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Praise for Our Bodies, Ourselves: Menopause

“I highly recommend this wonderful book to any woman navigating the changes of midlife. The mix of sound information, inspiring stories, and insight into the social context of menopause is unique and invaluable. Any midlife woman can use it to find information and affirmation to make health decisions that are right for her.”

—Karen Carlson, M.D., Deputy Director, Center of Excellence in Women’s Health, Harvard Medical School

“To the great good fortune of women entering the mid-life years, the legendary Our Bodies, Ourselves women have produced a book distilling the multiple complexities of our current understanding of that very normal transit in every woman’s life, the menopause. So much has been learned about menopause in the last twenty-five years—what a challenge it had to be to treat the subject in a comprehensive, comprehensible manner, which this book admirably does. The information is responsibly up to date, the explanations reader friendly, the advice coolly wise, the mood sympathetically upbeat. Our Bodies, Ourselves: Menopause is a worthy companion to the classic pathfinder book by the same organization.”

—Isaac Schiff, M.D., Chief of Obstetrics and Gynecology Service at Massachusetts General Hospital

“Our Bodies, Ourselves: Menopause is more than just another health reference book. Through accurate medical information and illustrative stories that value women’s lives, it gives women the power to be advocates for their own health and well-being. Not only are women able to become more informed consumers, they are inspired to become involved socially and politically in creating a better future for women’s health and health care.”

—Mary Hayashi, Founder of the National Asian Women’s Health Organization

“Once again, the Boston Women’s Health Book Collective has provided us with a book all women can trust.”

—Byllye Avery, Founder of the National Black Women’s Health Project

“There’s so much bad information about menopause. Here finally is great information, coupled with a clear-headed guide around the myths, misinformation, and vested interests that have made information-seeking so difficult.”

—Janine O’Leary Cobb, Founder of “A Friend Indeed”; Author of Understanding Menopause
 
“A first choice for women seeking trustworthy information about menopause. Sound medical information enhanced with personal experiences and insightful social commentary. Many thanks to the dedicated women of the Boston Women’s Health Book Collective for once again advancing women’s health care!”

—Margery Gass, M.D., Former President, North American Menopause Society

“For those who want to navigate, understand, even celebrate menopause, this new book is an essential companion. Packed with words of wisdom for every woman, and with ideas about how to promote a healthy, nonmedicalized menopause, this is sure to be treasured—and referred to—as much as Our Bodies, Ourselves was when we were a bit younger.

—Abby Lippman, Chair of the Canadian Women’s Health Network

“Our Bodies, Ourselves taught me about my body thirty years ago. I used it to transform my relations with my doctors and become a fierce advocate for my rights and my life. Now I am a greatgrandmother and Our Bodies Ourselves is providing a book on menopause, which could not be more timely! This is visionary work that lasts a lifetime.”

—Loretta J. Ross, National Coordinator of SisterSong Women of Color Reproductive Health Collective

“Enlightening, well-researched, and candid, Our Bodies, Ourselves: Menopause offers a complete range of medical and scientific information and advice plus wonderfully reassuring and inspiring personal anecdotes, photos, and sketches. If you’re a woman over fifty, this is the book to keep on your bedside table.”

—Nancy Thayer, Author of Hot Flash Club
 
“Who’s afraid of menopause? Not the authors of this book, who offer practical health information and the wisdom of experience to help other women through this life transition.”

—Kathleen Turner, Actor

“Our Bodies, Ourselves: Menopause allows us to enter this stage of our lives fully armed with the vital information we need to address any physical, mental, and spiritual challenges that arise. And it empowers us to make the change a true celebration!”

—Jeanie Linders, Writer/Producer of Menopause The Musical ®

“Our Bodies Ourselves has done it again! After raising us from girlhood to womanhood and never shying from ‘taboo’ topics, our beloved guides to our own bodies are now here to lead us through menopause with this detailed, inclusive, and woman-centered book– a must-read for every woman in her middle years.”

—Helen Zia, Author of Asian American Dreams: The Emergence of an American People
 
“Our Bodies, Ourselves: Menopause is a must-read for women of all ages. It clearly and accurately presents valid, research-based findings for women to use to make truly informed decisions about the value of treatments such as hormone replacement therapy, as well as alternative/nonmedical modalities. Whether you are a health care practitioner or a health care consumer, you will want this book in your library.”

    —Ann M. Voda, Ph.D., R.N., past President of the North American Menopause Society and the Society for Menstrual Cycle Research; author of “Menopause Me and You: the Sound of Women Pausing”



Thank you for downloading this Simon & Schuster ebook.

Get a FREE ebook when you join our mailing list. Plus, get updates on new releases, deals, recommended reads, and more from Simon & Schuster. Click below to sign up and see terms and conditions.




CLICK HERE TO SIGN UP




Already a subscriber? Provide your email again so we can register this ebook and send you more of what you like to read. You will continue to receive exclusive offers in your inbox.




    
[image: Our Bodies, Ourselves: Menopause, by Boston Women's Health Book Collective and Judy Norsigian, Atria]




Preface


Our Bodies, Ourselves: Menopause serves an important role in translating the latest scientific findings about the menopause transition into information that women can understand and use. A valuable theme throughout this book is the need for each woman to make good personal health care decisions. Good decisions involve gathering and evaluating information, weighing what is important at a personal level, finding the necessary resources for the type and quality of care required, and managing the associated costs. Our Bodies, Ourselves: Menopause presents an invaluable discussion of the most up-to-date information about menopause and a comprehensive view of health care alternatives for addressing symptoms associated with it. The authors discuss menopause in the larger context of a woman’s overall physical, mental, and social well-being. Each chapter will help readers analyze information and apply it to themselves.

Menopause is a natural process that unfolds over years as women age (except when it occurs as a result of surgery or chemical treatments). Many women experience few or no problems associated with it and do not need medical treatment. This fact demonstrates the importance of understanding menopause as a natural occurrence in the lives of women as they age rather than considering it a disease. Women who do experience problems, and the health care providers who advise them, need to know the safest and most effective medical and nonmedical treatments.

To address this need, the National Institute on Aging and the Office of Medical Applications of Research of the National Institutes of Health sponsored a state-of-the-science conference in 2005: The Management of Menopause-Related Symptoms. Experts presented information on the biology of the menopausal transition, the nature of the symptoms women experience, strategies for relieving the common problems associated with the menopausal transition, and the risks associated with some treatments. This included information from the Women’s Health Initiative (WHI), a large clinical trial that included a study of the long-term effects of estrogen with or without progestin in preventing chronic conditions such as heart disease, bone fractures due to osteoporosis, stroke, and breast and colon cancer. The WHI studies were stopped early because they demonstrated that risks outweighed benefits when women were taking the most commonly used hormonal preparations and dosages. After weighing all of the scientific evidence, including research conducted since the end of the WHI, an independent panel prepared a state-of-the-science statement regarding key issues surrounding the science of menopause. (This statement may be found at http://orwh.od.nih.gov/pubs/pubs_reports.html.)

In spite of advances from research and continuing scientific studies of menopause, there are still many aspects of menopause that must be further investigated. The panel stated that much more research is needed to clearly define the natural history of menopause, associated symptoms, and effective and safe treatments for bothersome symptoms. Best practices for preventing postmenopausal health problems must be further explored. Research studies on menopause must be expanded to more inclusively address the diversity of women for whom the results will influence decisions about medical care. Many continuing and new studies of menopause are already under way, and more will be supported to answer emerging questions about menopause and women’s total body health and longevity. As these studies are completed and their results reported, the scientific community should reassess the state of knowledge about menopausal symptoms and treatments and about how to navigate the menopause transition.

Women and health care providers need trustworthy information in order to make responsible, informed decisions regarding health and well-being. Our Bodies, Ourselves: Meno-pause, written in language that can be understood by diverse populations of women, provides just such information.

Vivian W. Pinn, M.D.
Director, Office of Research on Women’s Health
National Institutes of Health
Department of Health and Human Services
Bethesda, Maryland



Introduction


The first newsprint version of Our Bodies, Ourselves —the groundbreaking book about women’s health—did not even mention menopause. Back in 1970, sexuality, birth control, and childbearing were the main concerns of the book’s authors, most of whom were in their twenties. When the Boston Women’s Health Book Collective did decide to include menopause, in the 1973 edition, the mother of one collective member helped write the new section. Since then, Our Bodies, Ourselves has evolved into a comprehensive book for women at every stage of life, covering issues such as body image, relationships, and violence against women.

While producing the thirty-fifth anniversary edition of Our Bodies, Ourselves, the editorial team realized that several topics covered in a chapter or two in the “mother book” were ripe for more in-depth treatment. One of these was menopause. We decided to create a new book devoted entirely to the health concerns of women going through this transition. The result is the book in your hands now.

Like Our Bodies, Ourselves, this book features women speaking from our own experience. It also combines trustworthy medical information based on the best available evidence and thoughtful analysis of the social, cultural, and political forces affecting our health, just as Our Bodies, Ourselves does.

Our Bodies, Ourselves: Menopause is distinctive among current books on menopause in its rejection of the medicalization of women’s natural life transitions; its evenhanded consideration of all treatment options, whether “conventional” or “alternative”; and its focus on understanding individual women’s health in social and political context. While emphasizing that menopause is a natural process, not a disease to be treated, and that most women have a relatively easy time with the transition, this book does not deny the real challenges that some women face. Rather, it sifts through the evidence, offers illustrative personal narratives, and provides the best information available to help women make educated health care decisions.

BEYOND SELF-HELP

This book gives individual women tools to take care of ourselves during the menopause transition, from tips on eating well and becoming more physically active to strategies to cope better with stress. It provides helpful, clear information about signs of menopause that women may experience, such as hot flashes and vaginal dryness. Because most women experience menopause at midlife, and menopause is often associated with other health concerns of midlife and aging, this book covers those issues, from heart disease, osteoporosis, and cancer to problems of memory and mood.

But Our Bodies, Ourselves: Menopause is about more than self-help. It puts our individual choices in social context. Many factors, from pharmaceutical companies’ influence on medical research and training to society’s ageism and sexism, are beyond an individual’s control. We can change these conditions only by advocating with others for policies and programs that protect the health of our families and communities.

FROM “I” TO “WE”

Throughout this book, women share their menopause experiences. Some of these firstperson stories are told anonymously, set off in italicized passages in the text. Longer stories are set apart from the main text in boxes, with the name and photograph of the woman telling her story.

The inclusion of diverse voices is also embodied in the all-embracing “we” of this book. The “we” refers to all women, whatever our racial, ethnic, and class backgrounds, countries of origin, sexual orientations, or gender identities. The choice to refer to women as “we” rather than “they” reflects the early decision of the Boston Women’s Health Book Collective to change the title of its book (initially Women and Their Bodies) to Our Bodies, Ourselves. By speaking about women’s bodies with the voice of personal experience, referring to “our bodies” rather than “their bodies,” the book rejects the distancing voice of some medical texts. It celebrates that this is a book written for and about women—and primarily by us.

A COLLABORATIVE EFFORT

With the publication of Our Bodies, Ourselves: Menopause, we are launching a series of books that consider specific topics in women’s health in greater detail than it is possible to do in Our Bodies, Ourselves. Our next project will be a book on childbearing, an issue that has been central to our advocacy for women’s health from the very beginning. We hope that the titles in this new series will complement and expand on the work of our original book, which has been translated into twenty languages and has sold more than 4 million copies over the decades.

In preparing this book, we have collaborated with a wide-ranging group of contributors, who wrote and reviewed sections based on their expertise. We offer our thanks to them for their dedication and hard work. We also owe a great debt of gratitude to everyone who has contributed over the years to Our Bodies, Ourselves and to the organization that produces it, particularly the founders, staff, and volunteer board members. In addition, we want to acknowledge the trailblazing work of founder Paula Doress-Worters and Diana Laskin Siegal on Ourselves, Growing Older, a comprehensive guide to women’s health after age forty that was first published in 1987.


MORE ON THE WEB

For more information about menopause, including links to other helpful websites, please visit the website of Our Bodies Ourselves at www.ourbodiesourselves.org/menopause. Our website also includes extensive material about other aspects of women’s health, as well as information about our organization and our other publications.



Women of all ages now have greater access to information about our bodies, health, and medical care than was imaginable back in 1970, thanks in large part to the efforts of these pioneering advocates of women’s health. We are proud to carry their mission forward with this new project.

Judy Norsigian, executive director,
and Heather Stephenson, editor,
for the Boston Women’s Health
Book Collective



Approaching Menopause




CHAPTER 1
Understanding Our Menopause Experiences


When I was fifty-two, my youngest son had just started college, my mother had relocated to a continuing care community close to me, my husband was stressed at work, and I was trying to define my next career steps. In the midst of my life, my body took over and signs of menopause began: very heavy irregular bleeding due to fibroids, occasional night sweats, and some vaginal dryness. . . . I had to acknowledge I was aging and couldn’t take my body for granted. I needed to take care of it.

When I stopped having my periods, I was really happy about that. I realized that I could relax. I did n’t have to worry about getting pregnant. I’m looking forward to the times ahead. I have vaginal dryness, but I use a range of lubricants so it is not a huge problem. Sex has changed but not in a negative way. Sometimes I feel great joy, other times less joy. But that’s the way life is, isn’t it?

The younger women I knew all thought it was never going to happen to them (ha!). And all my older women friends insisted, “Oh, it’s nothing.” So I had no one to talk to. That was very hard on me. Late in the process I found an excellent online support group, but by then, I realized that I was in a better position to give advice than to receive it. I think more women need to talk about this.

Those of us who are approaching menopause may wonder how it will affect us physically, emotionally, and socially. Most of us have questions, whether we anticipate the end of our periods with excitement, anxiety, or a combination of the two. While talking about menopause used to be considered taboo, women today are sharing our experiences more openly, through discussions with friends and family, in support groups and online chat rooms, and in the media. Women’s health advocates have long pushed for better research on midlife and menopause and worked to raise awareness of the biological, social, and political factors that influence our menopause experiences. This book offers the information, resources, and support we need to make informed decisions and take care of ourselves as we approach and experience the menopause transition. When we learn more about menopause, we can proceed with increased confidence, the knowledge that we are not alone, and a critical perspective on the cultural messages that surround us.

For most women, menopause is a natural biological change that occurs at midlife. For others, menopause is the consequence of a health condition, medical treatment, or surgery, or it occurs naturally but earlier than usual. Because such a transition is earlier or more abrupt, it may pose different challenges. Our experiences as we go through the menopause transition vary greatly. For some women, the transition is quite rapid; for others, it is slow or intermittent. It is impossible to predict with certainty what changes our bodies will go through or precisely how they will affect us.


KEY TERMS

SUDDEN AND EARLY MENOPAUSE

Sudden or early menopause can be induced by surgery involving the removal of both ovaries and by other medical treatments and health conditions. The term early menopause also refers to women who experience menopause naturally but earlier than usual (generally before the age of forty). (For more information, see Chapter 4, “Sudden and Early Menopause.”)

MENOPAUSE TRANSITION

The transition to menopause, sometimes called perimenopause, is often a gradual process, involving the fluctuation of hormonal levels and some physical changes before the last menstrual cycle. It spans a period of one to six years or more. For most women, the menopause transition begins in our mid-forties and is completed in our early fifties.

MENOPAUSE

Menopause is defined as the end of menstruation. However, because our periods can be sporadic as we approach menopause, a woman is said to have reached menopause only after she has not had a menstrual period for twelve months. At menopause, we no longer ovulate and our ovaries produce significantly less estrogen. Menopause either occurs naturally or is induced by surgical removal of the ovaries or other medical treatments. Often people use the term menopause to refer to the entire menopause transition.

POSTMENOPAUSE

Postmenopause refers to the time following menopause.



Most of us, if we have not already experienced sudden or early menopause, begin to undergo a number of physical changes when we are in our forties. We may wonder if these changes are normal and if they are associated with menopause. A forty-eight-year-old says,

I think I’m in the beginning of my menopause. I’ve noticed a change in my menstrual cycle. In the last two or three months my periods have been a bit irregular and my flow is a lot heavier than it used to be. I’m normally just like clockwork.

In addition to changes in our menstrual cycles, we may experience other signals of the menopause transition, including hot flashes, night sweats, vaginal dryness, and insomnia. Some of us also experience problems such as memory loss, mood swings, and reduced sexual desire, although evidence suggests that these problems are more likely correlated with the aging process, other medical conditions, or life stressors than with menopause. The only changes that are scientifically recognized as associated with menopause are the end of menstrual bleeding, hot flashes, night sweats, insomnia, and vaginal dryness.1

Menopause is not a disease that needs to be “fixed” or “cured” by physicians and drugs. For the majority of us, in fact, the transition to the postmenopausal years involves relatively minor discomforts that do not require medical intervention or treatment. Most signs of menopause are temporary. For example, the hot flashes and night sweats some of us experience are a response to changing hormone levels; when our hormone levels stabilize, the hot flashes usually stop within a few years. Knowing that these signs will end on their own may make them easier to tolerate or manage.
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A minority of women experience problems associated with menopause that are severe enough to interfere with daily life.

I began having night sweats (I think I had them for a long time before I was really aware that it was night sweats and not just restless sleep). At work I would have sudden onsets of profuse sweating to the point of drenched hair and soaked shoes. . . . I am a registered nurse and always thought that I would sail right through menopause because I understood the physiological changes and did not fear it. Ha! . . . I know that few people have as severe a reaction to the hormonal changes of menopause as I did, but I think women and men should be more aware of the things that can happen.2

The Massachusetts Women’s Health Study, one of the largest and most comprehensive studies of midlife women and menopause, showed that the vast majority of women have positive or neutral attitudes toward menopause.3 Many of us find that the experience and symbolism of the menopause transition motivate us to take stock of our lives, think about what’s most important to us, become more attentive to our health needs, and make changes in how we take care of ourselves. In a 1998 Gallup survey sponsored by the North American Menopause Society, a majority of postmenopausal women said they were happier and more fulfilled than when they were younger. They reported improvements in their family and home lives, partner relationships, and friendships. In addition, approximately three-quarters of the women, who lived in the United States and ranged in age from fifty to sixty-five, said they had made some type of health-related lifestyle change, such as stopping smoking, at menopause/midlife.4

As we approach menopause, we may feel fearful because we have heard more about the small percentage of women who have very difficult menopausal transitions than we have about the majority, who have a relatively easy time of it.

It scared me at first because I felt I had no control. I sometimes went through three months of hot flashes and then I wouldn’t have anything for six months. Things were happening to me that I didn’t know if they were right or not. I couldn’t understand what was happening. . . . It was hard to talk to anybody, including my mother.

In popular media, menopause is often presented as a time of physical and mental degeneration that women dread. Women going through the transition are frequently portrayed as emotionally unstable and irrational—people who may break into tears for no reason, become angry without provocation, and seem “out of control” (all because of our hormones). In reality, studies have shown that emotional changes are not inevitably part of the menopause transition.5 The mood symptoms some women experience during the menopause transition do not appear to be caused by hormonal changes; they are far more likely to be linked to life stress, a history of depression, and health status at midlife.

Fears and anxieties about menopause can be created, exaggerated, or manipulated by drug companies, media pundits, and self-help gurus who focus attention on the potential problems associated with menopause (and the supposed solutions they are selling) rather than providing a balanced and accurate picture of women’s real experiences. As Aged by Culture author Margaret Morganroth Gullette puts it, “Women have less to fear from menopause than from menopause discourse.”6 When we have little information and few positive role models, we are left vulnerable to believing all the negative things we hear about menopause. Learning to recognize and resist these sometimes damaging influences can prepare us to better understand and cope with the menopause transition.

For most American women, the context within which we experience menopause includes ageism (negative stereotypes and institutionalized discrimination against older people), sexism (prejudice and discrimination against women), and medicalization (the notion that natural biological processes need medical supervision or intervention). These societal attitudes can undermine our confidence and encourage unnecessary reliance on hormone treatment, other medical interventions, or “expert” advice.

Our menopause experiences are also often affected by our cultural, racial, and ethnic heritage, our socioeconomic class, and our individual life histories and life circumstances. There is no single path that all women take to and through menopause.

AGEISM AND SEXISM

I had my first hot flash at age fifty-two, the same age my mother was when she started menopause. But she told me she remembered feeling old. I don’t. I feel like a younger older woman. I had my youngest daughter when I was forty-two. My sense of the life span has increased, with the expectation that I will have many active years, until my eighties, hopefully. There is so much I want to do.

Both women and men are living longer than we did in the past, for a wide variety of reasons: better sanitation, vaccinations, more control over reproduction, better understanding of the link between lifestyle and poor health, and better medical treatments and technology. A woman in the United States who reaches menopause today can expect to live approximately thirty more years, making her postmenopausal stage of life nearly as long as her reproductive years.7 In 2002, the 33 million women in the United States who were fifty-five or older made up nearly 23 percent of the female population.8 As more women reach midlife and change the demographics in our country, we have an opportunity to reframe the issues and construct a vision that will improve the health, well-being, and social status of women at midlife.

Unfortunately, entrenched negative stereotypes about “being old” can make it difficult for us to accept our natural aging process. We feel pressure, in overt and subtle ways, to live up to impossible ideals of eternal youth and beauty. Although society has changed somewhat, sexist attitudes linger and affect women as we age. A woman in her early forties says,

I don’t like the word “menopause.” . . . Whenever I heard that word when I was younger, I felt like it didn’t relate to me. And now when I hear other women talk about menopause, it’s all negative. . . . You’re viewed as getting old and you’re deteriorating.

In cultures where age is particularly venerated and respected, menopause is perceived very differently. In contexts where women look at aging in a positive light and are seen by others as sources of wisdom, menopause is likely to be less stressful.

We also may feel resistant to the idea that aging may bring with it a certain amount of discomfort, pain, and limitations to mobility. Such resistance is supported by our consumer culture, which promises us quick fixes for everything from menstrual cramps to acne, usually for a price.
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Aging is separate from menopause, but it is part of it. I don’t feel old, but I’m getting aging spots on my hands and my face. My hair is turning white. I’m starting to get that “boxy” shape. I look at other women my age, and I think, Gee, they look old. They act “old.” But then, it’s like, Oh my God. Am I that old? Maybe I’m just deceiving myself. Maybe I’m old, too, but I just can’t see it. Maybe I need to go out and dye my hair and paint my toenails to feel good about myself. I don’t like the way it makes me view myself.

Aging is a natural part of life. We can resist the cultural messages that devalue older women by joining advocacy groups for midlife and older women and by reaching out and appreciating one another. Building friendships with older women can offer us alternative role models. A forty-four-year-old woman says,

I went to a women’s brunch where most of the women ranged from the mid-thirties to the mid-fifties. I was curious about one much older woman who turned out to be a sculptor in her seventies. She invited me to visit her at her studio near the shore. I drove down with a photographer friend, bringing a picnic lunch, and enjoyed a delightful afternoon viewing her recent work, each of us sharing her experiences as a woman trying to do creative work at different times in the life cycle.9

MEDICALIZATION

When I entered midlife, I experienced some of the same kinds of frustrations that I did as a woman giving birth. Once again, I found myself regarded by the medical profession as a patient in need of treatment. I was encouraged to view the natural process of menopause as a negative change that, if left untreated, would jeopardize my health. Thanks to the women’s health movement, I found my voice. My own hormones are keeping me a healthy, active sixty-six-year-old.

In our culture, major biological transitions that women experience, such as childbirth and menopause, are often medicalized. The term medicalization refers to treating a natural process as if it were a medical condition requiring intervention. The normal physical changes associated with menopause in particular tend to be perceived as pathologies requiring both medical and cosmetic “help,” perhaps because aging itself is so medicalized.

Some medical researchers, health care providers, and drug companies have defined menopause as a hormone “deficiency” condition due to ovarian “failure.” According to this view, menopause is a condition like thyroid deficiency or diabetes: If it is left untreated, we will be at greater risk for many chronic diseases, a lower quality of life, and premature death.

This view was the rationale for the widespread use of long-term hormone treatment for postmenopausal women from the 1960s to early in this century.10 After all, if our ovaries had failed us and we had become deficient, it made sense to replace our hormones, hence the term “hormone replacement therapy.” For decades, many doctors and women were convinced that boosting estrogen levels would treat all signs of menopause, make women feel younger, and ward off diseases of aging. This belief persisted even though no well-designed long-term clinical trial of hormone treatment had been conducted. We now know that hormone treatment is likely to carry more risks than benefits for most women. (For more information, see Chapter 7, “Hormone Treatment.”)

Several factors may help to explain why menopause has been perceived as a deficiency. One is the long history of attributing ill health and characteristics considered undesirable for women to our reproductive organs and hormones. For example, terms like hysteria (derived from the Greek word hustera, which means “womb”) reflect the former belief that behaviors considered inappropriate for a woman were somehow caused by her uterus. Some women in the nineteenth century had hysterectomies in attempts to treat a wide variety of problems. Similarly, some doctors believed that the ovaries were the source of ill health and advocated their removal. During the same era, higher education for adolescent girls was discouraged for fear that taxing girls’ brains would ruin their reproductive organs.


[image: image]

“I decided that I needed to care for myself.”

YVONNE ATWELL

I knew very little about what the menopausal experience would be like or how it might influence one’s mind and body. Information was sketchy at best and none specific to Black women. I gained weight almost overnight and my eating habits also changed. I wanted sweet foods, yet sugar made me tired and lazy.

There were times I thought, What is wrong with me? I felt so confused. The day I put the iron in the fridge and the milk in the linen closet was the day I sat down and cried, thinking I must be losing my mind. I remember speaking to my sister about this. She laughed and said the same thing had happened to her early in her menopause experience. Talking to my sister helped ease some of the stress I was feeling. I was on my own, working three part-time jobs and trying to raise a teenage daughter. I didn’t have time to worry about what was happening to my mind and body.

I knew that I had to somehow find a way to care for myself, because as a Black woman I didn’t trust the system to know about me or my race. My doctor suggested that I go on HRT [hormone replacement therapy] because the hot flashes kept me awake at night. I knew enough about HRT not to trust that this was the best solution for me. Besides, my doctor had no information on the effects of HRT on Black women.

At some point I made a concerted effort to design and develop my own health plan. I decided that I needed to care for myself and spend as little time with a doctor as possible. My plan consisted of meditation, reading everything I could find on menopause and Black women, changing my eating habits, joining a fitness club, and finding a program that would help me develop my inner strength through positive thinking and awareness.

It has been ten years since I entered menopause and I have no regrets about my decisions to take care of my own physical and mental health. I still attend the doctor on a regular basis. I still weigh the pros and cons of her advice and decide if the information she is giving me is what I need or if I should consider other options.

Presently I feel that I’m in better physical and mental health than at any other time of my life. I still get night hot flashes, but they are no longer severe. Most of the time I feel happy and blessed to be well, to enjoy my three daughters and my two grandchildren. I feel I am experiencing a place of empowerment and self-control unlike any other time in my life.



Another reason that so many doctors have viewed menopause as a deficiency condition is that they are more likely to see in their offices women who are experiencing distress than those who aren’t. Women who have a relatively easy time during and after the menopause transition simply don’t visit doctors as often. This makes it seem to doctors (and others) that menopause is more stressful for most women than it actually is.

Doctors are also more likely to see women who have severe distress immediately after their ovaries are removed (a procedure that often accompanies hysterectomies). The sudden change in hormone levels caused by surgical removal of both ovaries usually results in more distress than natural menopause does. (For more information, see Chapter 4, “Sudden and Early Menopause.”)

Finally, the pharmaceutical industry must be recognized as a driving force in the medicalization of menopause. Many studies on hormones have been sponsored by pharmaceutical companies, which influence both the way the studies are done and how the results are interpreted. These studies are then published in prestigious medical journals and become accepted as scientifically valid; legitimate criticisms of these studies often do not reach the lay public. The pharmaceutical industry also sponsors “continuing education” seminars for physicians, reinforcing the use of hormones either as a treatment for menopause or as a preventive measure for chronic diseases. Research has shown that doctors’ prescribing practices are often strongly influenced by promotional messages rather than by scientific evidence.11

The story of the widespread prescribing of hormone treatment before long-term clinical trials had confirmed their safety is a dramatic example of the power of the pharmaceutical industry and inadequate research to influence women, doctors, and government agencies. (For more information on hormone treatment, see Chapter 7, “Hormone Treatment”; for more information about industry influence on research, see “Can We Trust the Evidence in Evidence-Based Medicine?” page 24.)

THE ROLE OF HORMONES

The reduction of estrogen levels that women experience at menopause represents the natural state for women; our ovaries have not “failed” us and we are not “deficient.” The higher levels produced when women are younger allow for ovulation and the possibility of pregnancy; beyond our reproductive-age years, these higher levels are no longer necessary. (For more information about how hormone levels change during the menopause transition, see Chapter 3, “What’s Happening in Our Bodies.”)

Reduced estrogen production can be health-enhancing in some ways. Decreased estrogen can reduce our risk for certain hormone-related health problems. For example, estrogen is strongly linked with the risk of breast cancer. Almost all studies show that women who took hormones long-term after menopause had a higher risk of breast cancer than women who did not. Other hormonerelated disorders, such as fibroids (benign tumors) and endometriosis (a condition in which tissue like that of the uterine lining grows outside the uterus, causing pain, infertility, and other problems), are greatly decreased after menopause.

Any premenstrual syndrome or painful menstruation a woman might experience will likely stop when menstruation stops. For this reason, menopause may be especially welcomed by those of us who have painful monthly cramps, as well as by women who experience heavy bleeding during the menopause transition. A thirty-nine-year-old woman says,

I’ve always had a lot of problems with my periods, so I look forward to no periods. Ever since I was a teenager, I’ve had to go to bed for the first day when I first get my period because I feel so sick. I thought I would outgrow this problem after I had babies. But no. It just kept on. So that’s one good thing to look forward to.

The end of our fertility, while not always welcome, is also health-enhancing in some ways, because multiple pregnancies can strain our bodies.

This does not mean that all of the physical changes related to menopause are experienced as positive. For example, lower estrogen levels tend to be associated with vaginal dryness, a sensation that many of us find unpleasant. Still, knowing that this is the normal way that our bodies experience the movement through the natural human life course allows us to identify which changes we feel we can embrace, which we can tolerate, and which we wish to find ways to alleviate.

Going through perimenopause, I wanted to do everything naturally. I tried the progesterone cream, went to a homeopathic doctor, talked to my friends who were in menopause. My hot flashes were so bad, I was waking up about every two hours, and they got bad during the day. My period stopped altogether and I was fine with that. But then sex, which had been wonderful, hurt. I was dry and sore and felt like I was getting infections. . . . I was so miserable, I decided to try hormones. I am so glad I did! I’m on the combination [of estrogen and progestogen] and it’s a lifesaver. . . . My friends have been pretty surprised. They thought I’d be the Soy Bean Queen and avoid HR [hormone replacement], but I’ve never felt better.

One doctor suggested I go on hormone replacement pills but I said no. I don’t like taking medication unless I feel it’s absolutely necessary. I’d rather jump into the shower to cool down than take a pill. I would prefer to ride it out without hormones.

(For more information about the risks and benefits of hormone treatment, see Chapter 7, “Hormone Treatment.”)

The medical myths surrounding menopause need to be dismantled. We must become informed consumers and develop critical perspectives on treatments available to us and research being conducted. Government, the medical establishment, and women’s health groups need to work together in order to ensure that this will happen. Individual women also need to take care of ourselves and one another. Women’s health depends on it.

RACIAL AND ETHNIC DIFFERENCES

Our experiences of the menopause transition are shaped by our particular cultural or ethnic background, class, and sexual orientation, as well as other social and genetic determinants. For example, the traditional role of black women as the pillars of our families and communities can result in black women’s jeopardizing our health by “overdoing it.” An African-Canadian woman says she cannot show her feelings openly even when she feels vulnerable because she is expected to be the “strong” one:

I think menopause is hard for Black women. We tend to downplay emotional things. We’re like the M&M’s with the hard shell up to survive racism, but the soft part inside that is love and tenderness. That shell is our survival key. I think, being strong Black women, a lot of us are worn down. We go into menopause emotionally, physically drained. We have the tendency to think, This is not going to happen to me.


IS MENOPAUSE THE SAME AROUND THE GLOBE?

The majority of the world’s languages do not include a word for menopause. Women in many parts of the world understand the end of menstruation as part of an aging process in which, more often than not, biological changes are less important than social changes, such as enjoying improved status in the community and becoming a grandmother.

Anthropological research suggests that both the biology of aging and the cultural meanings associated with it vary around the world, and that biology and culture may affect each other. For example, the signs of the menopausal transition that are often noted in North America and Europe, in particular hot flashes and night sweats, do not occur equally among all populations of perimenopausal and postmenopausal women. Research in India, Indonesia, Taiwan, Hong Kong, Japan, Singapore, China, Korea, Thailand, Malaysia, and the Yucatan, Mexico, all reveal low reporting of hot flashes and night sweats. In parts of Africa and the Middle East, research indicates that hot flashes are, on average, experienced more often than among North American and European women.

Similarly, older women around the globe are not equally at increased risk for heart disease, bone fractures, or other conditions. White women in the United States have an almost seven times greater risk of dying from heart disease than Japanese women12 and a more than seven times greater risk of experiencing a hip fracture than women in Beijing.13 African women have significantly lower rates of hip fractures than African-American women, even allowing for the possibility of substantial underreporting.14

Many factors affect our experiences of menopause and our development of diseases. Biological, nutritional, lifestyle, psychological, and social variables all need to be considered, as well as cultural and language differences and individual variation.



Mexican-American women may be confronted with issues at menopause that result from bicultural life experiences. In Mexico, as in many other Latin American countries, women are unlikely to discuss menopause with others, including with their daughters, so the sensations and changes associated with menopause may come as a surprise to many women.

Pudor or modesty is an important value in many Latina communities. Therefore, for midlife Latina women, consulting a medical practitioner, especially to discuss personal or sexual matters, may be uncomfortable. Pudor may also be part of the reason that some Latinas do not use the terms for our sexual anatomy, referring instead to the area “de abajo” (“down there”). In the United States, however, one routinely is expected to answer questions about menstrual status and other intimate issues at medical appointments.

Making matters even more difficult, those of us who are Latina immigrants in the United States may be confronted with a set of cultural values regarding aging that is different from the values we grew up with. In many Latin American communities, the status of women, and our power within the family, grows as we grow older. In the United States, midlife women, and especially immigrant women, may find that our status declines.

For many Latina immigrants, who are disproportionately poor, financial and social responsibilities often take priority over the experience of menopause. The menopause transition may be perceived as a normal part of life that does not require medical attention. One Mexican-American woman said, in Spanish,

Menopause? No, I didn’t go to a doctor for that. We [do not] go to a doctor for every cut we get. We just take care of things ourselves.

A number of studies have documented cultural differences in our perceptions of menopause. For example, African-American women seem more likely to view the cessation of menstruation as a relief and look forward to not worrying about pregnancy after menopause. By contrast, white women perceive menopause as more of a medical problem and more readily seek prescription therapy and written resources for information.15

A large-scale study with the acronym SWAN—Study of Women’s Health Across the Nation—has allowed researchers to analyze the impact of ethnicity on menopause. A multiethnic sample of 16,065 African-, Chinese-, European-, Hispanic-, and Japanese-American women between the ages of forty and fifty-five confirms that manifestations of menopause vary by race/ethnicity, lifestyle, and socioeconomic status. The SWAN analysis highlighted a substantial amount of ethnic variation. For example, more African-American women reported hot flushes, more Latinas reported vaginal dryness and an earlier menopause, more white women reported difficulty in sleeping, and Asian-American women reported fewer symptoms despite having lower estrogen levels compared with the averages in the study group.

Socioeconomic disparities were also found in the SWAN analysis. The majority of symptoms were more frequently reported among women who had difficulty “paying for basics,” as well as women who smoked and those who rated themselves less physically active than other women their age. This diversity in the physical sensations associated with menopause suggests that our cultural expectations regarding our bodies as well as differences in health practices such as diet, and economic patterns such as access to healthy food and safe places to exercise, strongly shape our experiences of menopause.16

Spiritual and religious beliefs provide some women with an important source of strength. An African-American woman explains how her faith is central to coping with the menopause transition:

There are times when I’m sitting in a meeting or something, and I have such bad hot flashes, and, oh my goodness, and I’m just so hot . . . and all the emotional things that I don’t understand. So I just go right to my spirituality. I pray. And because of that, it makes me feel less overwhelmed, more at peace. Afterwards, I feel more refreshed, rejuvenated.

MIDLIFE TRANSITIONS

For many of us, it is not the hormonal or physical transitions of menopause so much as the social transitions associated with midlife that are the tipping point for emotional or lifestyle changes. For some women, menopause and midlife are a time of transition toward a new phase in life or a trigger for adopting a new life philosophy. Some of us go back to school, while others may decide to use our life experiences and increased confidence to make changes in our community. This may be a time in which we develop a stronger sense of identification with our mothers. Or it may be a time of sadness in which we grieve for opportunities we missed earlier in life—for children we did not bear or raise, or other paths we did not take. For many of us, menopause is simply a nonevent.


[image: image]

“I was sweating with the big girls now.”

CHARLOTTE LOPPIE

My experience of menopause has been largely shaped by my bicultural (Aboriginal/European) background. Many indigenous cultures view health as holistic and approach experiences like menopause from a naturalistic perspective. Yet Western culture takes a somewhat more disease/deficiency view of this life change. I entered perimenopause straddling these two worldviews, and keeping my balance was not always easy.

It began during the winter of 2002; after almost six years of reading and research about the menopausal transition, I awoke one frigid, December night in a blistering sweat. Quite suddenly it seemed like some internal register had jacked up the temperature in my pajama top. I quickly removed the offending garment and lay there feeling an odd sense of elation. I had arrived—my first hot flash. I was sweating with the big girls now; I was a crone, on my journey toward the wisdom and maturity of elderhood—corny, to be sure, but very fulfilling.

More than two years has passed since my first “trial by fire.” I have finally arrived. The journey, I fear, was not always as serene and joyful as I previously had imagined. The lack of sleep almost did me in and the loss of control left me feeling quite weary. I am still among the ranks of countless flashing, sweating, tired middle-aged women. Yet I can easily flip that coin and tell you about the clarity of my vision these days; about the big changes I have made in my most intimate relationships; of the self-love and self-worth I finally found, somewhere in my tired eyes, my aging face, and my tormented body.



I was a stay-at-home mom of sorts. While raising my kids, I went to school one class at a time. It took me about twenty years to finish my bache-lor’s and then my master’s degree. I was never quite sure what I was going to do with these degrees, but I kept going. And then, all of a sudden, it became quite clear to me. Not only was I going for a Ph.D. but I knew I would have to somehow leave home to do it. Where did I get the confidence to think that I was smart enough to earn a Ph.D.? What made me think I could possibly go away and expect my husband to take care of himself and our three college-age kids and manage the household? It couldn’t be just because my oldest son applied and was accepted into a Ph.D. program. It couldn’t be just because my youngest, twins, were reaching eighteen, the magic age when they legally become adults. I knew I was just entering my midlife. That’s it! It must be the hormones!

Many of us reach menopause while also experiencing the “dependency squeeze.” At midlife we are often caught between the responsibilities of raising children or grandchildren and caring for aging parents or other relatives. Or we may be coping with an “empty nest.” At the same time, we may be working in demanding jobs. Balancing these roles can cause us stress and may be the source of problems that we mistakenly think are signs of the menopause transition. The opposite also may be true; the physical signs of menopause may erode coping skills.

Menopause happened when there were a lot of other things happening in my life. I was leaving my job, my house, and I was moving to another city. So at first I thought I was just under a lot of stress.

It’s important to be in tune to our body because it’s often trying to tell us something. Unfortunately, I think by the time we finally get the message, our body has already been trying to tell us something for a long time, and we suffer the consequences of not having listened. But it’s more than what is happening to our bodies, it’s also our minds. Our state of mind is tied up with our bodies. Like sometimes I feel kind of lethargic, but I think, OK, this is physical, but it has something to do with my emotions, too.

(For more information about family and social changes, emotional well-being, and stress reduction, see Chapters 10 and 11, “Family Life and the Workplace” and “Emotional Well-Being and Managing Stress.”)

FINDING OUR BALANCE

The point for many of us is to find the right balance between acknowledging the very real changes in our bodies at menopause and also understanding that our life experiences at any age are affected by many social, political, economic, and cultural factors that have little to do with hormones and that cannot be “treated” with either medication or pop psychology. By honestly looking at our life situation, our relationships, our families, and our society, we may be better able to resist the ageism, sexism, and medicalization that are so central to the American way of experiencing menopause.

Menopause can provide an opportunity to know ourselves and our bodies better. A fiftytwo-year-old woman says,

It’s another stage of life. . . . Your body is going through another journey. It’s part of a woman’s natural life cycle. It’s not something to be fright-ened of. When you reach this stage, you’re more aware of who you are as a person. You learn to feel more comfortable within yourself.

Menopause can result in our feeling satisfaction at having successfully come through a long journey. In Germaine Greer’s terms, the older woman is one who climbs her own mountains, “in search of her own horizon, after years of being absorbed in the struggles of others.”17 While we may stumble at times, we find the strength to continue. At the end of this transition, we can look forward to a new phase of life that can be liberating and empowering.

The change of life means that you change. . . . Priorities change. Needs change. Emotions change. I think it sometimes scares people because they are afraid of change.

The menopause transition can inspire us to be more attentive to our health needs, eat well, and exercise. Many of us are motivated to quit smoking or cut back on our drinking.

When we understand menopause, we can become more comfortable and accepting of the changes it will bring. Having gone through menopause, a fifty-eight-year-old woman says she looks on life very differently now:

A few years ago I would have said, “Oh my gosh, menopause? That’s old!” But now that I’m at that stage, I feel differently. I feel like I don’t have to apologize for things I feel. I look at things differently and I’m more relaxed. It’s just like—I don’t know how to explain it—I just feel happier. Things don’t bother me the way they used to. If I can’t get things done today, then there’s always tomorrow. I’ve matured. I’ve become wiser. My outlook on life is different. Now I tell younger women, these are the most wonderful years. I think that’s where my menopause has brought me. I’m feeling very good about that.
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CHAPTER 2
Making Health Care Decisions


Making good health care decisions can be challenging. A good decision involves gathering and evaluating information, weighing what’s important to us, finding the resources we need to maximize the quality of care we receive, and dealing with the associated costs. Each phase of this process can be complex as we clarify our values, our fears, and our resources. We may ask ourselves whether we place a priority on avoiding any interventions that might increase future cancer risk, however slightly. Or is it more important to us to achieve immediate relief of symptoms so that we can function better here and now? Are the effects on our sexuality of choosing or refusing particular interventions extremely important to us or of relatively minor importance? Are we comfortable accumulating financial debt in order to pursue treatments, or is worry over finances likely to cause us more distress than the condition for which we seek treatment?

While we struggle to clarify our needs and make our decisions, we also realize that many of the factors that affect our health—from toxins in our food and air to the influence of pharmaceutical and insurance lobbies—are not in our individual control. They are largely determined by social policies, government regulations, and economic realities. Much of our power to shape our experience of menopause is limited by the access we have to appropriate economic and medical resources. Our country’s failure to provide a comprehensive, integrated health care system that ensures access to all means that we spend enormous energy, time, and resources trying to navigate the existing system. To create change at the systematic level, we must work together to advocate for our health and the health of our communities. (For more information, see Chapter 20, “The Politics of Women’s Health,” and Chapter 21, “Finding Our Power, Organizing for Change.”) This chapter focuses on what we can do as individuals to navigate the current health care system, educate ourselves, and improve our own care.

We make decisions that affect our health constantly. For example, we may decide to have fresh fruit for a snack instead of getting french fries at the drive-through. We may decide to walk to the movies instead of drive. We may decide to quit smoking—or to continue smoking. Such decisions add up. Our lifestyles can have profound effects on our well-being and reduce (or increase) our need for medical care. Regular exercise, healthy eating, and stress reduction may reduce some problems associated with the menopause transition.

When I began experiencing a number of menopausal signs, I decided to use herbal remedies, to exercise regularly, and to pay more attention to what I ate. I belong to a women’s group, which helped me a lot. We shared information, gave each other suggestions, and supported each other’s decisions.

As I was approaching my fiftieth birthday, my daughter gave birth to twins. I was totally delighted and knew I would take an active part in their lives. However, I also realized that if I didn’t take care of myself, I would not have the energy to take care of them. I started walking every day, made sure I was eating more nutritious meals, and best of all, I was finally able to quit smoking. Four years later, I am in the best shape of my life and I can keep up with my grandchildren. I am having the time of my life!

Our ability to make healthy choices and carry them through is often limited by economic and social realities, and it is important that we avoid blaming ourselves for not living the “perfect” lifestyle.

FACING MENOPAUSE

MENOPAUSE AS A NORMAL LIFE EVENT

Women in the United States often think of menopause as requiring medical treatment, but menopause is not a disease. It is a normal, natural part of a woman’s life. Occasionally it involves problems for which we may explore self-help techniques, complementary or alternative treatments, or conventional health care.

It is important to remember that many signs and complaints of menopause are temporary. They usually last a few years. Enduring two years of hot flashes is different from experiencing them for the rest of our lives. Mood swings may seem less problematic if we remember that they will fade. Times of transition are often rocky, but as we move through them, we may gain a sense of balance and equilibrium.

When I began to have hot flashes, I felt grateful. I thought of [the times] when I would miss work because of severe menstrual cramps and of all themoney I had spent for menstrual supplies. I knew the hot flashes would end and there would be no more cramps!

We may make different decisions at different times, depending on our values and the severity of our menopause-related complaints.

A couple of years [after menopause], I started to experience hot flashes in earnest. They almost took on a life of their own. And they certainly took over mine. I’d start my morning with a shower and would be sweating before I finished dressing. I’d sit at my computer at work and that unpleasant, overwhelming feeling would flare. Many days I’d have to go into the ladies’ washroom, strip down to my bra and fan myself before I could return to my desk. I endured the symptoms since I didn’t want to go back on the [hormone treatment] drugs.

[But eventually I decided] to go back on hormone therapy. . . . I’m now taking hormone therapy once every five days. Am I getting hot flashes again? Yes, but only first thing in the morning, even before I get out of bed and before my shower. I can live with this.

IT MAY NOT BE MENOPAUSE

Knowing whether a health concern we are experiencing is related to menopause or not can be difficult. Sometimes our health care providers, and we ourselves, assume that all our health problems are related to menopause just because we are going through the menopausal transition. Sometimes a provider may suggest a treatment without understanding the true cause of the problem. Hot flashes, night sweats, insomnia, and vaginal dryness are the only physical problems clearly and consistently shown by research to be related to menopause.

AGEISM AND MEDICALIZATION

Ageism is the systematic devaluation of a person because of her or his age. In the youthoriented culture of the United States, getting older is equated with loss of power, loss of status, and disease. Medicalization may cause health care providers and others to think of menopause in terms of disease and medical intervention. (For more information on medicalization, see page 8.)

We may internalize anti-aging attitudes, which make us vulnerable to market pressures pitching cosmetic surgery and medications that claim to prolong youth.

To resist commercial manipulation that plays into our insecurities about the normal physical changes we experience as we go through the menopause transition, we need to be able to distinguish the signs of normal aging from disease, as well as understand the impact of internalized and institutionalized ageist attitudes.

INTERVENTIONS AND THEIR CONSEQUENCES

Medical interventions often affect us in ways that go beyond the specific therapeutic goal we may have had in mind. In fact, many of us have learned that medical interventions often lead to further interventions. This particularly seems to be the case for two of the interventions most often offered menopausal women: hormone treatment and hysterectomies.

When I was in my early forties, I was having complications before the Change. The doctor did a hysterectomy and gave me hormones. . . . they don’t tell you that by taking replacement hormones, you can develop gallbladder disease. I ended up losing my gallbladder, and then that sets you into a different lifestyle because all your food is passed through you, so you end up having to go to the bathroom all the time. I kept telling my girl friend that I know where all the bath-rooms are at.

GATHERING INFORMATION

Gathering and evaluating information are crucial to making good decisions about health care during the menopause transition. Our knowledge of our body, our life history, and information about possible remedies and their effects help us to make wise decisions for ourselves.

As in other situations, a good place to start is with our friends and family members. With menopause, as with our periods, pregnancy, and childbirth, the range of “normal” experiences is very wide. Many women find formal and informal support groups to be helpful in providing a sense of what the experience has been like for a variety of women. Such groups help us feel that we are not alone, give us support for our decisions, and offer additional ways of thinking about our situations.


IMPLICATIONS OF WORD CHOICE

Medical language we use can affect our thinking about our health. Menopause has been medicalized—treated like a disease—even though it is a normal, natural part of women’s lives. Using the term “symptoms,” for example, makes menopause sound like an illness; a word like “signs” is more neutral.

Similarly, drugs do not have side effects, they have effects. The term “side effects” implies that the negative consequences of taking a medication are side issues of less importance than the potential benefits. In fact, so-called “side effects” are the direct effects of taking a drug and should never be treated lightly. They can be deadly.

Likewise, the term “health insurance” is a misnomer. What we have is medical insurance. We are not insuring our health but trying to make sure that our medical needs are met and paid for.



When we speak to friends, relatives, and other women, we come to understand that while health care professionals have expertise regarding diagnosis and interventions, only we can figure out what’s important to us. As we listen to opinions, some of which are contradictory and some of which are similar to ours, we realize that we have the right to act in ways consistent with our values and priorities. This is true even if our decisions are contrary to the mainstream medical position, differ from the decisions our friends made, or fly in the face of the advice given by the menopause pundits we see in the mass media.

Health care providers can be an important source of health information. However, they often are constrained by limited time; bureaucratic rules; financial incentives from employers to restrict services (particularly in managed care settings); personal biases about treatments or prejudices about certain groups of people; lack of knowledge about prevention, self-care, and alternative treatments; and concerns about liability. Therefore it is important to seek information from additional sources, including family and friends, support groups, libraries, and medical and health information websites.

Health care providers today operate within a medical environment that requires what is called “informed consent” from patients; that is, unlike in the past, providers are required to tell us about the risks and benefits of proposed treatments. However, given the time constraints of office visits and the complexities of modern medicine, we often find that the choices doctors give us are confusing. When our providers quickly cite statistics or use jargon that we don’t understand, we may feel frustrated. It is important to remember that it is our right to ask for clearer explanations. We can ask the provider to write down the numbers so that we can think about them at home, and we can ask the provider to explain terms that we are not familiar with.

We may feel particularly upset when the provider presents us with a major decision that we simply do not feel competent to make. No choice seems quite right, and we feel that weighing the alternatives actually adds to our burdens rather than lightens them. At these times, we may find ourselves wishing for an old-fashioned doctor who would tell us what to do rather than present us with difficult choices. When that happens, it’s good to remember that the old-time paternalistic doctor did not always make good decisions. It also may be helpful to tell ourselves that in many cases there is no “perfect” decision; we must weigh which decision is right for us.

EVALUATING INFORMATION

As a parish nurse, the most popular guidance I have given to midlife women is “Go to [a book-store] or the library and read the introductions to books and articles. Check the author and sources. Be sure to note if the book or article was published by a drug company that might be selling a product. Then read through the books that appeal to you and check the sources again. Then let’s talk through your questions.”

We may find that gathering information from libraries, websites, or other sources is relatively easy, but evaluating it is harder. An abundance of health information is available, but its quality varies greatly. Some materials push dubious medicine, both conventional and alternative; some are concerned only with selling you their products; and some may be biased by the drug companies, professional societies, and other advertisers that support them. Studies conducted through 2002 found that between 20 and 90 percent of health information on the Internet was incomplete or inaccurate.1 Separating questionable or misleading information from accurate and reliable material can be daunting.

Below are some questions to ask yourself to help evaluate the quality of any material you find.

• Who wrote or created the material? Any health information, whether in a brochure, in a book, or online, should have the author or persons responsible for the material clearly identified. You may have to look hard to find this information for sources other than books: On brochures it is often in fine print at the bottom of the last page; on websites it can often be found on the “About Us” pages.

• Who is paying for the research, article, ad, or website? What is the person or group’s motivation? The source of funding can affect what information is presented and how it’s presented. For example, drug company–sponsored information tends to downgrade or ignore nonmedical or nonpharmacological approaches and is slow to present innovative alternatives or preventive treatments. Try to determine if the author(s) or site owner(s) have a financial interest or anything else to gain from proposing one particular point of view over another. Paid ads in magazines and newspapers and websites touting the products they sell should also be questioned.

• What is the basis of the information presented? In addition to the authorship of the material you are reading, the evidence that material is based on should be provided. Medical facts and figures should have references, and opinions or advice should be clearly labeled as such and set apart from information that is evidence-based (that is, based on research results).

• What research was done, and what did it prove? Check pages 23–27 for information on evaluating a research study.

• When was the material written or compiled? All content should have a date on it, so you can tell when the material was written or last revised. Information on safety can change. Material on treatments for life-threatening diseases and invasive procedures may be outdated in months, while information about self-care and day-to-day health concerns is likely to be accurate for somewhat longer.

• Does the information sound too good to be true? Be wary of “cures” for incurable diseases or remedies that cover too many conditions (cramps, depression, and obesity all in one pill, for example). Question materials that credit themselves as the sole source of information on a topic as well as materials that disparage other sources of knowledge.

Some good sources for health information include:

• Consumer guides, such as Consumer Reports on medications and its website, www.consumerreports.org/mg/home.htm, that evaluate medical care and specific medications.

• Government guides, such as Medline Plus (http://medlineplus.gov), the Centers for Disease Control and Prevention (www.cdc.gov), and the National Institutes of Health website (www.nih.gov). Government resources tend to be reliable, although in some instances they reflect the influences of political organizations and/or the pharmaceutical industry.

• Medical databases such as PubMed, which provides articles from published medical journals for free at www.ncbi.nlm.nih.gov/entrez/query.fcgi; and the Cochrane Collaboration, which produces systematic reviews summarizing the best evidence on health topics and interventions (www.cochrane.org/reviews/en/topics/index.html).

• The National Women’s Health Network and its newsletter, The Women’s Health Activist, and website, www.nwhn.org.

• The Center for Medical Consumers and its newsletter Health Facts for Informed DecisionMaking, and website, www.medicalconsumers.org.

• Public Citizen Health Research Group and its newsletter, Worst Pills Best Pills News, and website, www.citizen.org/hrg.

• The Our Bodies Ourselves website, www.our bodiesourselves.org.

UNDERSTANDING RESEARCH RESULTS

As we learn more about menopause, we may read and hear many competing claims and statistics. Understanding the different types of research studies behind these numbers can help us evaluate their results and make informed health care decisions.
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Drug companies exploit our fears about bodily changes during the menopause transition, with ads that imply their products are the best solution.


CAN WE TRUST THE EVIDENCE IN EVIDENCE-BASED MEDICINE?

When we and our providers seek solutions to our health problems, we depend on medical research to tell us which treatments work best, how likely it is that a particular treatment will help us, and what kind of risks the treatment entails. We expect this evidence-based medicine to bring us the best possible care.

Health professionals’ trusted sources of scientific evidence include research published in respected medical journals, continuing education courses presented by experts, and clinical practice guidelines. Clinical practice guidelines are established by expert review committees charged with reviewing the best of medical research to define standards of good care.

What few of us know is that medical research has undergone a quiet but radical transformation over the past two or three decades.

Before 1970, the vast majority of clinical research was funded from government sources.2 This has changed dramatically. Three out of four of the clinical trials published in the top medical journals (The Lancet, the New England Journal of Medicine, and the Journal of the American Medical Association) are now funded by pharmaceutical companies.3 In 1991, about 80 percent of drug company–sponsored research was still being done in universities, where academic checks and balances supported the independence of researchers. But by 2000, only 34 percent of this research was still being done in academic medical centers. The rest had been transferred to for-profit research companies.

When drug companies fund research directly through private contracts, they are able to influence the results in many ways. Drug companies are not required to compare their products to other known treatments. They can select the age and gender of the people included in a study to highlight the benefits of the drug and minimize the risks. (For example, they can choose to study their product on healthy younger people who take few other medications and are therefore less likely to have adverse effects, despite the fact that the drug is more likely to be taken by older people taking multiple medications.) The drug companies can end studies if the results don’t appear favorable and choose not to publish studies that don’t come out the way they had hoped. And many of the authors of the research articles published in even the most respected medical journals don’t have access to all of the data from their own studies— only the data the drug companies choose to let them see. By controlling the design of the research, the criteria by which patients are selected, the analysis of the data, and the selection of results to be published, drug companies shape medical knowledge.

Research funded by the pharmaceutical and biotech industries is far more likely to produce results that support the sponsors’ interests. Two studies published in 2003, one in the Journal of the American Medical Association (JAMA) and the other in the British Medical Journal, showed that commercially funded studies were 3.6 to 4 times more likely than noncommercially funded studies to show positive results for the sponsor’s product.4 Another JAMA study that looked only at highest-quality studies found even stronger bias: The odds that commercially funded research found the sponsor’s product the treatment of choice were 5.3 times greater than for studies funded by nonprofits.5

The agencies we count on to protect the interests of health consumers are increasingly compromised. More than half of the funding for the Center for Drug Evaluation and Research, the division of the U.S. Food and Drug Administration that approves new drugs and oversees drug safety, comes from user fees paid by drug companies.6 The medical journals we trust to independently evaluate the articles they publish are also being influenced by the biomedical industries, as they depend on money from pharmaceutical advertising and from selling reprints of published articles to corporate sponsors, who then distribute them to physicians. The committees that produce clinical practice guidelines, which inform and direct health care professionals, are now dominated by experts with active financial ties to one or more companies that make the drugs under consideration.7 And about 70 percent of continuing medical education courses for doctors are now paid for by the drug and other medical industries. Since doctors must participate in continuing medical education to maintain their medical licenses, it becomes increasingly difficult for any of them to avoid being exposed to industrysponsored messages.

As commercial interests gain an increasing role in determining our “medical knowledge,” it is important to understand that the fundamental reason that companies help create and distribute this information is to promote their products and improve their corporate bottom lines. Our health is relegated to, at best, a secondary consideration. We need to question whether doctors should be given financial incentives to follow clinical practice guidelines, as some now are, when those guidelines may be based on incomplete or biased research. Already we have evidence that such “pay for performance” incentives can lead to inappropriate care for older people with multiple chronic diseases.8

We need to demand that the public know when medical experts receive research funding or advising fees from drug and biomedical companies. And we need to advocate for stricter standards in the regulatory agencies that evaluate research results and oversee clinical guidelines. As individuals we can ask our health care providers if they practice under “pay for performance” programs and then consider this fact when making decisions about their recommendations for diagnostic tests and prescription medications.

The commercial takeover of our medical knowledge is, at its core, not a scientific problem but a political one. The solution will require an engaged and active citizenry. For more information, see Overdosed America: The Broken Promise of American Medicine.9



There are three major types of research studies:10

1. In a cohort study, researchers follow a group, or cohort, of women for a period of time. The researchers determine whether the women experience a particular exposure, such as whether they take a drug or supplement, exercise, smoke, or eat certain foods. The researchers follow all women in the cohort (both those who do and those who do not experience the exposure of interest) to see whether the women experience a particular outcome (for example, development of a certain disease). The researchers then calculate the risk of developing the outcome (called the incidence rate). Cohort studies can detect relationships between exposure and outcome but they cannot definitively claim that the exposure or treatment causes the outcome.

2. In a case-control study, researchers investigate two groups, one group of women who have a certain outcome, such as a disease, and one group of women who do not. The group of women with the disease is called the case group, and the others are known as the control or comparison group. Researchers determine whether or not the women experienced specific exposures of interest (such as diet or exercise). Identifying case and control groups based on outcome is the hallmark of case-control studies, which are common when the outcome of interest is rare (such as certain cancers) or when it is not possible for practical or ethical reasons to assign different groups to different treatments (such as smoking or experiencing abuse). Like cohort studies, case-control studies show a relationship between treatment and outcome but they cannot definitively claim that the relationship is causal.

3. In a randomized controlled trial, researchers recruit women to participate in a study. Once the women agree to participate, they are assigned randomly to receive either the treatment being tested or a placebo (such as a sugar pill). The study is called randomized because there is no rhyme or reason to whether a woman ends up getting the treatment or the placebo. If neither the women participating in the study nor the health professionals working with them know which group each woman is in, the study is called double-blind. The placebo helps with the blinding, so that the woman and her doctor can’t tell by looking at the pill she’s taking whether it’s an active treatment or a sugar pill. Randomized, double-blind placebocontrolled trials are thought of as the “gold standard” in research. They attempt to test whether treatment X causes outcome Y, and they can come the closest to claiming causation because of the blinding, the randomization, and the use of a placebo. The idea is that everything is held constant, except whether women are taking the placebo or the actual treatment.

Understanding Relative versus Absolute Risk

Statistics about health can be confusing because risk can be measured in different ways. Risk indicates whether or not a treatment or behavior (an exposure) is associated with an increased likelihood of developing a disease or condition (an outcome).

Relative risk is an indicator of the strength of the association between exposure and outcome. It is used to assess the importance of a particular factor or treatment in the development of a disease or condition. Relative risk is often expressed as a percentage. For example, a study might conclude that women who took a specific medicine had, on average, a 25 percent decreased risk of developing a particular disease than women who did not take the drug. Relative risk is always an average for a group.

Absolute risk describes the effect of an exposure on an outcome in the general population (as opposed to comparing specific groups). In the population overall, how harmful is an exposure? What is the likelihood of developing a particular condition? Absolute risk provides answers to these questions. For example, women in a certain country or city might have a one in ten chance of developing a certain condition during their lifetimes. (This would be the same as a risk of 10 percent.) Like relative risk, absolute risk estimates represent averages for a population, not the proscribed fate of any individual.

Sometimes studies report what sound like dramatic changes, for example a 50 percent decrease in risk for developing a certain disease. But if this is a decrease in the relative risk, and the absolute risk of developing the disease is small, the number of women affected will be low. For example, if the relative risk of developing a disease is cut in half by taking a certain drug, but only one in 100,000 women who do not take the medicine develop that disease each year, only one in 200,000 women per year would avoid developing the disease if the whole group took the medicine—and all of the other women would be at risk of experiencing its unwanted “side” effects.

Understanding what research results tell us about our risk of developing a certain disease or condition is an important part of making health care decisions. It’s also important to remember that there is enormous variation among individuals and that our decisions are informed by our values and preferences as well as scientific evidence.

MAKING DECISIONS

EVALUATING DRUGS

Pharmaceutical companies and the corporate media advertise drugs targeting women who may have vague complaints to encourage us to ask our doctors for the drugs advertised. These advertisements are misleading and can cause harm.

No drug is completely safe. We each have to determine the risks and benefits of a prescribed medicine. Some adverse effects occur so rarely that they become apparent only when millions of people have taken a drug. Since every year the number of drugs on the market increases, it is important to ask your provider to explain why she or he has selected a particular drug for you. Your provider may have been given information about the drug from a company promoting its use; consider doing some independent research yourself, too. Related questions to consider are

1. Will this drug address my primary health concern? Will it cure the underlying problem or only alleviate symptoms?

2. What are my chances of developing a condition if I take the drug (for prevention), or if I don’t?

3. How significant is the drug’s benefit?

4. What are the most worrisome risks? What’s the worst thing that could happen from taking this drug? What are the chances of that happening? What will happen if I stop taking the drug?

5. How long has this drug been studied?


EVALUATING TREATMENTS

To learn more about a proposed treatment, whether conventional or alternative, ask your provider and do some research on your own. Questions to consider include

1. What is the treatment’s success rate and how do we know it?

2. Is the treatment permanent (such as surgery)?

3. Is it systemic (affecting the whole body, as in chemotherapy or hormonal therapy)?

4. Is it cumulative (staying in the body and increasing with each treatment, as in radiation)?

5. Can the effects be harmful, and how?

6. Are there less drastic treatments available?

7. What will happen if the recommended treatment is not followed, and how is this known?



The example of hormone therapy for menopause shows how drugs are often used before their effects are fully known. Since 1923, when estrogen was first isolated, drug products for menopause have never undergone rigorous studies until health risks and/or deaths were documented. In 1996, the National Institutes of Health, at the urging of feminist groups, began what was supposed to be a ten-year study of the effects of hormone therapy on women. In 2002, the study was stopped because the risk of breast cancer and heart disease was found to be higher than any measurable benefit. (For more information, see Chapter 7, “Hormone Treatment.”)

It is essential for all of us to evaluate any studies that physicians or others use to assure us a drug is safe, and to advocate for increased and unbiased research.

BARRIERS TO RECEIVING MEDICAL CARE

Because the U.S. medical system is so expensive, many of us face barriers to receiving the best possible care. In addition, because there is a tremendous imbalance of power between most health care consumers and many health care providers, institutionalized discrimination exists for those of us in less powerful sectors of the population. Making health care decisions can be especially difficult for women who are treated as second-class citizens by medical institutions. This group includes women as a whole; low-income women and uninsured women (who may find that very few choices of providers or treatments are available to us); women of color and older women (whose concerns may be dismissed as “unimportant” or “whining”); women with disabilities (who may face mobility or communication issues); lesbian, bisexual, and transgender people; and immigrant women, especially those of us who are not fluent in English. Ultimately, changing current practices will require significant changes in public policy. In the meantime, being aware of how the medical system reflects society as a whole can help us deal with this system and improve the way we are treated.


EVALUATING RESEARCH RESULTS

If you are trying to understand the results of a research study, consider these questions:

1. For how long was the study carried out? Sometimes it takes a generation (twenty years) to know the effects of a drug. An example was diethylstilbestrol (DES): Children born to mothers who took DES during pregnancy did not develop cancer until they were teenagers.

2. How many subjects were in the study? (A study that has only fifty people, rather than thousands, cannot be generalized to an entire population of potential users of the drug.)

3. Were the people studied similar enough to you (in characteristics such as age, race/ethnicity, and number and types of conditions) that the findings may be most helpful for your situation?

4. Who sponsored the study?

5. Did the study ask people to remember a behavior in the past? (Many times these studies are inaccurate because people do not always remember a past behavior or they answer in a way that will “help” the researcher.)

6. How were so-called side effects (all effects) considered?



    [image: image]

COSTS AND INSURANCE COVERAGE

The costs of medical care present one of the largest barriers that many of us face when we try to obtain information and care. The single most common way of paying for appointments with health care providers, hospital visits, and prescription drugs in this country is medical insurance. Managed care is a type of medical insurance in which the insurance company “manages” medical services with rules, such as allotting certain numbers of visits to physical therapists, allowing certain numbers of days of hospitalization for particular procedures, and requiring participating providers to work in accordance with the guidelines set out by the managed care company. Medical insurance is often linked to our employment or that of a household member. Other common ways of paying for medical care are various government programs, such as Medicaid, Medicare, disability programs, military benefits, or their state equivalents, and individual out-of-pocket payments.
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