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To my husband Paul.


 


Without his love, integrity and confidence then I would be nothing.










Author’s note


 


The guiding principle of this book – and my wider career – is to provide accurate and evidence based information about the perimenopause and menopause for all. Throughout, I refer to the menopause affecting women. ‘Women’, ‘woman’ and ‘female’ include anyone who experiences the perimenopause or menopause; I acknowledge a broader group of people who may identify as transgender, gender fluid, agender or non-binary, who may also experience the menopause.










Introduction


It was late on a Friday afternoon when an email popped into my inbox.


The message was from a contact putting me in touch with Pete Smith, whose wife, Victoria, took her own life in 2021, after a two-year struggle with her mental health. A remarkable solicitor, described by her loved ones as calm, confident and the lynchpin of the family, Victoria was just fifty-one when she died.


In the months before her suicide, Victoria and Pete had asked those in charge of her care whether the change in her mental health was linked to the perimenopause – the time directly before the menopause when hormone fluctuations can affect mood. They asked whether Victoria’s perimenopause could have been responsible for, or at least contributed to, her sudden mental illness when she had never previously experienced any such difficulties.


Pete says those questions were dismissed and, instead, Victoria was treated with a range of medication geared to treating clinical depression, starting with antidepressants and eventually lithium. A patient-safety investigation carried out by Victoria’s local NHS trust after her death found that perimenopause could well have been one of the major factors they never seriously considered.


Pete was determined to raise awareness of the impact of perimenopause and menopause, so no other family would have to go through what his did. So even though it was the end of another long working week, I knew I couldn’t leave my desk without speaking to him. I picked up the phone and dialled his number and, if I’m honest, I didn’t really know what I was going to say. What can you say to someone who has lost their wife in such awful circumstances?


Pete answered, and I was immediately struck with how strong and articulate he was. With a background in construction, he was the first to admit that menopause wasn’t exactly the usual topic of conversation for him, but such was his determination that more people were informed about perimenopause and menopause that this didn’t matter.


Like Pete, I too have a desire to raise awareness and help others: it is precisely the reason I have written this book. As a menopause specialist and GP, every year I see hundreds of women who are struggling with menopause, and thousands more reach out on social media looking for advice on symptoms like anxiety, fatigue and physical aches and pains that have impacted their relationships, social lives, confidence and careers.


The lack of knowledge and recognition of the impact of hormones on our physical and mental health (among women and healthcare professionals alike), scant research on women’s health issues and confusion over treatments mean that many women are missing out on the support they need.


When the doors of my dedicated menopause clinic opened in 2018, I couldn’t have predicted the surge of demand but, after hundreds of years, menopause is finally moving more into the mainstream.


And it’s about time, too. Some 1.2 billion women worldwide are currently going through menopause. What was once a secretive issue that women barely spoke about even with their own daughters or close friends is now the term on everyone’s lips, within families and right through to the boardroom.


With this explosion of interest comes the need for clear, practical information and advice. That’s why I wanted this book to be a more detailed, deeper dive into menopause than anything I’ve ever done before.


In these pages are four key elements:


 


1. The essentials: must-know information that is evidence-based and accessible.


2. Exclusive research: for the purposes of this book, I have conducted surveys among women on everything from careers and relationships to mental health and will be sharing the findings here.


3. Common questions answered: I’ll be using my experiences as both a doctor and a menopausal woman to make sure every page of this book answers your key questions.


4. Expert views: a panel of experts in fields including neur-ology, nutrition and psychology. In my working life, I am privileged to work with numerous professionals who make an incredible difference to women’s lives, and throughout the book are their contributions on everything from mental health to nutrition. There are contributions from fitness guru Joe Wicks on exercise, renowned psychotherapist Julia Samuel on relationships, consultant dermatologist Sajjad Rajpar on hair and skincare, to name but a few.


 


I was also determined that this book should shine a light on the issues that are all too often overlooked when it comes to good menopause care. Issues like inequality of care for women from minority communities and early menopause, plus coping with menopause alongside other conditions, including cancer.


It’s my wish that every woman who reads this book will have the information she needs to thrive during her menopause, and that loved ones and colleagues will get what they need in order to offer practical support.


 


How to use this book


This book is designed to be read however you want to. You can choose to read it from cover to cover to get a complete overview, or just dip in and out and look at the parts that are most relevant to you (there are sections on menopause and the workplace, relationships, family history, through to diet and exercise). However, whatever your reason for picking up this book, I’d advise that you read Chapters 1 and 2, which look at hormones, why they are so important for women’s health, symptoms of perimenopause and menopause and the treatments that can help.


Menopause is anything but one size fits all, and your experience can differ from your relatives’ and friends’. You might have terrible hot flushes, or you might never have a single one, for example. The start of each chapter clearly sets out four key things you will learn, while threaded throughout are ‘timeouts’, designed to help you get the most out of each section by posing key questions, encouraging you to think about the information you need to help you deal with your own particular symptoms and how you can advocate for yourself.


Read at your own pace, so you can absorb the information and use the timeouts and case studies as your time to reflect. Remember, this isn’t a race – this is a resource to use how you want to. If you find it easier to read a few pages at a time in the bath or keep a copy by your bedside, then great. Or if, like me, you are a morning person and would better absorb information by flicking through at the weekend over your first coffee of the day, then go for it. It’s completely up to you. Either way, I will be touching on some potentially personal and difficult subjects, so take a break when you need to – but remember how much better informed and positive you’ll feel by the end of the book.


Now let’s begin.
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What Are Hormones – And Why Are They So Important?


 


Four things you will learn in this chapter:


1.        What hormones are and why we need them


2.        All about oestrogen, and the other key hormones


3.        How hormones play a part during significant points in our lives, from PMS to pregnancy and post-birth


4.        What happens when hormone levels fluctuate and fall


 


‘Is it your hormones, dear?’


How many women have been on the receiving end of a tone-deaf statement like this when they’ve dared to show emotion or said something the other person hasn’t agreed with?


Let’s face it – our hormones do carry the can for changes to our physical and mental health. Slamming doors during your teenage years? That’ll be your hormones. Feeling weepy, upset or just downright angry around the time your period is due? Hormones again. And many women with children will recall ghastly morning sickness during pregnancy or crashing moods in the days after giving birth. That’s right, it’s all down to hormones.


After each of my three children was born, I felt tearful, melancholy and low in my mood. I also experienced dreadful night sweats, terrible joint pains, crippling migraines and urinary symptoms, but naively thought these were all related to the tiredness you experience when having a baby. I just didn’t think they were due to the rapid drop in hormone levels that had occurred. Everyone always talks about ‘baby blues’ without offering much – if any – help regarding actual treatment. I often wonder now how I would have felt if someone had given me some hormones to top up my very low levels.


But what about the good work that hormones do inside our bodies? And while we are on the subject, what exactly are hormones, anyway?


If you’re picking up a book about the menopause, then it’s probably safe to say you’ll have heard of oestrogen, a key hormone in a woman’s life. But a deeper understanding of the role of oestrogen and other hormones will help you to appreciate just how much falling levels affect you during perimenopause and menopause.


First, though, let’s take a look at the role of hormones in supporting overall health and wellbeing.


 


Timeout #1: Hormones


Take a few minutes to consider what you may already know about hormones, the menopause and your overall health:


• How many hormones can you name?


• Where in the body are they produced?


• At what key events during a woman’s life do hormones come into play?


 


 


Hormones explained


Simply put, hormones are chemical messengers found throughout your body to tell it what to do, and when. They are involved in your growth and development, metabolism, emotions, sexual and reproductive function, sleep and blood pressure. They help you fall in love, bond with offspring, power you to the finish line and make you feel happy, sad, furious and everything in between.


Hormones originate in your endocrine system – a network of organs containing glands that create and release them into your bloodstream. They then travel towards all your organs and tissues, where receptors in your cells recognise and respond to them.


Your endocrine system, and the hormones it produces, helps your bodies to maintain homeostasis – a constant internal envir-onment in response to internal and external changes – and to function properly. Compared to your nervous system, which uses not only chemicals but also electrical currents to help all parts of your body to communicate with each other, hormones are much slower and act over a longer period, sometimes years.


Endocrine glands are located throughout your body and include the following:


 


• The hypothalamus: located in your brain, the hypothalamus is a bit like the powerhouse of the endocrine system, linking your endocrine and nervous systems together.


• Pituitary gland: a pea-sized gland located at the base of your brain, the pituitary gland receives signals and secretes hormones from your hypothalamus and produces its own hormones.


• Pineal gland: located deep in your brain, this gland produces melatonin, a hormone that helps to regulate your wake–sleep cycle.


• Thyroid gland: a butterfly-shaped gland found at the base of your neck; thyroid hormones made here help to regulate your metabolism.


• Parathyroid glands: these four glands, found just behind your thyroid, secrete hormones to help your body maintain adequate calcium stores in your bloodstream to protect bone health.


• Adrenal glands: small, triangular-shaped glands located on top of both kidneys, these produce hormones in response to stress and help to regulate blood glucose and metabolism.


• Pancreas: situated in your upper abdomen behind your stomach and in front of your spine, the pancreas produces glucagon and insulin – hormones that help to regulate blood sugar.


• Ovaries: these are two small, oval-shaped organs in your pelvis located on either side of your uterus (womb). The ovaries produce the hormones oestrogen and progesterone (I will be going into much more detail about the roles of your ovaries, oestrogen and progesterone). They also produce testosterone, another hormone.


 


Spotlight on oestrogen


Oestrogen is central to the development and functioning of your reproductive system, and the development of female characteristics, such as breasts. It also plays important roles in bone health, memory and cognition and cardiovascular health; in fact, there are oestrogen receptors in cells throughout your body.


Oestrogen is actually an umbrella term for three types:


 


• Oestradiol: the main form of oestrogen in your body during your reproductive years


• Oestrone: the main form of oestrogen that your body makes after menopause


• Oestriol: the main form of oestrogen during pregnancy


 


Chiefly made in the ovaries, but also in small amounts in the adrenal glands, oestrogen regulates the menstrual cycle – the process by which the body prepares for possible pregnancy. Every month, one of the ovaries releases an egg (known as ovulation). At the same time, hormonal changes prepare the uterus for pregnancy. If the egg isn’t fertilised by a sperm, the lining of the uterus sheds through the vagina – and what we know as a period happens.


However, it is the effects of oestradiol on your immune cells that is the most important and relevant when it comes to your health. All your different immune cells have receptors for oestradiol on them and when it stimulates them, these cells can increase in number, be genetically reprogrammed and also change their function.


Research has shown that low oestradiol levels can lead to more inflammation in the body, whereas your immune cells work optimally when oestradiol levels are adequate. More inflammation leads to an increased risk of numerous conditions, including cardiovascular disease, osteoporosis and cancer. Even Alzheimer’s disease, osteoporosis and clinical depression are considered to be inflammatory diseases.


When your immune system is not working optimally and there is more inflammation in your body, you age faster and the risk of disease increases. This process is often referred to as ‘inflammageing’.


Menopause leads to accelerated inflammageing in your body, due to the low hormone levels that occur. A healthy lifestyle is also important in reducing inflammation.


Other important hormones you need to know about


Oestrogen is the main hormone we talk about during perimenopause and menopause, but there are a number of others you’ll hear mentioned when it comes to discussing symptoms, tests and treatments.


Follicle-stimulating hormone (FSH)


This is released from your pituitary gland during menstruation and it stimulates your ovaries to produce oestrogen.


Luteinising hormone (LH)


LH is released from your pituitary gland at ovulation and causes your ovary to release an egg during ovulation.


Progesterone


Progesterone is another female hormone. Made in your ovaries, it works in your body to balance the effects of oestrogen and is often referred to as the relaxing hormone. Progesterone is produced after ovulation and dominates the second half of the menstrual cycle (luteal phase). Progesterone’s main role is to control the build-up of your endometrium (uterine lining) and help maintain and mature it if there is a pregnancy.


Testosterone


An important sex hormone for both men and women (although women have much lower levels), this is produced by your ovaries and adrenal glands. Testosterone can work to maintain muscle and bone strength, enhance your sex drive and can help with your overall sense of wellbeing and zest for life.1 Many women find that it can improve mood and stamina, as well as reducing brain fog and improving memory.


 


So as we now know, hormones are incredibly important for the functioning of your physical and mental health and maintaining homeostasis. But at different times of your life, your body creates and uses different amounts of hormones. And these hormonal upheavals can leave us feeling off balance, both physically and emotionally.


 


Premenstrual syndrome (PMS)


It’s a familiar feeling many of us get in the run-up to our periods that we can’t quite put our finger on.


You might feel overwhelmed, teary, anxious . . . Or perhaps you find yourself on the other end of the mood spectrum – snapping at others, feeling irritated or angry. Maybe you notice physical symptoms, such as tender or heavy breasts, or you might be a bit more accident-prone than usual. Often, these feelings can be downplayed or dismissed as something women have to put up with each month – but for some, they can have a real impact.


PMS is when you have distressing symptoms in the days or even weeks leading up to starting your period. It encompasses an array of psychological and physical symptoms (see p. 15) and is identified when these occur, and have a negative impact, during the luteal phase of your menstrual cycle – between ovulation (normally mid-cycle, around day 14) and starting your period (usually around day 28).


Although the average length of the menstrual cycle is twenty-eight days, it can vary greatly from person to person, and you may find the length of your cycle varies from month to month.


Why does PMS happen?


Although the precise causes of PMS have yet to be identified (there may be a genetic susceptibility for some women), there is compelling evidence to suggest that symptoms are directly related to the body’s response to fluctuations in hormone levels in the monthly cycle.2


And it’s worth pointing out that PMS is not usually seen in young girls who have not started their periods, during pregnancy or post-menopause in most women. PMS appears to begin, or increase in severity, at times of marked hormonal change, such as in puberty (even before the first period happens), starting or stopping the oral contraceptive pill, after pregnancy and during the perimenopause.


What sort of symptoms occur?


More than 150 symptoms of PMS have been identified, and these are usually grouped into psychological and behavioural ones and physical ones.


Common psychological and behavioural symptoms:


• Mood swings


• Depression


• Tiredness, fatigue or lethargy


• Anxiety


• A feeling of a loss of control


• Irritability


• Aggression


• Anger


• Disordered sleep


• Food cravings


 


Common physical symptoms:


• Breast tenderness (mastalgia)


• Bloating


• Clumsiness


• Headaches


 


All the above are similar to perimenopausal and menopausal symptoms – not surprising, as the underlying cause is the same (low hormone levels). On the whole, the majority of women will experience only a few of these symptoms; usually, one or two may be dominant and each can vary in severity, both during a cycle and from one cycle to another. New symptoms may present at any time during a woman’s experience of PMS, and symptoms may be experienced continuously from ovulation to menstruation, for just the seven days before menstruation, at ovulation for three or four days, and/or just prior to menstruation. In some cases, you might not experience relief from symptoms until the day of your period’s heaviest flow.


CASE STUDY: PMS – Sarah’s story


Sarah first realised she was affected by PMS in her late teens. Now in her forties, and although not yet perimenopausal, she is already planning to monitor any changes in her PMS, which can be an early sign of perimenopause:


‘I started my periods in my final year of primary school.


‘Being the youngest and the only girl in my family, I remember feeling pretty embarrassed and confused. Luckily, my teacher was really lovely and supportive, and she gave me a sanitary towel from her handbag and talked me through how to use it.


‘I suppose I was what some people would define as a “moody teen”, although I really hate that label. I was embarrassed at my developing body and would hide myself in big sweatshirts or hooded tops (it was the early 1990s, when grunge was all the rage, so at least it was the fashion).


‘It was when I had my first serious boyfriend in my late teens that I really noticed that my moods would coincide with my periods. In the run-up, I would become teary and withdrawn or get instantly irritated by a comment that probably wouldn’t bother me at other times of the month.


‘My then boyfriend would comment on how it was hard to plan days out when I was due on my period because the day would always end in an argument, or I’d feel nervous and uncomfortable trying somewhere new. At the time, I lived with three other girls and, bar cramps and back pain, none of them seemed to be affected in the way I was by PMS.


‘When I had my first child in my early thirties, my mood was very low, but I never really connected that with hormones and, once my periods started again, I was back in the familiar territory of PMS.


‘While I don’t view my PMS as being at the severe end – I can still work and go out – there are things I do to try to mitigate my symptoms. I find being upfront with people helps – my kids know that there are times of the month when Mummy doesn’t feel 100 per cent, and I try to schedule work deadlines at different times of the month (though that’s not always possible).


‘I’m not quite at the perimenopause stage yet, but I’ve read up on the various symptoms and have resolved to keep a close eye on my PMS to see if anything changes.’


 


Premenstrual dysphoric disorder (PMDD)


This term is becoming increasingly used to describe a very severe version of a core premenstrual disorder that can be extremely distressing. The criteria for diagnosing PMDD are very stringent and always include mood-related symptoms. The symptoms must occur in the luteal phase, and they must be severe enough to disrupt your day-to-day life.


How many people are affected by PMS and PMDD?


PMS can occur in any woman during her child-bearing years. Studies have shown that about 80–90 per cent of women manifest at least one of the PMS symptoms; however, in about 3 per cent of women they are severe enough to affect their activities and social communications.3 It can have a significant and detrimental effect on their quality of life, impacting not only themselves, but their whole network of relationships – including partners, children, relatives, friends and work colleagues. And the fluctuating nature of symptoms can be unsettling for all involved.


Getting a diagnosis


There is no blood test to confirm PMS or PMDD, so keeping a diary of the timing and impact of symptoms on everyday activities is crucial in reaching a diagnosis.


I would advise keeping a diary for a minimum of two cycles and recording symptoms as they happen, while they are fresh in your mind, rather than relying on memory. And the good news is that charts and questionnaires have been developed for this purpose.


A questionnaire called the DRSP (Daily Record of Severity of Problems) is sometimes used by healthcare professionals, so you may be asked to fill this out. You can also download a chart from the National Association for Premenstrual Syndrome (NAPS) website, while the US-based International Association for Premenstrual Disorders has a symptom tracker (see Resources, p. 357 for both). Alternatively, some women find using a period-tracking app useful for logging symptoms and monitoring how they change over the course of a cycle. My balance menopause app (the only menopause app certified by ORCHA – Organisation for the Review of Care and Health Apps; see Resources, p. 357) also allows you to log and track your periods and symptoms and provides your clinician with a health report, which can be used to help both diagnose and treat your PMS.


If a symptom diary proves inconclusive, an alternative way of diagnosing PMS or PMDD is to temporarily shut off your ovaries using medication. Gonadotropin-releasing hormone (GnRH) analogues are a group of drugs that are modified versions of a naturally occurring hormone in your body, which helps to control your menstrual cycle. Shutting down your body’s production of oestrogen and progesterone for three months using a GnRH analogue will usually stop your menstrual cycle occurring and should, in theory, reduce or stop PMS symptoms. If this does not happen, then other causes should be considered.


Hormonal treatment for PMS and PMDD


HRT should be considered first choice treatment for these hormonal depressions. The oestrogen treatment is given with progesterone that is usually taken for 2 weeks per month, and this pattern will trigger a monthly bleeding cycle. The progesterone helps keep the womb lining thin and healthy. If you have not had a hysterectomy, you could alternatively have the Mirena coil fitted, which releases a type of progesterone. You may also be offered testosterone as this can improve mood, energy levels and libido. 


The use of moderately high doses of transdermal oestrogen (taken through the skin in a patch, gel or spray) is often recommended to suppress ovulation in women with PMS and PMDD. Common doses would be 200mcg patches (twice weekly) or 4mg daily if oestrogen gel. This approach often balances out the profoundly fluctuating oestrogen levels to help stabilise your body’s reaction to the hormones and lessen symptoms. 


In severe cases of PMS, the use of GNRH analogues are sometimes used. This is a hormone medication that ‘switches off’ the ovaries altogether, usually given with add back HRT to prevent the associated risks from a lack of hormones and improve future health. This medication tends to be recommended when other treatments have been unsuccessful.


Expert View


Seeking help for PMS – Dr Hannah Ward,


GP and menopause specialist


Dr Hannah works within my clinic, as well as in general practice. Her interest in the menopause and HRT was ignited following her own hormonal struggles after the birth of her children, and she now spends much of her time in general practice helping women to recognise the effects of hormones on their physical and mental health.


It can be common for women to downplay PMS, but severe symptoms can really impact your life.


Another problem is that medics aren’t taught enough about hormones and the problems that can arise when there is a hormonal imbalance. I know when I first started as a GP, I didn’t really understand how crucial it was to balance hormones.


When it comes to worsening symptoms of PMS during perimenopause, I always say to my patients that it’s like going through puberty in reverse. Those mood swings and hormone fluctuations that happened at that stage can return during perimenopause, and that can exacerbate PMS.


Knowledge is power


Increasingly, I’m seeing younger women in their twenties and late teens using apps to track their menstrual cycle, which I think is a very positive thing. When I think back to my teenage years, no one ever really told me about the menstrual cycle and how oestrogen and our periods affect us. If you think that you might be experiencing PMS, start tracking your cycle and identify any common symptoms. When you are aware of issues, you can consider what you can do about tackling them.


Look at diet and lifestyle


While balanced diet won’t ‘cure’ moderate to severe PMS, it can certainly help symptoms.


For example, try to avoid white refined carbohydrates, found in foods like white bread, because they can cause a rapid release of blood glucose, which can, in turn, contribute to weight gain and impact mood swings.


Some studies suggest B vitamins, specifically B6, can help with PMS-related depression and generalised symptoms.


And watch your alcohol and caffeine intake: both can increase anxiety.


See a healthcare professional if you are struggling


A lot of women will see their symptoms as ‘just’ PMS. But if your life is being affected by your symptoms, see a healthcare professional to talk about any potential treatments.


As Dr Louise suggests, track your symptoms and (as mentioned above) your periods and bring that information along to your appointment. Think about the symptom/s that affect you the most and be sure to mention those. Talk to your healthcare professional about the possibility of taking hormones too.


 


Hormones at play during pregnancy


Our bodies go through incredible changes during pregnancy, with hormones taking centre stage in maintaining pregnancy and preparing the body for birth. Let’s look at the key hormones and the parts they play.


Oestrogen


As we know, oestrogen is produced in your ovaries, but in pregnancy it is also produced by the placenta, an organ that develops in your uterus during pregnancy as a source of oxygen and nutrients for the growing foetus. Oestrogen helps to maintain a healthy pregnancy, and is involved in the development of female sexual traits in a female foetus.


Progesterone


Sometimes referred to as the pregnancy hormone, progesterone stimulates the thickening of your uterine lining for implantation of a fertilised egg. It supports the early stages of pregnancy, helps to establish the placenta and is involved with strengthening pelvic-floor muscles in the latter stages of pregnancy, ready for labour.


Human chorionic gonadotropin hormone (hCG)


Levels of hCG, a hormone only made during pregnancy in the placenta, peak in the first trimester and are thought to play a part in morning sickness. I was fortunate, as I only had mild morning sickness, which was worst during the first three months of my first pregnancy. It was enough to make me feel really uncomfortable, and I often struggled at work because during consultations with patients I would sometimes have an urge to retch and vomit, which was really unpleasant. When I was doing obstetrics and gynaecology as part of my GP training, I would often admit women into hospital with severe morning sickness and they required an intravenous drip of fluid and several nights in hospital. Some even had symptoms throughout their entire pregnancies and, all too often, felt the seriousness of these was underestimated by others.


Human placental lactogen (hPL)


Also known as human chorionic somatomammotropin, hPL is made by the placenta during pregnancy; it provides nutrition to the growing foetus and stimulates milk glands in the breasts ready for breastfeeding.


Oxytocin


Produced in your hypothalamus and secreted by your pituitary gland, oxytocin encourages contractions during labour and helps with bleeding after birth. Also known as the cuddle hormone, oxytocin helps to foster bonding with your baby after birth and with milk production.


Prolactin


Produced in your pituitary gland, prolactin helps with milk production (the clue is in the name) and, similar to oxytocin, this hormone also helps with bonding.


 


Hormones after having a baby


I’ve never been a fan of the term ‘baby blues’. It sounds too fluffy and does little to reflect the reality of being a new parent and the hormonal upheaval that comes with it.


I remember like it was yesterday the weight of responsibility I felt when we brought our eldest daughter, Jess, home from the hospital. There we were, two doctors with years of training in our specialisms. But years in both medical school and practice really didn’t prepare me for those early days and weeks after having a baby, or for the attendant hormone crash. I soon felt low in my mood, more irritable and tearful at times. I had very little patience and was often very short-tempered. I experienced both discomfort and some increased frequency in passing urine and had many nights when I woke up drenched with sweat, but many people told me this was normal when breastfeeding, and I did not, at any stage, attribute the symptoms to my low hormone levels. Instead, I assumed many of these feelings and symptoms were due to being tired from having recently had a baby.


In the immediate days after giving birth, you may find your mood is very low. I remember thinking how this was supposed to be the absolute happiest time of my life, yet I couldn’t stop crying. Welcome to the so-called baby blues. Other symptoms can include:


 


• feeling emotional (this could include bursting into tears for no apparent reason)


• irritability


• anxiety


• feeling restless4


 


I remember after Jess was born alternating between the urge to just shut myself away and a restless feeling of wanting to go on long walks to clear my head.


The stream of visitors you have when your first baby is born can be overwhelming and I found it quite difficult to cope with. And while we are on the subject, please, please don’t turn up at the home of a woman who has just given birth and expect them to make you a cup of tea or some lunch. Offer to bring food with you, put some laundry on, do the vacuuming . . . Think of yourself as less of a visitor and more of a helper. Asking a simple question like, ‘What can I do to help?’ is incredibly important and often the best form of support you can provide.


Why does this hormonal upheaval happen?


Right after delivery of the baby and placenta, oestrogen and progesterone – having worked so hard to protect the foetus and prepare the mother for birth – plummet, returning to pre-pregnancy levels, within twenty-four hours, it is thought. The baby is here, so their work is done, the body says. In turn, levels of oxytocin and prolactin surge, designed to help with bonding and milk production, but they too will start to level off in the days after giving birth.


And how long does the upheaval last?


It’s important to remember that the feelings you can experience after your baby is born are completely normal, but they should be temporary and should subside about two weeks after giving birth.


Postnatal depression (PND)


There’s no getting around it: having a young baby can be very tough. Really tough. Caring for a little human who relies on you for everything, getting back to physical health after giving birth and the general juggling of life, relationships and other caring responsibilities mean you might not feel like ‘you’ for some time after the birth. But while baby-blues-type symptoms lessen around two weeks after the birth, you should be vigilant about postnatal depression.


One of my jobs as a GP was carrying out the six-week postnatal check – an appointment where I would check in on the physical and mental wellbeing of a new mother six to eight weeks after giving birth. This appointment is often a crucial touchpoint for new mothers to address any health issues post-birth. I remember clearly how while many mothers would be forthcoming about any physical issues, some would shake their heads or clam up when I asked if they were struggling with their mental health. PND frequently goes unrecognised because many women regard this degree of depression and exhaustion as a normal consequence of looking after a new baby. And those who are struggling with upsetting thoughts, especially those of harm, often will not confide in another person.


Yet about one in ten women will experience PND in the year after giving birth. Often, the symptoms were evident to me as a healthcare professional, but some mothers either felt it wasn’t worth mentioning, were unduly worried about ‘wasting’ my time or they simply didn’t know the common signs of PND or recognise it in themselves.


What are the symptoms?


According to the charity PANDAS Foundation (PND Awareness and Support; see Resources, p. 360), symptoms can include the following:


 


• Low mood and persistent sadness


• Lack of energy


• Difficulty bonding with baby


• Over- and undereating for comfort


• Frightening and intrusive thoughts


• Lack of enjoyment and loss of interest in the wider world


• Trouble sleeping at night and feeling sleepy during the day


• Withdrawing from contact with other people


• Lack of concentration and difficulty making decisions


Why does it happen?


It is very likely that the root cause of postnatal depression is the sudden decrease in hormones (particularly oestrogen) that occurs after delivery. PND can be more severe and more prolonged in women who breastfeed, as this suppresses oestrogen levels further.


There are many different treatments for PND, often including antidepressants and psychological treatments. However, many clinicians still do not offer or give hormones that would likely help, even though they will treat the underlying cause. This is often because giving replacement hormones is not discussed in management guidelines for PND. Clearly more work and research really needs to be done in this area.


CASE STUDY: PND – Lucy’s story


Lucy was ecstatic when she was found out she was pregnant with her youngest child, Thomas (now five), but having a second baby brought mental-health challenges.


‘I thought I was a pro at the pregnancy and childbirth game when I was pregnant with my second. I bought up all the snacks and remedies that had got me through the awful morning sickness that had been a constant companion during my first pregnancy. (It was so bad first time around that I cried tears of relief back on the ward after having my baby, when I realised that for the first time in months I didn’t feel nauseous.)


‘Second time around, I asked for and accepted offers of help where possible, because I knew I had to conserve my energy, especially with a toddler to look after. Even giving birth second time around, I felt more in control and assertive about following the wishes recorded in my birth plan.


‘My son Thomas was born during a particularly cold February, so those early weeks were mainly spent indoors, aside from the visit to the baby weigh-in clinic at our local health centre or going to the odd parent-and-baby class.


‘I’d had the “baby blues” with my eldest, but with my second, when that familiar weepy feeling came over me in the days after the birth it hit me much harder. I told myself it was just my hormones, and that things would settle down.


‘As the weather got milder and life settled into a pattern, my mood was still quite flat, so I resolved to get out and start seeing people again. I signed up to every class possible: baby yoga, singing, music and movement, baby massage – you name it, I tried it. And I filled the rest of the day going on long walks or looking around the shops. Deep down, I craved noise and activity because I didn’t want to be alone with my own thoughts.


‘Looking back, I can see how my anxiety manifested itself. If I missed a slot for a class, I would agonise about Thomas’s development. If I didn’t feel part of the “mum gang” at a class, I would worry I had said the wrong thing. I would obsess over health issues and turn to parenting websites for advice and validation, instead of speaking to my own health visitor or family doctor. I was always too restless to read or sit through an episode of a TV programme. I’d put it down to the tiredness I constantly felt, or the fact that the baby needed me or we had somewhere to be.


‘No matter how I filled my days, I felt hollow, but I still thought it was the tiredness of having two children under three. Things came to a head when I arrived at the children’s centre to find they’d overbooked a session. I took it so personally and broke down in tears of frustration. Luckily, one of the health visitors was on site and took me into a side room. It sounds like a cliché, but all it took was someone to look me in the eye and ask if I was ok to realise no, I absolutely wasn’t.


‘A family-doctor appointment followed and a diagnosis of PND was made and I was able to access help. At that point, my son was just shy of a year, so I’d been carrying this around for months. Looking back, I wish I’d kept a little sort of checklist of symptoms to keep an eye on. I think if I had, I would have realised when baby blues and tiredness turned into PND.’


 


 


Survey: How much do you know about hormones?


In November 2022, I launched a wide-ranging survey, the findings of which are woven throughout this book.


The response was truly overwhelming: within days, almost 6,000 women had shared their experiences, their stories and their views.


One of the topics covered in the survey was knowledge of hormones.


Very encouragingly, 99 per cent of respondents said they had heard of oestrogen, 98 per cent had heard of progesterone and 94 per cent had heard of testosterone.


Other hormones were less familiar; 54 per cent had heard of follicle-stimulating hormone (FSH), and 39 per cent had heard of luteinising hormone.


One in 10 (11 per cent) of respondents had a diagnosis of PMS, 1 per cent PMDD and one in eight (12 per cent) had had a diagnosis of postnatal depression.


Many respondents laid bare how hormonal changes had affected their physical and mental health.


‘For two weeks of the month I was a different person; crying spells, loneliness, depression, basically feeling horrendous,’ said one.


 


We have covered the role of hormones in conditions like PMS and PMDD and, if you have had children, how hormones can affect you during pregnancy and after giving birth. So you may well think you’ve had enough of the hormonal rollercoaster to last a lifetime – but there are two more hormonal shifts on the horizon: the perimenopause, followed by the menopause. The next chapter covers everything you need to know about these, from symptoms through to getting a diagnosis.
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Hormone Deficiency: Perimenopause and Menopause


Four things you will learn in this chapter:


1.        From head to toe – what happens when hormone levels fall


2.        How to tell if you are perimenopausal or menopausal


3.        Why tracking symptoms is essential for a correct diagnosis


4.        Increased knowledge of the range of menopausal symptoms


 


A few years ago, when I was working in general practice, a woman in her mid-forties came to see me in clinic. Let’s call her Jo.


Jo had been a patient at the surgery for some years, but not one we saw regularly. She had a successful career, was in a stable, loving relationship, ate well, exercised regularly and was generally in good health. Despite this, she was struggling.


She felt tired all the time, her concentration wavered and, for some unknown reason, her knees really hurt. Her initial thought was that she might be lacking in vitamins, so she went out and bought some expensive supplements. She took them for a few months in the hope of an improvement, but nothing changed.


During Jo’s appointment, we talked about her medical history; she had a clean bill of health. When I asked her which symptom concerned her the most, she said it was the issue with concentration. She was having to write more things down and would lose her train of thought midway through a phone call – and she was worried colleagues had started to notice. Deep down, Jo admitted, she was worried about her memory in the long term.


I then asked about her periods. She paused, started counting on her fingers and shrugged.


‘I suppose I’ve not had one for about four or five months.’


I had already started to specialise in the menopause at that stage, so for me, the diagnosis was pretty clear. I explained that based on her age, her symptoms and the fact she hadn’t had a period in several months, Jo was perimenopausal.


When I delivered the news, she looked instantly relieved. But then the relief turned to a familiar look of bemusement that I’d seen in numerous patients before, and many since.


‘But I can’t be!’ she exclaimed. ‘I haven’t had a single hot flush. And besides, I’m only in my forties.’


Jo’s symptoms weren’t particularly rare or numerous, nor was her diagnosis difficult – in fact, it was pretty much textbook. But I’m sharing this story because it lays bare the perception issue that has plagued menopause care for decades. The perception that the menopause only happens to women of a ‘certain age’. The perception that because the menopause is often natural, you trust your body and let nature take its course. The perception (from women) that the menopause isn’t really something you want to bother your doctor about. And the perception that hot flushes are the only symptom.


Well, wrong, wrong, wrong – and wrong again.


Yet Jo is far from unusual in her thinking. In fact, I too didn’t realise I was perimenopausal for several months. I know, I know. A menopause specialist who didn’t recognise her own perimenopause. You couldn’t make it up, could you? But the simple fact is that back when I was in my mid-forties, I didn’t know what I know now. It took my then eleven-year-old daughter to give me the nudge I needed.


So let me take you back to 2015.


I was forty-five, working as a GP and raising three young daughters.


The changes were barely noticeable at first, but the cumulative effect left me feeling miserable, flat and, to put it mildly, shattered.


First, my PMS was worse than ever. I’d always suffered from mood changes and migraines in the run-up to my period, but now these seemed to happen more often and last longer.


I’d also started suffering from night sweats. I’d dread going to bed each evening, as I knew the chances that I would wake up in the middle of the night drenched in sweat were pretty high. On more than one occasion, these night sweats were so bad I mistakenly thought I’d wet myself. Every time, I felt so ashamed. I would often rush to the bathroom for a cool shower and change of pyjamas and would even sometimes wake my husband, Paul, so I could change the sheets. You can imagine how much laundry we did during those months.


All that nocturnal activity of waking up, showering, changing bedding and clothing meant I was turning up to my surgery feeling like I’d already worked a double night shift, and I lived in fear of making a mistake.


Looking back, I was so completely and utterly tired. It reminded me of the enveloping tiredness I’d experienced when I was heavily pregnant: the slow, wading-through-treacle feeling when even the act of getting out of bed in the morning felt like an uphill climb. Only this time, I wasn’t pregnant.


At home, things started to slip. Any working parent knows the dance of getting everyone up and out of the door on time in the morning, the organisational skills needed to co-ordinate drop-offs and pick-ups to various clubs and social engagements. I was by no means supermum, but I could usually keep on top of things and make sure our daughters had everything they needed.


But I found that as the months dragged on, the more tired and tense I became and the less able I was to cope. I’d get easily irritated and snap at the children, and I lacked both the energy and the desire to do any of the fun family things we’d previously enjoyed. I’m the sort of person who is always on the go, but all I wanted to do when I got home from work was crawl into bed.


My marriage was affected, too. All the night sweats and tossing and turning didn’t exactly scream romance and being so short-tempered meant I wasn’t the easiest person to live with. Little things that wouldn’t have bothered me before became big issues: even the sound of my husband’s breathing annoyed me. I stopped seeing friends, using work as an excuse – and even missed some work functions as I had no interest in socialising. I stopped reading novels and found it too hard to concentrate on watching a film. Even cooking food (which I have always enjoyed) was laborious and difficult.


The fact is, I was running on empty.


In healthcare we often talk about resilience. Working in medicine and wider healthcare is an immensely rewarding career, but it can be tough on you emotionally. As a clinician, you have a duty to provide the best level of care for your patients. You are there for the celebratory moments when a scan comes back clear, or when a patient is finally allowed to be discharged and go home to their family. But there are also the times when you have to break bad news that no one wants to hear and be there to offer support and sometimes a shoulder to cry on.


Family doctors are there from cradle to grave. On any one day in my work in general practice I could be seeing a newborn baby, organising a referral for a patient with suspected cancer and discussing end-of-life care arrangements with the relatives of someone whose final wish is to die at home, surrounded by family.


As a doctor, you build up a second skin to deal with these highs and lows, allowing you to stay professional and continue going into work, day after day. And that second skin can carry you through difficult times in your personal life, too. I have always tried to be practical, looking for answers and solutions. But during those months in my mid-forties, it felt like I was out of resilience, energy, patience – and out of excuses.


I hadn’t even considered the perimenopause. Part of me worried that my night sweats and fatigue might be a sign of something more serious, like lymphoma (a type of cancer), but instead of doing the sensible thing and booking an appointment with my doctor, I thought I’d give it a bit more time to see if the symptoms would settle down on their own.


Things came to a head one evening when, while making dinner, I experienced a hot flush for the very first time. At first, I thought it was the heat of the pan, but then I realised it was coming from inside of me, spreading from my chest to my neck and head. It only lasted for a few seconds, but it felt like for ever.


I put my hand on the counter to steady myself, and my daughter, Sophie, noticing something was wrong, looked up from her homework to ask why I was so hot and sweaty. In that moment, I felt embarrassed and confused, and I’m ashamed to say she got her head bitten off for that observation.


She then asked me why I had been so short-tempered with all the family over the preceding few months. She even asked if I was due a period, as some of her friends were (her words) ‘quite stroppy’ before their periods.


I tried to brush her questions off, but later that evening, when I was alone in the kitchen, I came to reflect on what she had said.


Why had it irked me so much? And come to think of it, when was I due my period? And then, like Jo in my consulting room a few years later, I sat at the kitchen table counting on my fingers and doing some mental maths.


It then dawned on me that it had been several months since my last period. What would cause my periods to be irregular or stop altogether? I definitely wasn’t pregnant. So what were all the moods, the migraines, the night sweats and now my first ever hot flush all adding up to?


Perimenopause.


I don’t want you to be like I was during those first months of my perimenopause: feeling tired, irritated, wondering what on earth was going on and putting off an appointment to see the doctor. And that is why we are now going to look at exactly what happens during the perimenopause and menopause, so you are informed.


 


Perimenopause


The clinical definition of the menopause is when you have not had a period for twelve consecutive months. The perimenopause is a time of transition directly before that, when hormone levels start to decline and menopausal symptoms start. Your periods may still be regular at this time or you may find that they have changed in nature or frequency (or both).


Let’s look at some statistics to explain why the perimenopause happens:


 


• The menstrual cycle (as covered in the previous chapter) works to release a mature egg (ovulation) every month in preparation for possible fertilisation and pregnancy.


• Over her lifetime, a woman’s ovaries will release about 500 mature eggs.


• Girls have about 2 million eggs at birth, reducing to about 400,000 by the time they reach adolescence. Fertility peaks between late teens and early thirties and, by the age of thirty-seven, women roughly have 25,000 eggs left.


• By the age of fifty-one (the average age of menopause in the UK), women have fewer than 1,000 eggs remaining.5


 


When the egg supply reduces, levels of the hormones oestrogen and progesterone fall, too. And when your hormones fluctuate and fall, all the systems that have relied on them start to feel their absence, triggering symptoms.


Timeout #1: Focus on periods


If you aren’t yet in the menopause, take a few minutes to reflect:


• How often do you have periods? Do you keep track each month?


• Do you tend to be regular or irregular?


• Think about flow: are your periods heavy, light or have there been any changes recently?


• Have you noticed any PMS-like symptoms (see p. 15) in the run-up to your period?


 


When should I expect the perimenopause to happen?


As a general rule, the perimenopause begins in the early to mid-forties – though it can happen later or much earlier for reasons including genetics or due to surgery or treatment (we’ll cover this in Chapters 7 and 8).


If I were to draw a graph charting your oestrogen levels through your teens and into your twenties, thirties and beyond, you would see that (in line with the falling off of your egg supply, as described above) they are usually at their highest in your late twenties to thirties, before starting to decline from your early forties onwards, then hitting an all-time low around the fifty mark.


The line from your forties into your fifties is not a smooth one, however. Rather, it is wiggly – because oestrogen levels can fluctuate, being lower one day and higher the next. And this is because ovarian function can also fluctuate during the perimenopause. Think of it as the time your ovaries are winding down.


So what do these fluctuations mean?


Some women might not have any symptoms, or will barely notice any, while others may be plagued with severe ones for months or even years. As with everything to do with perimenopause and menopause, it is an entirely unique experience.


Changes to your periods


For starters, your menstrual cycle will usually be affected. It might get longer or shorter; I went several months without a period, but you might find yours come closer together and are heavier than usual.


Changing oestrogen levels mean your ovaries may not release an egg as regularly as they used to. You may ovulate one month, and then not, and the quality of eggs also declines as you get older.


PMS


In addition to changing periods, you might find, like I did, that PMS-like symptoms such as mood changes and breast tenderness become more severe.


Studies have shown that PMS sufferers are twice as likely to experience hot flushes and mood swings in their perimenopause compared to women who do not have a history of PMS. So if you have been troubled by PMS throughout your life, this may be a predictor that you will experience unwanted symptoms during your perimenopause. Alternatively, women who may never have experienced noticeable PMS symptoms in the past may start struggling with them now.
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