits Women:

      


      

      

         Hormone therapy has been called a product in search of a market. Most research on menopause is designed to demonstrate the

            desirability of medicalized interventions. Although the use of hormones to help women cope with common signs of menopause,

            such as hot flashes, has been known since 1937, hormone treatment was popularized for a mass market in the 1960s. It was promoted

            not simply as a palliative for the discomforts of menopause but also as a panacea for “psychological problems” supposedly

            related to the change of life. Such claims were unproven but were treated as common knowledge. These assertions promoted a

            stereotyped view of postmenopausal older women as asexual, neurotic, and unattractive. As a result, exogenous estrogen was

            approved for prescription use without adequate testing and soon became one of the five top-selling prescription drugs.

         


      


      

      From 1965 to the mid-1970s, the ERT bandwagon sailed along with more and more women opting for the little pills that would

         keep them young. By 1975, however, a dark cloud emerged: Women on ERT were developing uterine (endometrial) cancer at a rate

         four to eight times greater than in untreated women. Multiple researchers confirmed the link between estrogen supplementation

         and uterine (endometrial) cancer. When the bad news hit the newspapers, sales of estrogen supplements dropped precipitously.

         Not only were women deciding not to start ERT and those on ERT deciding to quit, but physicians were understandably reluctant

         to prescribe it, despite its apparent virtues.

      


      

      But the estrogen bandwagon was only temporarily stalled. After a spate of papers arguing the question of whether estrogen

         “caused” endometrial cancer or merely “promoted” it (a distinction lost on most female patients and their doctors), medical

         authorities pulled themselves together and switched from ERT to HRT (hormone replacement therapy).

      


      

      The difference was the addition of the progestins (synthetic versions of progesterone). Fairly solid research existed or was

         soon accomplished to show that only “unopposed” estrogen was the culprit; estrogen combined with progestins actually prevented

         endometrial cancer. Endometrial cancer was unknown in women whose ovaries produced a proper balance of estrogen and progesterone.

         Research by Dr. R. Don Gambrell Jr. of the Medical College of Georgia and also by Dr. Lila E. Nachtigall at the Goldwater

         Memorial Hospital in New York City revealed that in women on a combined treatment program of estrogen with progestin, the incidence of uterine cancer was considerably less than in controls (women not receiving hormones).

      


      

      The parallel fear of estrogen causing breast cancer was addressed in the same manner. Studies of women on HRT were reported

         to show less breast cancer than in women not on HRT. Whether this question was truly resolved or not (it wasn’t), the ERT

         bandwagon was soon back on track as the HRT bandwagon.

      


      

      The promoters of HRT also decided that estrogen and progestins could cure other ills and were soon declaring that HRT would

         also lower a woman’s risk of heart disease and would prevent osteoporosis. These assertions were followed by massive marketing

         campaigns to “popularize” osteoporosis and educate women about it. I have had literally hundreds of women tell me that their

         doctors have “threatened” them ominously with predictions of heart disease and osteoporosis if they didn’t take estrogen—regardless

         of whether they had any risk whatsoever for these diseases! The first assertion, that HRT protects women from heart disease,

         is not true, as you will discover throughout this book, nor does it reverse osteoporosis, but these myths persisted until

         very recently. Most people don’t have the medical background to check and question the original research from which these

         assertions are made.

      


      

      Somewhere early in the development of the HRT industry, progesterone was not only forgotten, it was mislabeled and mistaken

         as its distant cousins, the synthetic progestins. Even well-researched books on menopause tend to make this error: They never

         question whether the use of natural hormones might have some benefit, and they never question what happened to natural progesterone.

      


      

      In rereading the early papers on estrogen replacement therapy I can sense the zeal and honest conviction of the authors. However, in retrospect, I can also see the narrowness of their views. They failed to ask some important questions,

         such as: Do women in other cultures experience the same menopausal symptoms and, if not, why not? Are there other causal factors

         operating here? What about side effects such as weight gain, water retention, migraine headaches, breast swelling, and fibrocystic

         breasts? Why do symptoms start before menopause, when estrogen levels are still high? Whatever happened to progesterone? What

         about HRT side effects of progestins? Within a specific culture, are symptom differences among women related to exercise,

         diet, or work environment? Their enthusiasm for estrogen seemed to blind them to this wider view.

      


      

      It has been assumed that most women suffer from menopause symptoms. However, in checking the research, I can find no solid

         evidence to back up this assumption; most of it is anecdotal. My own hunch, based on 30 years of family practice and conversations

         with tens of thousands of women around the country, is that a small percentage of women suffer from severe enough hot flashes

         and vaginal dryness to warrant treatment with natural hormones. Then there is a large population of women in their mid-30s

         and on up suffering from the symptoms of estrogen dominance brought on by a sedentary lifestyle, a poor diet, birth control

         pills, HRT, and exposure to environmental estrogens. Many of these women can find relief simply through exercise and a good

         diet. Others can solve their problems with a few herbs, vitamins, and mineral supplements. Most of the rest find relief by

         using a natural progesterone cream. My observation is that estrogen is needed by only a very small percentage of women, and

         then often for only a short time.

      


      

      Sandra Coney, author of The Menopause Industry, carefully researched the claims made about how ill menopausal women really are. She has also found no good evidence that the majority of menopausal women are unhealthy, suffer debilitating symptoms, or lose their sex drive.

         The majority of women showing up in doctors’ offices with problems have had their uterus and/or ovaries removed, a very specific

         kind of menopause. Menopause as a disease has been largely fabricated by physicians and the pharmaceutical industry. Moreover,

         there is also no evidence to support the claims that estrogen alone retards aging, keeping women “young and feminine” forever.

         On the contrary, for most women it has unpleasant side effects ranging from annoying to life-threatening because it is prescribed

         in unnatural forms and in excess.

      


      

      

      Perpetuating the Estrogen Myth


      

      Given the above, one might ask: How does this estrogen-deficiency mind-set maintain its hold on the medical profession and

         the public? Is there some sort of censorship that controls what is published in our journals? The answer is yes and no. There

         is no formal censorship, but there is an economic incentive that has subtly persuaded the policies of advertisement-dominated

         journals to continue the estrogen myth. Consider the following by Jerilynn C. Prior, M.D., an endocrinology professor at the

         University of British Columbia, Vancouver, excerpted from an article she wrote entitled “One Voice on Menopause.” Her words

         speak for themselves:

      


      

      

         He spoke carefully, choosing his words, “Maybe you had better not write it, then. I’d hate to see you put effort into it and

            then be unable to have it published.”

         


         I had been invited to be an author for a short, practical chapter on osteoporosis for a monograph for family doctors about

            menopause treatment. I was telephoning the editor, a young academic gynecologist, to ask for guidelines about my chapter.

            As we talked, it became clear what I was expected to write: All menopausal women need estrogen treatment to prevent osteoporosis.

         


         “Thank you anyway,” he said. “Good-bye.”


         As I hung up the phone I felt a great mixture of feelings. At first I was relieved. I can certainly manage without an additional

            deadline! Then I was filled with a bitter chagrin—I was dismissed and neatly eliminated from the scene. I was not allowed

            to say what I thought was true and what I felt would be helpful for doctors and their patients. The worldview of this gynecologist

            left no place for honest scientific debate. When all those feelings had settled, I was angry. How dare he impose his view

            of the world on me and, for that matter, on women! With no hesitation, he had defined a natural phase of life, inevitable

            for half the world’s population, as a disease.

         


         I am the first to admit that I am not a menopause expert. I am only a perimenopausal woman with 15 years of practice in reproductive

            endocrinology who has conducted (and been able to publish a few) prospective studies of reproduction. My own experiences,

            the histories of my patients, and the science that is pertinent, prospective, and randomized leave me deeply skeptical that

            menopause is a medical liability and, most of all, that estrogen deficiency is the major problem. I am astonished, for example,

            at how little “science” prepared me for my own perimenopausal experiences. The current view that estrogen levels gradually decrease in cycles that become longer and then

            scant before the last flow is based on a study of eight selected women who had blood drawn daily across one cycle that was

            some unspecified duration into the four years of the usual menopause transition. In contrast to this, in the last two years

            I have had hot flashes and night sweats and I haven’t missed one menstrual period. I continue to have cycles that are normal

            or short in interval, tend to be heavy in flow, and, with two exceptions, have been absolutely normal in ovulatory characteristics

            (normal luteal phase length of ten or more days).

         


         What if I had told this editor that I believe I am currently experiencing estrogen excess? Otherwise, I find it hard to explain

            my short follicular phases, early and increased cervical mucus production, short cycles, breast enlargement, and nipple tenderness.

            Is my experience a figment of my imagination? What I have learned from my own experience, has, however, been reported….

         


         Neugarten, for example, found that the symptoms of perimenopausal women resembled those of adolescents more than those of

            postmenopausal women (with the exception that adolescents had fewer hot flushes). When breast tenderness, weight gain, bloating,

            and mood changes occur in adolescence, however, they are ascribed to high estrogen exposure. Yet, when these same symptoms

            are experienced during the transition to menopause, they are caused by “estrogen deficiency”!

         


         I flashed back to my telephone conversation. He was not pleased when I said I thought menopause was a normal phase of every woman’s life. No, it would be too confusing to write that. “The literature clearly indicates that

            menopause causes heart disease and osteoporosis. Also, it causes vasomotor symptoms, mood changes, decreased sex drive, and

            other problems,” he said. I said I would write that each woman herself must make the final decision about whether or not to

            take hormone treatment. He responded glibly, “Of course, but doctors must tell each woman that she is estrogen deficient so

            she will make the right choice.”

         


         “How would you feel if you knew you were condemned to become diseased when you reached your late forties or early fifties?”

            I said.

         


         He didn’t answer. Instead he retorted, “If I were a woman, I would take estrogen.”


         “But some women don’t feel well on estrogen,” I protested.


         “Estrogen treatment, I mean hormone treatment,” he corrected himself, knowing my belief that progesterone is also an important

            female hormone, “is benign. Most women tolerate hormone treatment very well.”

         


         When I didn’t answer, he went on, “I have colleagues coming from all over asking me to put their 40-year-old wives on estrogen

            so they won’t get heart attacks.”

         


         “Why aren’t the 40-year-old wives themselves coming?” I asked gently, now feeling helpless.

         


         He didn’t answer my question.


         Perhaps, I thought to myself, those 40-year-old wives of physicians didn’t feel diseased. Maybe they were more willing to

            take their chances for a heart attack than they were to risk endometrial cancer. “I think a lot of women are more afraid of endometrial cancer, which they

            believe they can avoid without treatment, than of osteoporosis, which they feel they probably won’t get if they maintain a

            healthy lifestyle,” I said.

         


         “The risk for endometrial cancer is very small,” he retorted quickly, “when progestins are given along with estrogen.” Then

            he added, “And most women who get endometrial cancer will have totally curable lesions anyway.” As if “a little” endometrial

            cancer were just a nuisance….

         


         I also remember mentioning to him that I didn’t think there was sufficient evidence for the notion that estrogen treatment

            prevented heart attacks. In all the many trials, the women who were given and took estrogen treatment were healthier and had

            fewer known heart disease risks like obesity and sedentary lifestyles than the nonrandomized, nonblinded “control” women who

            didn’t or wouldn’t take estrogen. Before he could reply, I continued, “You know that the only double blind randomized controlled

            studies of conjugated estrogen treatment, studies that were performed in men, showed no prevention of heart attacks and sufficient

            various complications (pulmonary emboli and thromboses) that the trial was prematurely stopped. Furthermore, there was an

            unexplained but significantly increased cancer risk, for cancers of all types, in the estrogen-treated men.”

         


         “Yes, I know,” he said flippantly. “That’s why I’m not on estrogen.”


         It was no use. He was unshakable. His message was truth: Menopause is an estrogen deficiency disease and must be treated with estrogen. I have both a clear idea of what I am experiencing as a perimenopausal woman and a scientific understanding of reproductive

            endocrinology. Yet my experiences are dismissed since they don’t fit the current notion. He is not the only one who is certain

            of the menopause truth. So are other influential physicians: “We suggest estrogen treatment for all women with any stigmata

            of hormone deprivation.”

         


         Yet what do we really know?… Can we predict a given woman’s hormonal changes or experience based on her reproductive life, family history, weight,

            and exercise? No, we cannot. Instead we ascribe everything that happens in the years before the last period to “estrogen deficiency”

            and assume that women who don’t fit the pattern are imagining things. In reality, we know more about the natural history of

            AIDS than we do about the menstrual transition!

         


         As I put the phone down, I mused. At least this time I had had a fighting chance to get across a different view of menopause.

            I knew the booklet editor and he knew of my work. I was even asked to write the chapter. Yet, despite all of these factors

            in my favor, I was not heard. Although I am chronologically his senior and academically his peer, I had been given no say.

         


         If my voice can be so easily and effectively silenced, are other women likely to be heard?


      


      

      There you have it: A highly regarded female reproductive scientist, who by virtue of her personal experience, her own scientific

         studies, and professional knowledge of the relevant literature is dismissed from her task of writing a chapter on a subject she knows very well, the reason being that her conclusions do not fit the prevailing estrogen dogma.

         The same would be true of other experts whose conclusions differ from the “acceptable” line.

      


      

      

      The HRT Chickens Come Home to Roost


      

      By the mid-1990s, there was ample scientific evidence that HRT was not living up to its promise and even that it was probably

         doing more harm than good, but the many excellent studies showing this were ignored in favor of continuing hype from the drug

         companies about all the diseases that HRT could prevent. The majority of physicians were solid in their belief that every

         menopausal woman should be on HRT, even though only 25 percent of patients continued on it, because of the side effects. Many

         women, rather than being taken off the HRT when they complained of weight gain, bloating, breast tenderness, anxiety, depression

         and insomnia, were instead given sleeping pills and antidepressants, which made them feel even worse.

      


      

      Then, in the summer of 2002, two major studies published in the Journal of the American Medical Association (JAMA) finally changed the fixed mind-set of conventional medicine toward HRT. About that time I received an e-mail from

         a woman who had read one of my books and as a result had gone to her doctor and asked to be taken off of PremPro and put on

         natural hormones. His response was, “Now why in the world would you want to do that?” When she tried to explain he interrupted

         her, ended the visit, and left her with another prescription for PremPro. I have received literally thousands of letters with

         similar stories over the past decade.

      


      

      The first blow to HRT came from the huge Women’s Health Initiative (WHI) study, one part of which looked at the effects of the most common form of HRT, PremPro. This arm of

         the study was ended after five years (three years early) because of a clearly greater risk of invasive breast cancer, heart

         disease, and strokes among women using PremPro [Premarin (equine estrogens) plus Provera (a synthetic progestin)].

      


      

      The study analyzed the health of 16,000 women aged 50 to 79 years. After five years, those using PremPro had a 29 percent

         higher risk of breast cancer, a 26 percent higher risk of heart disease, and a 41 percent higher risk of stroke.

      


      

      To personalize these numbers a bit more, let’s project them out into the general population: of the 6 million women who are

         reportedly using PremPro (this is a very conservative estimate and doesn’t count the millions of women on other combinations

         of HRT), this would translate to approximately 4,200 women who would get breast cancer, 4,800 women who would get heart disease,

         and 10,800 women who would have a stroke in a five-year period because they were taking this form of HRT. If we extend these

         numbers out over a decade, nearly 40,000 women would be harmed (many of them killed) by taking these drugs. That’s an epidemic,

         and it doesn’t include all the women who suffer from weight gain, fatigue, depression, irritability, headaches, insomnia,

         bloating, low thyroid, low libido, gallbladder disease, and blood clots as result of taking the medication.

      


      

      One of the most disturbing aspects of this scenario is that it was created due to the carelessness of conventional medical

         practice, which dictated—in my opinion, without good supporting evidence of safety and efficacy—that most women over 50 complaining

         about symptoms even remotely related to menopause be put on HRT. In most cases their hormones weren’t measured to find out which ones they needed or how much, and they were subjected to a one-dose-fits-all

         mind-set that created overdoses of estrogen for millions of them. Furthermore, the efficacy of progesterone in hormone replacement

         has been largely ignored in favor of the patentable (and therefore more profitable) synthetic counterparts known as progestins.

      


      

      Shortly after the WHI study was halted, another study was released, this one from the Breast Cancer Detection Demonstration

         Project, part of a nationwide breast cancer screening program, and it showed that estrogen-only hormone replacement (ERT)

         increases the overall risk of ovarian cancer by more than threefold. Given what we’ve known for at least 20 years about unopposed

         estrogen’s cancer-promoting properties on a woman’s reproductive system, the concept of giving only estrogen to women without

         a uterus should never have taken hold in medical practice in the first place.

      


      

      In spite of overwhelming evidence that conventional HRT may do more harm than good, the drug companies have not given up the

         fight to convince American women to take it. One of the most common ways that undesirable results of medical research are

         hidden or skewed is by the clever manipulation of statistics. Conveying information is not as straightforward as most people

         imagine. It is a highly manipulative art form that can, on the one hand, convey full and even profound understanding but,

         on the other hand, can obscure or misrepresent the truth without actually being a lie. Clever people make a good living at

         doing the latter as, perhaps, in the world of advertising or selling real estate, or in politics, for example, where it is

         considered a valuable asset. In the hard sciences, such as physics and chemistry, misrepresentation and obscuration are less

         common since, if uncovered, the damage to one’s reputation is quite severe. In the health sciences, the picture is somewhere

         in-between.

      


      

      A few months after the results of the PremPro arm of the WHI were released, I watched a very popular talk show one afternoon

         that was ostensibly about breast cancer. One of the guests, a woman doctor well known for avidly promoting HRT in the media,

         continued to insist that HRT was very safe, highly beneficial, and that the WHI results were essentially nothing to worry

         about. Her only nod to the study was to suggest that maybe women should use HRT for only a few years around the time of menopause,

         and not think of it as a lifetime prescription. She justified her lack of concern by interpreting the statistics from the

         WHI in a way that was technically correct, but terribly misleading. She did this by claiming that the 26 percent increase

         (a 42-woman difference) in breast cancer during the study was actually not all that important since the 42 extra cancer cases

         out of 8,000 women on the HRT is a small number, and represents only 0.5 percent of the 8,000 women in the study.

      


      

      To the unwary, this sounds like an insignificant percent. However, at the time, there were over 6 million women using the

         PremPro compound in the United States. Six million is 750 times greater than 8,000. If the ratio holds nationwide, the 42

         extra cases in the WHI study indicate a possible increase of 31,500 cases of breast cancer clearly correlated with PremPro.

         This is one reason why the study was stopped early! No “treatment” that could possibly cause an extra 31,500 cases of breast

         cancer should be used. And this does not count the significantly increased incidence of stroke and gallbladder disease.

      


      

      To add insult to injury (literally) the real-world numbers are certainly much higher than this, because the women selected for the WHI study were carefully screened and eliminated if

         they had any history of heart disease, diabetes, stroke, or breast cancer, which is not representative of how the majority

         of women have been prescribed HRT in doctors’ offices.

      


      

      Nor do these numbers account for the fact that 40 percent of the women who originally enrolled in the study dropped out, mostly

         due to side effects. And what happened to the 40 percent of women who dropped out of the study early? According to an article

         by New York Times science writer Gina Kolata, the National Institutes of Health (NIH) reported that “Those women who stopped taking the hormones

         after enrolling in the study had more breast cancer than those who never took the hormone…. Dr. Richard Rodes, the director

         of the National Institute on Aging, said, ‘People who are presuming that there is no increased risk unless you have been taking

         hormones for four or five years are overinterpreting the study.’” In other words, we really don’t know that HRT is safer if

         you take it for only a year or two. Buyer beware.

      


      

      The time has come to clear the air and face reality. That is in part the purpose of this book. Mainstream medicine has been

         firmly entrenched in its belief that menopause connotes the onset of an estrogen deficiency disease that requires estrogen

         treatment. This, as you will discover, is not only scientifically inaccurate but is a parochial, patriarchal, and narrow-minded

         view that acts to retard a deeper and more constructive understanding of the problem. In the chapters to come, you will discover

         a better answer.
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