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PRAISE FOR GOING MENOPOSTAL


“I met Amy Alkon at a behavioral science conference over 20 years ago, the only nonacademic there, voraciously consuming knowledge and asking all the right questions in the pursuit of applying behavioral science to real-world problems. In this book, she will empower you to use science to advocate for yourself and get relief from hot flashes, insomnia, brain fog, and other life-altering symptoms.


In Going Menopostal, she exposes the truth about the medical neglect and mistreatment of women in perimenopause and menopause. But more than that, she gives you the language and strategies to advocate for yourself with your doctors without antagonizing them, making them partners in your healthcare, so that you get the evidence-based care you deserve.”


—Catherine Salmon, PhD, Professor of Psychology at the University of Redlands and coauthor of The Secret Power of Middle Children


“Amy Alkon’s Going Menopostal is a groundbreaking book that sheds light on the inequities in medical research and care, particularly for women from underrepresented communities. As a family doctor serving the South Side of Chicago, I see firsthand the metabolic health challenges faced by women in predominantly African American communities, where social determinants of health often amplify disparities.


Alkon courageously addresses how much of the existing research is centered on white, middle-class women, leaving the unique needs of women from diverse backgrounds inadequately explored and understood. This book empowers readers with vital information to advocate for better care, challenges systemic inequities, and gives voice to women who have long been overlooked. By doing so, it fosters greater empathy and paves the way for a more inclusive approach to women’s health.”


—Dr. Tony Hampton, Family and Obesity Medicine Specialist at Advocate Health, author of Fix Your Diet, Fix Your Diabetes, and host of the Protecting Your NEST podcast


“A fiercely edgy and heartfelt storyteller, Amy Alkon exposes the inadequacies of traditional menopause care in the United States through her raw, personal journey. Her perspective as a high-functioning professional woman is both poignant and deeply relatable, shining a light on the frustration many women face when they feel disconnected from themselves during this pivotal time.


Amy Alkon skillfully unpacks the long-standing impact of the Women’s Health Initiative (WHI), revealing how it has perpetuated fear and confusion around hormone therapy. The book also critiques the overreliance on clinical practice guidelines, which, while ensuring uniformity and legal protection, often stifle innovation and leave little room for individualized care. A compelling call to action, this work challenges clinicians to move beyond the status quo and empower women with solutions grounded in both evidence and empathy.”


—Dr. Andréa Salcedo, ob-gyn, Assistant Professor of Gynecology and Obstetrics at Loma Linda University School of Medicine, and host of YouTube: Conscious Gynecology—Low Carb Nutrition and Metabolic Health


“Going Menopostal is essential reading for women navigating perimenopause and menopause—critical life stages overlooked by the medical community. Veteran science writer Amy Alkon brings an outsider’s objectivity and cuts through outdated advice with a rigorous, evidence-based approach. Infused with warmth, wit, and compassion, she tackles everything from hot flashes and weight gain to mood changes and insomnia, offering clear, science-backed solutions. This book is a vital resource for women seeking real answers in a field that has long been underserved.”


—Nina Teicholz, PhD, internationally bestselling author of The Big Fat Surprise and science journalist


“Amy Alkon’s Going Menopostal is a masterpiece of scientific inquiry and clarity, cutting through decades of misinformation and fear around menopause. Clinical studies have been misinterpreted and menopausal symptoms have not been given enough attention. With her keen scientific mind and her ability to examine clinical and epidemiological evidence honestly, critically, and objectively, she has created a work of great importance for women struggling with menopause and perimenopause.


With writing that is sharp, biting, and on point, Alkon empowers women to understand the research and advocate effectively to be given evidence-based care. This book is a much-needed resource for addressing the medical neglect women have endured for far too long.”


—Dr. Kevin B. Knopf, MPH, Clinical Assistant Professor of Medicine, University of California San Francisco School of Medicine
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In memory of Julia Reyes Taubman


who lived with gorgeous ferocity


until breast cancer stole her from us


Julie was an insurrectionist against untapped potential—a creative visionary


who saw and refused to accept where the world was beige


and lacking and filled it with lights and fireworks and art museums.


She’d hound you into greatness


(and you’d secretly love it while complaining to her


that whatever she was asking for


couldn’t be done—until you eventually just did it).


Because there was no turning down a motivated Julie Taubman.


Julie was the most fully alive person I’ve ever known,


fiercely loving and loyal, principled, brave—and fiercely fun.


In the spirit of her relentless drive for what could be,


this book dedication is about 197 words longer than it “should” be.


I do this in hopes her extraordinary Julieness will live on


as a template for what’s possible for each of us:




Refusing to accept the “acceptable”


and seizing life with everything we have.


Living transformatively—audaciously alive, jam-packing in


all the joy, love, beauty, fun, and adventure we can.


Being bold and brave enough to try our guts out and fail,


and then (that’s Julie hounding us from the beyond!)


getting up and trying our guts out again.





Julie would have respected the hell out of all of that.


Julia Reyes Taubman: 1967–2018 . . . and beyond.









FOREWORD


AS A MEDICAL school professor and physician for over two decades, I’ve come to a sobering realization: Much of what we teach in medical school is wrong. This isn’t to say that my colleagues and I are intentionally misleading our students. The problem is more insidious. We’re trapped in a system that prioritizes tradition over evidence, profits over patients, and dogma over critical thinking.


Nowhere is this more apparent than in the field of women’s health.


Amy Alkon’s Going Menopostal is a much-needed antidote to this prevailing dysfunction. It’s a book that every woman—and every doctor who treats women—needs to read. Alkon isn’t a doctor, and that’s important. This allows her to turn a critical eye on the medical status quo in treating menopause and perimenopause in a way that’s near impossible if you’re part of the system.


Vitally, Alkon is a rigorous evaluator and translator of science—with a razor-sharp intellect, a relentless curiosity, and a deep empathy for those who’ve been failed by the very system that’s supposed to heal them. These qualities make her the ideal person to write this book.


Unconstrained by the blinders of medical orthodoxy, she brings a fresh perspective and an uncompromising commitment to following the evidence wherever it leads, no matter how inconvenient or controversial those findings might be. Her writing is crystal clear, highly engaging, and often very funny—making even the most complex scientific concepts accessible to everybody.


Like Alkon, I’ve come to recognize the limitations of conventional medical wisdom. In my book, Lies I Taught in Medical School, I explore the many ways in which our current medical model is failing to address the root causes of chronic disease. One of the key arguments I make is that the human body is a complex system, and we can’t hope to understand it—or treat it effectively—if we only view it through the narrow lens of a single discipline. We need to be willing to consider insights from a variety of fields, including evolutionary biology, anthropology, psychology, and sociology.


Alkon embraces this transdisciplinary approach in Going Menopostal. She recognizes that menopause is not merely a medical issue. It’s a multifaceted phenomenon with biological, psychological, social, and cultural dimensions. This nuanced understanding is reflected in her discussion of some of the meaningful physiological differences in women of color—all too neglected by the medical establishment, but not Alkon.


Alkon doesn’t shy away from exposing the ways in which women have been misled and mistreated by the medical establishment when it comes to menopause and perimenopause. Meticulously dissecting the flawed science behind many common medical recommendations, she reveals how they have led to unnecessary suffering and increased health risks for millions of women.


But she doesn’t just point out the problems. Using her background in behavioral science, she details a clear and actionable plan for women to get the evidence-based care they deserve. She provides women with practical strategies for navigating the medical system, asking the right questions, and advocating for their needs.


Alkon’s book is particularly valuable for its focus on patient empowerment. She knows firsthand how difficult it can be to get appropriate care from the medical system, and she gives women the language and tools to demand transparency and accountability from their doctors.


Alkon understands that knowledge is power. Going Menopostal is more than just a book about menopause. It’s a call to arms. It’s a manifesto for women to reclaim their health, challenge the medical status quo, and demand better care for themselves.


Amy Alkon’s work is not only necessary but groundbreaking. This is a book that has the potential to change the lives of millions of women. It’s a book that I’m recommending to all of my female patients—and to all of my colleagues as well.


—Robert Lufkin, MD


New York Times bestselling author of Lies I Taught in Medical School


www.robertlufkinmd.com









PART 1


THE MEDICAL NEGLECT AND MIS-TREATMENT OF WOMEN IN MENOPAUSE AND PERIMENOPAUSE
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THE AWAKENING


(all night, every night)


IT MADE SENSE that I was having sleep problems.


My best friend dumped me. She’s a professor in the Midwest who called me her “BFF,” Best Friend Forever. I find “BFF” embarrassing when used unironically by anyone over 12, but it was a way of saying I meant a lot to her, so I went with it and even BFF-ed her back.


We’d met 10 years before, in 2008, when she was giving a talk in LA. We sat down for drinks, and 20 minutes in we felt like we’d been friends all our lives. I sometimes pictured us as old bags together in The Home, talking science in scratchy grandma voices and racing each other down the corridors in groovy matching wheelchairs painted with hot rod flames.


And then, one Sunday, an email. Some stuff about her beloved cat that had just died, then eight words: “I think we should go our separate ways.” There was no explanation. There was just the axe, like I was some stranger she’d once exchanged sharp words with in the grocery store.


I never heard from her again.


Getting dumped by a friend is worse than getting dumped by a man, because you kind of expect that could happen. There’s also a predictable set of reasons a man ends it with you: Sex got boring. You got boring. He’s in love with your sister. He’s in love with your sister’s husband. I just couldn’t figure out what might’ve gone so wrong for my ex-BFF, and it left me obsessed. I would be washing a dish or getting the mail, and my mind would leap to “Why?! What happened?!” I regularly woke up at 2 or 3 a.m. asking myself these questions.


When I wasn’t waking up wondering about her, I woke up worrying about bills. Money had begun steering clear of me. I used to earn a nice middle-class living, but I had a recently-failing business model: writing a science-based syndicated column for newspapers, publications going out of business right and left—or cutting content in a “Try anything!” push to avoid it. I knew I had to find new ways to earn, but everything I tried turned out to be a way to work for free or close to it. I was afraid I’d end up in a tent under an overpass, eating old rolls out of dumpsters.


Piling onto my stress about money and the mysterious amputation by my supposed BFF was the looming deadline for my science-based book on confidence. The research behind it was way more complex and required more synthesis across disciplines than I’d initially thought. I joked to friends that the book kept trying to kill me, but as I careened toward my deadline with too many pages still blank, that seemed less and less like a joke.


WAKE AND BAKE


With all I had gnawing on me, I wasn’t surprised when I began waking up once or twice a night. Stress’ll do that to you, right? But by January of 2016, it was five or six times a night. I’d lie angrily awake, thrashing into different sleeping positions, as if I just had to arrange my body in the correct magical way and a wizard would let me sleep.


This fitful, all-night insomnia was emotional and physical torture, and it should have been worrisome, but I clung to my assumption that I was just really stressed. And then, one afternoon in May, I was sitting at my desk in breezy Venice, California, on a perfectly cool day, when—whoa, Mamacita! A blast of heat shot through me and my body temp spiked to “locked in a car trunk in the Everglades.”


Could that be . . . a hot flash?


And then it hit me—at 52, menopause was finally creeping up.


Hot flashes began blasting me seven to 10 times daily. After I’d hit the pillow, their co-workers—drenching night sweats—made it feel like I’d wet the bed, but through every pore of my body.


I wondered how long this hormone-run circus might go on. I called my mother, who was about to turn 81, and asked when she stopped having periods. “I’m not sure,” she said. “Maybe at 70.”


“Mom, you were not having periods at 70!” (But thanks so much for your help.) I knew almost nothing about menopause. Ugh. I suddenly had a lot of reading to do. I mostly read behavioral science and some dietary science for my books and column. However, for about 15 years, I’d become increasingly informed about serious failings in much of our medical care. For instance, treatments and procedures that are useless or harmful—including common types of knee, spine, and heart surgery!—are given to patients for years or even decades after research finds them to be ineffective, injurious, or deadly. Knowing this, when I have a medical issue, I protect myself by reading the research in the area before I go to the doctor.


My cute little one-bedroom house turned into a walk-in file cabinet as I printed and piled up hundreds of journal articles on my living room floor. I ran out of floor space, and these paper Towers of Pisa soon took over any flat surface that didn’t have kitchen appliances or shake when flushed.


The more I read, the angrier I got. There was a huge gap between the evidence I saw in the research findings and the medical advice and treatment being given to women in and around menopause.


“EVIDENCE”-BASED MEDICINE


Many women in their 40s start feeling mysteriously unwell. “Mysteriously” because their symptoms sneak up on them, little by little, and seem unrelated since they don’t trace to a single identifiable cause.


At first, a woman might mistake some symptoms for mean ole PMS—until it occurs to her that premenstrual syndrome isn’t supposed to be endless. She’s bloated and achy—not just at tampon time, but throughout the month. Every day, her boobs feel like overfilled water balloons, and they hurt every time she takes a step. And whoa! Is that her period or a test run for bleeding to death?


Eventually, sleeping through the night becomes a battle—one she usually loses. Then there’s the bottomless hunger. No matter how much she eats, she remains monstrously hungry—like a starving wild animal—and she’s got the depressing rapid weight gain to show for it. And while we all have the occasional “I HATE EVERYONE AND EVERYTHING!” bad day, hers start coming daily. She’s wired and angry—for no apparent reason—and spends much of her time wishing a gory death on people who commit horrific crimes, such as humming while in line at the hardware store.


Notice something? No one symptom stands out as frighteningly worrisome. (Nobody dies of sore boobs.) It is important to note that some lucky women experience few symptoms or none at all—or fewer and less intense symptoms. However, for those of us who do get slammed, the collective mystery is the problem: the sudden “new normal” of feeling like something the dog threw up on the rug—without a clue as to why.


We can come to terms with facts we know—even devastating facts like “It’s cancer.” The medical unknown, on the other hand, dumps us and our imagination into a bottomless pit of worry about all the terrifying things that could be wrong with us.


Take me, for example. Until the summer of 2016, when I got that first hot flash (at age 52), I’d spent six to eight years not noticing I was slowly but increasingly feeling pretty terrible. Eventually, it hit me, and I got really scared. After a lifetime of barely going to the doctor, I seemed to be falling apart in a disturbing variety of ways—but why? Do you get, like, 40-some years of good health, and then some dark figure checks their watch and says: “Happy birthday! Welcome to ‘Feel Like Total Crap Till You Die!’”?


If only I’d known that my menstrual cycle hormones—estrogen and progesterone—were the perps behind my mental and physical symphony of suck. Many women suffer hormone-driven symptoms not just after their periods stop—the phase called “menopause”—but in the three to 10 years leading up to it: the phase I’d been in, called “perimenopause.” These symptoms can show up as early as age 35, but they usually rear their nasty little heads in a woman’s 40s.


Some women do bring their symptoms to their doctor. Unfortunately, their reward is seldom relief. Perimenopausal symptoms are consistently dismissed, misdiagnosed, and mis-treated—by well-meaning doctors who have every intention of helping their patients.


The problem is this: Treatment guidelines for women in perimenopause are based on a major error—the long-held, unquestioned assumption that estrogen levels in perimenopause are low, as they are in menopause.


They aren’t.


In perimenopause, estrogen levels can actually soar, making many women sick and putting them at increased risk for breast and endometrial cancer. Yet, women in perimenopause are prescribed estrogen—potentially overdosing them on the hormone causing their suffering—when the actual problem is not that they are low on estrogen, but that their bodies have stopped producing enough of its vital counterbalancing partner hormone, progesterone.


Doctors will pair the estrogen prescription with what many—wrongly—believe to be progesterone. However, instead of prescribing safe, FDA-approved progesterone—chemically identical to the progesterone produced by our bodies—they often prescribe an el cheapo synthetic knockoff, medroxyprogesterone acetate. This drug not only fails to do the job progesterone does to dial down perimenopausal insomnia and other life-trashing symptoms, but it increases a woman’s risk of breast cancer, heart attacks, and strokes.


In menopause, estrogen levels bottom out, and with the loss of estrogen, many of us get socked with daily misery from hot flashes, vaginal dryness, and other symptoms. Prescription estrogen alleviates these symptoms. In fact, once we hit menopause, it’s the most powerful hot flash relief we’ve got, and it’s near miraculous at rehydrating the parched desert territory formerly known as our naturally lubricated vagina. In addition, research increasingly suggests estrogen protects and preserves the long-term health of our bones and our cardiovascular system.


However, for over 20 years, women were denied these benefits—and continue to be because estrogen continues to be baselessly demonized. This is a lingering effect of the methodologically terrible Women’s Health Initiative study (WHI) and the inexcusably distorted way it was announced to the public in 2002—basically amounting to “Hey, Ladies! ESTROGEN WILL DESTROY YOUR BREASTS AND EAT YOUR BRAIN AND THEN TAKE YOU OUT IN A MASSIVE HEART ATTACK!”


As I’ll detail in Chapter Sixteen, the WHI researchers’ claim was a gross misrepresentation—a finding of harm made out to apply to all menopausal women when it was drawn from a highly atypical and unrepresentative subset: a substantial number of elderly women (up to age 79). These women had no menopausal symptoms and were so old and in such poor health that the estrogen the researchers gave them had no possibility of helping them and likely harmed them, like by increasing the plaque buildup in already-narrowed arteries (the Heart Attack Highway).


Elderly, unhealthy women should never have been treated with hormone therapy appropriate for healthy, just-menopausal, symptomatic women, and would never have been—by any doctor with a medical license generated by the state rather than Photoshop.


These women were falsely described to the public as “healthy” by the WHI researchers—most sickeningly, right in the title of the study: “Risks and benefits of estrogen plus progesterone in healthy postmenopausal women.”


This was criminally misleading. The cardiovascular and other risks to elderly, chronically ill women do not apply to healthy just-menopausal women who are prescribed estrogen. In fact, taking estrogen immediately upon going into menopause is the single best protection we have against the biggest killer of women: heart disease. Unbeknownst to most of us, heart attacks, strokes, and ride-along diseases like diabetes now kill one in five women and will soon kill a whopping one in three.


We also are not told there’s a clock on protecting ourselves; for example, a short window of time after we hit menopause when estrogen is helpful and protective for our cardiovascular system. If we start taking it within that window, we set ourselves up to be helped and protected by it throughout our lives. If, like the older women in the WHI, we miss that window, estrogen can be unhelpful or destructive.


Sadly, while the initial 2002 WHI results leapt onto front pages across the globe with the simple horror story, “ESTROGEN WILL KILL YOU: HERE’S HOW!”, the later corrective studies were complicated to explain: “Estrogen might kill you if you take it as an unhealthy elderly lady, but it’ll probably help you if you take it just after hitting menopause when your arteries aren’t sludged up like a drainage ditch after a mudslide.”


The corrective story’s lack of media “legs” has left women and their doctors trapped in scientific 2002 for two-plus decades—and continues to do so. Back in 2002, in the wake of the deceptive WHI announcement, a sucking riptide of mass panic over hormone therapy blew around the globe—and not just among women. Doctors, understandably, were petrified at the prospect of harming their patients with hormone therapy and being hit with huge malpractice suits.


Newly-menopausal healthy women whom the announced risks did not apply to were frightened into believing they couldn’t do anything stupider than start hormone therapy. Women who had previously been helped by hormone therapy abruptly stopped using it—of their own volition or because their doctors flat-out refused to continue prescribing it.


HOW FAR WE HAVEN’T COME


Even now, if you mosey around the posts on the Menopause Reddit, you’ll see that many doctors still refuse to prescribe hormones. Perimenopausal and menopausal women suffering debilitating emotional and physical symptoms are shut out of the daily rescue that hormone therapy could provide—leaving some to practically melt from severe hot flashes. These women are likewise robbed of the crucial cardiovascular protections afforded by hormone therapy and the ensuing benefits for overall health, well-being, and longevity.


Again, not every woman is symptomatic or disturbingly symptomatic (to the point of longing for pharmaceutical rescue). However, due to the vast gap between current science and medical practice standards, asymptomatic women are led to believe there’s no benefit for them from hormone therapy in perimenopause and menopause. While these biologically blessed ladies may be strangers to hot flashes, they still have hearts, bones, brains, and other organs and tissues that are worthy of the benefits and protections provided by progesterone in perimenopause, and, in menopause, estrogen plus progesterone.


There are many women who bristle at the idea they’d take a drug. Confession: I was one of them! It was irrational, fear-driven nonthink on my part—a handed-down prejudice from my parents that I realized was unfounded and counterproductive to being at my functional best. My blanket anti-drug stance led me to have a prejudice against taking estrogen in particular. I now see it as a sort of mental infectious disease I’d caught from the mass panic about estrogen in the wake of the WHI, back when I was too far from menopause and too immersed in behavioral science to pay attention to research in this area.


Once I started writing this book, it was time to dive into the research on estrogen. After I got reading, you could say I changed my mind. But, really, the science changed it for me.


YOUR EMPOWER TRIP STARTS HERE


My goal in writing this book is to help all women have access to the evidence-based care I fought for and eventually got: the safe, symptom-quashing, health-protecting treatment that every woman deserves.


But access alone isn’t enough. We patients are too often treated like children, given a prescription or told we need surgery with little more than: “Here’s what you should do—take my word for it.” We deserve so much better.


We deserve to understand the reasons behind a diagnosis and course of treatment so we aren’t just taking a blind leap—so we can make informed choices about our health. And we can do this—all of us—even if our “medical background” amounts to taking a shortcut past a med school when we’re late to work. I’ve done my best to explain even the most complex research findings and facts about the body in clear, everyday language that you don’t need a science background to understand.


Ultimately, I wrote this book to empower you with knowledge—real understanding—so instead of simply crossing your fingers and hoping for evidence-based care, you’re armed with the information to ask for it.
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WHY YOU WON’T WANT TO BELIEVE ME
AND WHY YOU SHOULD


I don’t want to believe you. Because if I do, it’s terrifying. It means I can’t trust my doctor


—KL


KATIEDID LANGROCK SAID that to me. She’s one of a few non-scientists I asked to read an early version of this book. Though Katie’s a TV writer and show developer, she has an insider’s view of the obsessive work I put in to get the science right because her husband copyedited my weekly science-based advice column from 2011 to 2019.


“I know I can trust both you and your work,” she said. ”But, holy hell. I deeply want not to—because I want to believe that my doctor is giving me care that is scientifically founded and not myth-based and ultimately harmful to my body.”


I completely get it. When that hot flash hit me, I wanted to go to my gynecologist and say, “Hi, here’s my problem; what should I do?”—not go, “Oh, great. Now, I’ll embark on an eight-year excavation of the research on menopause and perimenopause to figure out what treatment my gynecologist should be giving me.”


The truth is, I only understood the need for this because I happened to be free one night in 2007 when a science writer friend called me. He had dinner plans with UCLA professor Sander Greenland and invited me to join them.


Greenland is one of the world’s top epidemiologists and statisticians and the co-author of the seminal textbook in his field. He has spent his career going after errors, distortions, and fraud in medical research and pushing for reforms. While many researchers—understandably!—reserve their time for work that amps up their stature in their field, Sander is incredibly generous to anyone who expresses a sincere interest in assessing scientific studies and developing appropriate skepticism.


I started sending him my science-based syndicated column every week, and he began educating me in how to vet scientific research. Over the years, he’s opened my eyes to how unscientific much of our medical care is; that is, not driven by some sort of proof it actually works.


“Much of our medical care” sounds like a sloppy exaggeration on my part. I wish it were. A 2011 US National Academy of Medicine report suggests that more than half of the care we get may not be based on or supported by “adequate evidence.”


Surgeon and professor of public health Atul Gawande, MD, writing in The New Yorker, concurs. Millions of Americans are given “pointless medical care”—“drugs that aren’t helping them, operations that aren’t going to make them better, and scans and tests that do nothing beneficial for them, and often cause harm.”


Patients “have little ability to determine the quality of the advice they are getting,” he explains. “We [doctors] can recommend care of little or no value because it enhances our incomes, because it’s our habit, or because we genuinely but incorrectly believe in it, and patients will tend to follow our recommendations.”


This isn’t to say you should bring your medical concerns to the shaman with the card table outside the health food store. But at least that dude’ll tell you he got his information from the clouds or the elders; he won’t lead you to believe there’s any scientific anything to back it up.


MEDICAL FANTASY VS. MEDICAL REALITY


There are three big myths we believe about our medical care:


Myth #1: Doctors make decisions about drugs and treatments to give us based on scientific evidence.


Myth #2: Doctors are highly trained in and skilled at diagnosis, the reasoning process to determine the underlying cause of a patient’s symptoms.


Myth #3: Doctors do a careful risk-benefit analysis when considering a treatment for a patient.


Admittedly, it isn’t easy for a doc to stay current with the evidence base. “Medical knowledge grows every day” and “previously accepted facts rapidly become old,” explains medical informatics professor Izet Masic, MD.


Epidemiologist David Sackett, MD, called the “father of evidence-based medicine,” told doctors: “Half of what you’ll learn in medical school will be shown to be either dead wrong or out of date within five years of your graduation; the trouble is that nobody can tell you which half, so the most important thing to learn is how to learn on your own.”


Most important—and largely neglected.


There’s a good chance your doctor hasn’t read many (or any) scientific studies since they got out of medical school—perhaps 20 or more years ago. Like Katiedid Langrock, we don’t want to believe we’re putting our health in the hands of doctors who last rubbed noses with the science decades ago.


Newly-minted doctors offer no more hope. Cardiologist Milton Packer, MD, writes at MedPage Today about polling a group of nearly 200 young doctors at a medical conference he spoke at in 2018:




“I asked how many actually read an issue of any [medical] journal that was delivered to them, electronically or physically.”
Answer: Zero.


“Did they at least read the titles of the lead papers in the New England Journal of Medicine every week?”


Not one did.


“Did they pick one journal in their field of interest and try to keep up?”


Nope.


“Then I asked the most revealing question of all. When is the last time that you read any single paper on any topic from start to finish?”


The response? Silence.


Packer was shaken. “I asked why no one was reading any papers. The answer was: We don’t know how to read them. And most papers will subsequently get contradicted by another paper published somewhere else. So it makes no sense to read any single paper.”





The young doctor who told Packer they don’t know how to read medical science probably meant that they have no idea how to understand and evaluate it.


“Doctors are trained to treat patients. They’re not trained to evaluate research claims,” explains statistician Andrew Gelman in a blog post. “Sure, in medical school I guess they get some lectures on statistics or whatever.” Ultimately, Gelman writes, “It’s kind of silly for people to think that going to medical school for a few years will give you the skills necessary to be able to evaluate research claims in medicine or anything else.”


The thing is, going to medical school should give you those skills. In fact, med schools have a “moral responsibility” to patients to stop churning out entire classes of doctors who are both scientifically illiterate and statistically illiterate, asserts behavioral scientist and statistician Gerd Gigerenzer, director of the Harding Center for Risk Literacy in Berlin.


Scientifically illiterate doctors lack “research literacy”—meaning they lack the ability to understand, critically evaluate, and interpret scientific research. In other words, they are unable to diagnose and treat us based on the best current evidence—the defining principle of the “evidence-based medicine” we believe we’re getting!


It is not just newbie doctors who are lost dogs in the scientific woods. Experienced clinicians are right there with them. Research from 2002 to 2017 by epidemiologist John Ioannidis suggests “Most healthcare professionals lack the skills necessary to evaluate the reliability and usefulness of medical evidence.” (Italics mine.)


Statistically illiterate doctors, on the other hand, lack the basic statistical skills and understanding needed to correctly calculate an individual patient’s risk—the chances that something bad will happen to them from a drug, test, or treatment. (This “basic statistical competency,” as Gigerenzer describes it, is also essential for assessing potential benefits from tests or treatments.)


Research across medical disciplines suggests most doctors are statistically illiterate—including those who have been practicing for decades! For example, in a 2012 study testing the statistical acumen of 4,713 US ob-gyn residents—most of whom are the practicing ob-gyns of today—public health researcher Britta L. Anderson found only 12 percent were able to give correct answers to a pair of very easy questions. (Stats 101-level! One true-or-false and the other multiple-choice!)


If your doctor is one of the statistically illiterate, you’re in trouble. “Minimum statistical literacy” is required for “every medical decision, from whether a child’s tonsils should be removed to whether an adult should take cholesterol-lowering medication,” writes Gigerenzer.


The many doctors who cannot understand health statistics and calculate a patient’s actual level of risk are predisposed to practice “defensive medicine,” Gigerenzer explains. This involves (consciously or subconsciously) recommending excessive drug treatment or surgical intervention because their obligation to protect patients is tainted by their desperation to protect themselves from being sued.


Statistically illiterate doctors are also easily induced to overtreat patients by the sneaky, misleading ways study results are often announced in the press and in pharma leaflets—for example, with big honking percentages that make relatively minor risks seem vastly bigger and scarier than they actually are. Doctors who lack statistical competency are prone to prescribe drugs with serious and even terrible side effects that either have no benefit for their patient or a potential benefit so ridiculously minuscule as to be meaningless.


For an example of the harm those “big honking percentages” can do, Gigerenzer tells the story of the 1995 birth control pill scare in the UK—caused by top experts, doctors, and pharmacists on the UK government’s Committee on Safety of Medicines. This committee sent a terrifying “Dear Doctor” letter to 190,000 UK physicians and other health professionals and alerted the media, warning that third-generation birth control pills led to a whopping 100 percent increase in life-threatening blood clots in the legs or lungs.


Technically, the announced 100 percent increase wasn’t wrong. But it’s a result from a statistical measure called “relative risk” that’s used for comparing one group to another: relative, because it’s the risk of one group relative to that of another. It’s useful for population health researchers, but meaningless for determining the actual risk to an individual, called absolute risk, and what their best course of action might be. (See absolute versus relative risk, Chapter Sixteen.)


Women across the UK panicked, and garbage bins and toilet bowls far and wide suddenly found themselves protected against unwanted pregnancy. It didn’t have to be this way—and wouldn’t have been, if only the committee had stated the numbers that matter for meaningfully assessing risk. Those numbers were right there in the studies behind their recommendation: 1 in 7,000 women on the second-generation pill developed a blood clot—compared with a whopping 2 in 7,000 on the third-generation pill! So, sure, there was a 100 percent increase in going from 1 woman up to 2—but nothing for anyone to pitch their pills over.


However, stating the risk with this 100 percent figure rather than announcing the actual numbers—a rise from 1 woman to 2—caused massive harm. “The pill scare” and pill dumping that ensued “led to an estimated 13,000 additional abortions [!] in the following year in England and Wales,” writes Gigerenzer. Abortion rates, which had been declining, increased for years afterward. “For every additional abortion, there was also one extra birth, and the increase in both was particularly pronounced in teenagers, with some 800 additional conceptions among girls under 16.”


He ends with the sickening irony: Pregnancies and abortions are associated with a stroke risk exceeding that of the third-generation pill!


There’s another vital skill that isn’t taught in med school: the critical thinking needed to correctly diagnose patients. “At most [med] schools, believe it or not, there is no course on diagnosis or how to avoid diagnostic error,” explained SUNY Stony Brook professor emeritus of medicine, Mark L. Graber, MD, in 2016.


Med students supposedly pick up diagnostic reasoning skills by observing the faculty in their medical rotations in their last two years of med school. Supposedly. In fact, it’s outrageous to expect med students to pick up this ability in passing—like dog hair sticking to a cashmere sweater. Diagnostic reasoning is medical detective work: a thinking and skill set that requires formal education and practice.


“There are way too many patients being harmed” because doctors lack this formal training, Graber observes. “The best estimate from autopsy studies is that there are 40,000 to 80,000 deaths a year from diagnostic error” (though he suspects vastly more patients are injured). He explains that many of these errors involve doctors impulsively settling on a diagnosis because the symptoms “in front of them” happen to fit with a particular condition. Classes in diagnostic decision-making would help doctors avoid this common reasoning error, called the “availability bias”: diagnosing based on the facts most “available” to the mind without looking for other symptoms or considering other possible conditions the same symptoms could point to.


Considering various possibilities is called “differential diagnosis.” If, like me, you’ve never missed an episode of House, you’ve seen this in action, with lots of scribbling of disease names on a big whiteboard. The doctors then “differentiate” between the various conditions that the symptoms could show up in, exploring the likelihood of each for the particular patient. They eventually drill down to which condition it’s most likely to be—which tells them how to treat it.


There are some doctors who study and become skilled at diagnostic reasoning on their own. Additionally, artificial intelligence is beginning to improve diagnostic accuracy in some specialties. But Graber, who founded the Society to Improve Diagnosis in Medicine in 2011, is determined to formalize diagnostic training in med schools with a comprehensive curriculum.


Med schools are increasingly developing diagnostic training programs. (Super-duper news for patients who get sick five or 10 years from now!) However, in a 2015 survey of med school faculty members, “only a minority reported having teaching sessions devoted to clinical reasoning.”


MEDICAL PAINT BY NUMBERS


The often-outdated treatment guidelines doctors are required to follow


If most doctors don’t keep up with the research and can’t assess risk, and House-like diagnostic wizardry requires skills they haven’t been taught, how are doctors determining what’s wrong with us and how to treat it?
 

The answer is “practice standards”—a set of diagnostic criteria and treatment standards developed by medical practice organizations (and often, government healthcare institutions) that medical providers require their doctors to follow. For example, the American College of Obstetricians and Gynecologists (ACOG) publishes guidelines for diagnosing and treating menopause and perimenopause, and some version of those guidelines will be adopted by the institution employing your doctor.


You’d think a provider’s practice standards would be updated pronto in the wake of scientific discoveries, so even doctors who aren’t up on the research can provide evidence-based care. In fact, practice standards often remain almost mummified: untouched for years or even decades by scientific advancement—including research exposing long-recommended treatments as ineffective or even harmful!


Take the surgical procedure a Kaiser Permanente orthopedist proposed for me. In my late 40s, my right knee decided I’d gone way too long without constant searing pain when I walked more than a few blocks.


The orthopedist told me I had osteoarthritis in my knee, probably from my years of running. He said if the pain got worse, he could do arthroscopic surgery—surgery with a tiny incision, guided by a tiny camera—to shave down the nasty bits inside the knee.


Actually, no, he could not—not on me, anyway—thanks to the daily swim I’d been taking in the knee research sea. Starting in 2002—12 years prior to my appointment!—rigorous scientific trials found arthroscopic knee surgery worthless for most patients (those with knee pain from osteoarthritis or wear and tear over time).


Though many patients who’ve had this surgery “report relief from pain,” there’s no physiological basis for this—no evidence that arthroscopy cures or slows osteoarthritis, explains Nelda P. Wray, MD, who led the 2002 study. Chances are those patients were experiencing the “placebo effect”: the perception of benefit from a treatment due to the mere belief it is effective.


The Wray team gave one randomly chosen group of research participants the actual surgery and the other group, the placebo: sham knee surgery. (A “placebo” itself is a fake drug or treatment that appears to be the real deal, used to determine how much of a study result is from the intervention and how much is just psychological.)


In the placebo group, the surgeon made the usual arthroscopic incision in the patient’s knee, but merely simulated the surgery by asking for instruments and manipulating their knee as if the real procedure were being performed. All the patients were monitored over a two-year period. The result? At no point during that time did the patients who got the real-deal surgery report having less pain or better knee function than patients who got the pretend surgery!


Yes, you’re reading that right: The actual surgery was no better than the fake surgery! And the real kind costs $10K or more and involves weeks or months of recovery time, plus there are risks like a potentially deadly blood clot (thankfully rare) or long-term damage to your knee.


Depressingly, the rate of these useless knee surgeries continued to increase for almost a decade after the 2002 study—and even longer, according to some studies. And yes, as of 2024, there are doctors who continue to recommend it and perform it on their patients!


KEEPING THE BLIND FAITH


Sometimes it’s the science itself that’s in need of updating


People will tell you—with a completely straight face—that science is “self-correcting,” meaning that new evidence that reveals errors in previous conclusions will lead researchers and institutions to update their understanding and practices accordingly. ASAP!


Scientist and biologist Douglas Allchin practically rolls his eyes at the absurdity: “Researchers supposedly examine each other’s results critically. Any mistake is soon exposed. It cannot persist for long. Progress toward truth is restored. So they say.”


In fact, over here in Realityville, “Science has no inherent mechanism for self-correction,” Allchin writes. “Errors can persist, sometimes famously for decades.” Contributing to this, daring to challenge the scientific status quo—even when armed with strong evidence—can be toxic to a researcher’s career.


Allchin points to the belief by doctors “for much of the 20th century” that gastric ulcers—searingly painful open sores in the stomach lining or small intestine—were caused by stress, spicy foods, and too much stomach acid.
 

Their patients with ulcers suffered unrelenting digestive torture: burning stomach pain, indigestion, bloating, burping, and nausea and sometimes vomiting. There was no cure; just temporary relief from constantly popping antacids: chalky acid-neutralizing tablets doctors prescribed that coated and soothed the stomach for a few hours.


In the early 1980s, Australian scientists Barry Marshall and Robin Warren, both doctors, discovered that 80 to 90 percent of stomach ulcers (as well as some stomach cancers) are caused by the bacterium Helicobacter pylori (H. pylori) and could be cured with a course of antibiotics. Cured!


There was a problem. “To gastroenterologists”—stomach doctors—“the concept of a germ causing ulcers was like saying that the Earth is flat,” Marshall told Discover magazine’s Pamela Weintraub. Marshall and Warren’s finding was widely dismissed and even ridiculed by the medical community until the early 1990s—causing nearly a decade of unnecessary suffering by patients whose doctors kept prescribing antacids that the bacteria simply ignored.


In 2005, Marshall and Warren were awarded the Nobel Prize in Medicine. The Nobel committee wrote: “Thanks to the pioneering discovery by Marshall and Warren, peptic ulcer disease is no longer a chronic, frequently disabling condition, but a disease that can be cured by a short regimen of antibiotics and acid secretion inhibitors.”


In fact, it was not thanks to their “pioneering discovery” that the science eventually prevailed, but their unrelenting refusal to let their discovery be dismissed and kept from patients by the medical fraternity deriding them. For a long time, there was only one doctor who believed in what they were doing—Warren’s psychiatrist wife, Win—but they maintained their near-fanatical commitment to having their finding accepted by the field. Marshall, especially, fought fiercely for years to have their research published and given fair hearing, even infecting himself with H. pylori to prove once and for all the nasty little buggers were the cause of ulcers.


Had Marshall and Warren been just a little less driven, millions of people might still be suffering searing gut pain and digestive distress every day—with not a clue they could put an end to it with a short course of pest control.


MEDICAL OUTSIDERS


The light at the end of the tunnel vision


Science can’t do its job—be a search for truth with a vigorous openness to being proven wrong—when scientists’ minds are made up like beds with the sheets glued down.


Because believing is a major obstacle to seeing—to being open to the possibility of errors in long-accepted thinking and practices—voices from outside a field are vital for spotlighting its scientific shortcomings.


This sort of spotlight from medical outsiders—investigative science journalists Gary Taubes and Nina Teicholz, among others—has revolutionized the way many Americans eat. For decades, we were advised to avoid saturated fat and stick to a low-fat, high-carbohydrate diet, which would supposedly keep us lean and healthy and prevent heart disease. It instead led to an epidemic of obesity, diabetes, and heart disease.


In 2002, Taubes published The New York Times Magazine cover story, “What If It’s All Been a Big Fat Lie?” It was a meticulous 8,000-word exposé, pulling the rug out from the unproven claims behind the low-fat/high-carb dietary advice for Americans.


Taubes presented compelling evidence that it is not saturated fat but sweet and starchy carbs that cause us to become obese and lead to increased risk of heart disease. Contrary to what the American Heart Association, the government, and our doctors kept telling us, cheeseburgers weren’t the enemy; it was the bun, Coke, and fries that were doing us in. The evidence supporting this was right there in the research for any doctor who looked. But again, few doctors look.


Doctors’ patients, however, dove into books and articles by Taubes, Teicholz, and others. They saw the evidence that saturated fat—the kind in eggs, butter, cheese, and steak—had been falsely accused as the greasy, artery-clogging means to munch our way to a heart attack. Numerous Americans cut carbs and threw the steaks back on the grill, losing sometimes massive amounts of weight, eliminating type 2 diabetes symptoms without drugs, and improving their overall health.


Doctors, bowled over by their patients’ remarkable transformations, began getting on board: eating low-carb and recommending a low-carb diet to other patients—tacit acknowledgment of the lack of evidence behind the low-fat/high-carb standard. Some doctors, to their credit, are openly remorseful. Neuroradiologist and USC Keck School of Medicine Professor of Radiology Robert Lufkin, MD, is one of them, tweeting:


[image: image]


Almost 20 years after Taubes published his 2002 New York Times Magazine exposé, the American College of Cardiology (ACC) finally came around. In August of 2020, the ACC announced that their previous guidelines radically limiting saturated fat intake were “not aligned with the current evidence base.”


“Saturated fatty acid-rich foods” like “whole-fat dairy, unprocessed meat, and dark chocolate” are not associated with increased risk of heart disease, diabetes, or death, they reported. “The totality of available evidence does not support further limiting the intake of such foods.”


MALPRACTICE STANDARDS


Why bad science has staying power


Despite the ACC’s 2020 admission that they’d wrongly demonized saturated fat, current medical practice standards remain, shall we say, a bit retro. As of February 28, 2023, my healthcare provider, Kaiser Permanente, was still advising patients to go stingy on saturated fat, giving the scientifically unsupported advice on their website that “No more than 10% of your daily calories should come from saturated fat.”


It actually pays for a healthcare provider to look the other way when new findings conflict with the advice their doctors have been dispensing for years or decades. Telling a new evidence-based truth could require them to admit their longstanding practice standards were wrong and even harmful, potentially opening them up to lawsuits.


Of course, such admissions wouldn’t be necessary if medical institutions professing to provide evidence-based care actually, you know, provided it. Reliably—by having panels of Sander Greenland and Gerd Gigerenzer-level experts on staff assessing the evidence, generating actually evidence-based practice standards, and updating them as called for by new evidence.


I’m not alone in seeing a need for this. In a 2024 Substack post, Gary Taubes calls for public health problems like the “out-of-control epidemic” of diabetes to be addressed by “committees of the brightest clinical investigators” in the country “sifting through and critically reviewing the evidence.”


“Because that has not happened,” writes Taubes, “the job was left to an investigative journalist and Rethinking Diabetes [Taubes’s 2024 book] is the result.” He adds that “one ambitious goal” of his book “is to see if it could generate the kind of investigative committees this public health situation seems to demand.”


Kaiser (and other institutions) will protest that they have committees doing this—and they do. They just aren’t doing the job—nor are the medical associations and government healthcare institutions that generate practice guidelines Kaiser uses—which is why Kaiser’s website and Kaiser doctors make so many recommendations contrary to current evidence.


These guideline-generating committees are typically made up of medical insiders. “They have mechanisms to incorporate the latest findings, but always on the assumption that what they’ve done before is correct and just needs minor variations,” Taubes explained to me. They “have no mechanism to rethink bad practices in their fields and why they are ineffective” and what needs to change.


In contrast, Sander Greenland and Gerd Gigerenzer operate on the principle of what I call “educated doubt,” with skepticism being the prevailing culture driving their work. Ideally, they’d be paired not with myopic medical insiders—doctors and pharmacists steeped in status quo beliefs and practices—but unbiased yet deeply informed outsiders.


Importantly, outsiders are free to let the scientific chips fall where they may—in a way medical and scientific insiders are not. Outsiders, by nature, are not “trapped in the groupthink of any particular medical discipline,” notes Taubes. Not being part of the system, their careers don’t suffer if they “conclude that the authorities may have got it wrong—that the groupthink is incorrect.” This gives outsiders the ability—and, in fact, the incentive—to be that much-needed grating voice of dissent rising out of the crowd of medical head-nodders.


What’s stopping us from having panels like this right now? Gigerenzer points to a massive lack of interest in scientific reform among medical school deans, CEOs of healthcare institutions, and health insurance honchos. He predicts that “At some point in the future, patients will notice how often they are being misled . . . just as bank customers eventually did” during the subprime crisis. “When this happens, the health industry may lose the trust of the public, as happened to the banking industry.”


As it should! And that “point in the future” should be right now.


Though some individual doctors absolutely do deserve our trust, you’ve seen throughout these two chapters that the medical system and our medical institutions absolutely do not. So, borrowing from Gary, “one ambitious goal” of this book is generating public conversation that lets medical institution bigwigs know we patients are no longer in the dark about the yawning gap between the evidence and medical practice, and the same goes for all the medical betrayal we see being passed off as medical care.


THE EMPEROR’S NEW LAB COAT


Calling out the bad science behind medical practice standards for menopause and perimenopause


In 2016, when I had that first hot flash and began my dive into research on menopause and perimenopause, I noted a disturbing parallel with the saturated fat debacle: researchers clinging to scientifically unwarranted beliefs about menopause and perimenopause—dismissing any pesky evidence that called their beliefs into question.


Doctors, reasonably, don’t think to question the scientific basis of the research behind the menopausal and perimenopausal practice standards their department requires them to go by. (Who would imagine a respected medical institution’s treatment requirements would have anything but a solid scientific foundation?)


I, however, was able to see the often-unscientific underpinnings of menopausal and perimenopausal research and medical care—not because I’m some sort of genius, but because I’m a medical outsider, coming in largely cold to the subject matter.


I approach medical science taking nothing for granted—including the foundational beliefs in a field: those “facts” everybody in the field “just knows” (like all those gastroenterologists “just knowing” ulcers were the fault of the patient for having that stressfest of a job and marital problems, too). I look not just at current studies but dig into medical history, starting with the first findings in the field and working my way up to the latest research and thinking.


Still, I was cowed by what a huge and truly terrible responsibility writing and publishing this book would be. If I’m in my usual neighborhood, behavioral science, and I do a bad job assessing the research, somebody might say the wrong thing to their boyfriend and kill their relationship. If I get medical science wrong, somebody could be harmed or maybe even die.


I struggled with what to do, and then it occurred to me: In writing this book, I wouldn’t be without a scientific net. I would do what I do with every science-based book I write: send chapters and sections out for fact-checking by experts in each area—researchers whose scientific rigor I respect—and beg them to “hand me my ass” in any places I might’ve erred or fallen short.


Ultimately, I wrote this book because I couldn’t live with not writing it.


No, I don’t wear a white coat, and the last time I held a stethoscope, it was plastic and I was six. What I do have to offer you are the benefits of my drilling down in the research to find the most powerful, efficient ways for us to stay strong and healthy throughout our lives. You deserve what I was able to get for myself—evidence-based care to ease the life-chomping symptoms of menopause and perimenopause. You deserve to join me in flipping the bird to the inevitability of ill health in old age.









— 3 —



THE MAJOR ERROR DOCTORS AND RESEARCHERS MAKE BY VIEWING PERIMENOPAUSE AS MENOPAUSE LITE


THERE’S THIS FAMILY, the Laskos, who’ve done a lot to ease my suffering during my hormonal hellride years. Lasko is a Hungarian name, and if you know anything about Hungarian hospitality, you’re picturing nice neighbors who invite me over for big soothing bowls of goulash. In fact, we’ve never met.


The Laskos make “tower fans”: the plug-in saviors for we women whose ladyhormones have turned on us, constantly making us overheat like an old Buick.


You can’t fully appreciate the intense beauty of a four-foot wind phallus until you start having hot flashes. “Flash,” by the way, is false advertising, suggesting a brief blast of heat, causing an equally brief blast of discomfort. (If only!) For maybe two to five minutes, a hot flash boils your face and upper body from the inside out, making you feel like a giant pork chop being microwaved.


But my hot flashes didn’t just overheat me; they confused me.


I thought hot flashes happened in menopause, after you stopped having periods. I was still having periods. What the hell was going on?


In reading the research, I discovered I was in perimenopause.


You might’ve seen the word “perimenopause” hanging around here and there over the years, like some weirdo skulking in the back corner of the local bar—but maybe, like me, you just blew past it. As I explained in Chapter One, perimenopause is the term for the transition years to menopause—the phase when a series of hormonal changes can lead to unpleasant, annoying, and even health-tanking symptoms.


Articles about perimenopause started popping up around 2021. But I’d been asking women, “Have you heard of perimenopause?” since around 2016. And very often, they hadn’t. In a 2022 survey of UK women 40 and older by pharmacologist Joyce Harper, a whopping 61 percent said they were not informed at all about perimenopause. “A number of them stated they had never even heard the word perimenopause before,” she writes.


Our cluelessness about perimenopause comes in large part from that major error by researchers that’s been baked into medical practice standards: the sloppy, scientifically incorrect assumption that perimenopause is simply menopause lite, when it’s actually a hormonally different stage that needs to be treated accordingly.


That’s why, until that summer afternoon I got blasted with my first hot flash and then got reading, I believed what pretty much everybody believes about women’s menopausal (and menopause-adjacent) years: they’re a time of lowered estrogen levels.


My understanding was partly right: Estrogen levels are lower in menopause, when menstrual cycles are no more. However, as I went deeper into the research, I learned of a serious and, in fact, terrible error in much of the scientific literature, spotlighted by endocrinologist (aka hormone doctor) and University of British Columbia med school professor Jerilynn C. Prior, MD. There’s been an unscientific lumping together of perimenopause, the years of transition to menopause, with menopause itself, by researchers in the field! This has led to that harmfully incorrect but widely believed assumption by both researchers and gynecologists that perimenopause and menopause have the same hormonal makeup: supposedly a single, uniform hormonal profile involving estrogen levels substantially lower than in a woman’s most fertile years.


Research by gynecologist Nanette Santoro, MD, among others, shows that this view is wrong. Perimenopause is actually a time of soaring estrogen—estrogen rising to levels that are, on average, about 30 percent higher than those in women in their fertile 20s and 30s, explains Prior. Thirty percent higher!


In addition, perimenopausal estrogen levels rise and fall erratically, so, at times—in some women—they may climb to a physiologically hellish 200 percent higher and then take a dive. Adding to this hormonal turmoil, just as estrogen is soaring, a perimenopausal woman’s progesterone levels tend to go the other direction—on average, ending up 50 percent lower than normal (or missing or barely there). This is significant, Dr. Prior explains, because “The most symptomatic women have higher estrogen and lower progesterone levels.”


Take women who have extremely heavy perimenopausal bleeding, as I did (à la “Am I mortally wounded, or do I need to borrow a tampon from an elephant?!”). Research by endometriosis specialist Mette Hass Moen, MD, suggests that we big-time bleeders have generally higher estrogen levels: more than double the levels of women with more normal flow.


Women who experience this heavy menstrual bleeding in midlife (around age 35 and up) also have the lowest levels of progesterone, notes Dr. Prior—and the worst perimenopausal symptoms. (If only doctors knew that correcting the perimenopausal lack or shortage of progesterone alleviates many of these symptoms.)


An estimated 40 percent of women experience those soaring estrogen levels—and a companion lack of progesterone—and are miserably symptomatic because of it. Other women have more generally stable levels—that is, not leaping and diving all the time—but those women’s levels, too, tend to fluctuate: spike and dive. At the end of perimenopause, close to menopause, all women experience lower levels.


All of this crucial evidence on the actual ways estrogen and progesterone act within us during perimenopause should be the foundation of perimenopausal medical care. It is not.


IGNORE THE EVIDENCE AND MAYBE IT’LL GO AWAY


We saw in Chapter Two what an obstacle believing is to seeing. Understanding that is vital for getting our heads around the seemingly unbelievable field-wide myth, believed by researchers and doctors alike, that perimenopause is a time of estrogen deficiency.


Never mind the evidence revealing soaring and erratic perimenopausal estrogen—from multiple research teams! Never mind the raging perimenopausal symptoms that Prior points out “cannot be explained by low estrogen levels”—endlessly sore boobs, periods gone crazy heavy, worse migraines, and sudden mysterious weight gain—all of which are instead associated with higher and erratic estrogen.


Bolstering the persistence of this myth of perimenopausal estrogen deficiency is the considerable chunk of time it’s been hanging around unquestioned, explains Dr. Prior. From the 1950s through the 1990s, this belief was “so common” that researchers who measured high estrogen levels in some perimenopausal women chased away the inconsistency between the myth and their evidence (visible in tables in the paper!) by leaving their finding unmentioned in the text.


Prior points to a 1995 study of 390 perimenopausal Australian women, ages 46 to 57, by clinical endocrinologist Henry G. Burger, MD, and his colleagues. The Burger team’s paper revealed erratic and spiking estrogen levels in these perimenopausal women. Yet the researchers took no notice of these elevated estrogen levels, despite at least a quarter of them being as high or higher in the 46-to 57-year-old women than the highest they would ever be in a woman in her highly-fertile early 20s.


Amazingly, Burger and his team were apparently so hypnotized by the myth that estrogen drops in perimenopause that they summed up their finding of rising estrogen levels with the opposite conclusion: “Perimenopause is characterized by dropping estrogen . . . levels.”


Prior was outraged. “These authors had not seen the very high estrogen levels that their data so beautifully showed. They were perhaps unable to see because the data didn’t fit their paradigm” (their entrenched beliefs about perimenopause).


In 1996, Prior, with two colleagues, wrote what she described as “a scathing letter” to the journal that published the Burger study, “demanding that the authors ‘let the data speak!’”—a call for the authors to have the integrity to report the high estrogen levels they’d found. The Burger team’s response, published with Prior’s letter, merely conceded that during much of perimenopause, estrogen levels are “preserved” (rather than dropping).


That wasn’t good enough for Prior. In 1998, she conducted a meta-analysis, a study that combines and analyzes the results of a group of previous studies—in this case, 12 papers referencing the estrogen levels of 415 women in perimenopause and 292 younger women (women in their more fertile years). The perimenopausal women’s estrogen levels were “significantly higher” (30 percent higher, on average) than those in the younger, generally more fertile women!


This is not evidence that we—and, especially, researchers and doctors—should be ignoring. But that’s exactly what has happened over the past 25 years—to perimenopausal women’s detriment.


Take my experience. About a month after perimenopause started turning me into a one-woman climate crisis, I messaged my Kaiser Permanente gynecologist, asking for a prescription for progesterone to manage my perimenopausal hot flashes. But instead of putting the prescription through, he replied with this:




Please read more information from our Kaiser resources regarding hormone therapy.





Pasted into his message was a pre-printed fact sheet from Kaiser (“©2006– 2016 Healthwise”) about hormone therapy for “symptoms of menopause” (italics mine), “such as hot flashes, vaginal dryness, and sleep problems.” And then there was this:




It replaces the hormones that drop at menopause . . .





But remember, I was not in menopause—when estrogen levels drop! I was in perimenopause—the time when estrogen levels soar and become erratic. The fact that I was in perimenopause was not a secret to my gynecologist. I was emailing him in July, and I had just seen him in February. I was still having periods in February. Raging, horrible, but still-regular, month-apart periods.


A woman is only in menopause after she’s gone 12 months without periods. He surely knew this. It’s truly basic stuff every gynecologist should know—and it’s all over Kaiser’s website: “After 1 year of having no periods, you’ve reached menopause.”


To my horror, I was experiencing firsthand what I’d seen in my reading—that doctors, including gynecologists, don’t understand perimenopause for what it actually is: a distinct phase, hormonally different from menopause. The fact sheet continued, “HT” (hormone therapy) “contains two female hormones, estrogen and progestin.”


Arrgh! Huge error—akin to describing “two female hormones, estrogen and NyQuil”!


A “progestin” is not a hormone made by our body. It is a drug made in a factory! Incredibly, as you’ll see in Chapter Seven, doctors and researchers constantly confuse it with progesterone, the hormone produced by our ovaries during our menstrual cycle. Regarding the inclusion of estrogen, as a woman in perimenopause, the last thing I needed was extra estrogen to top off my body’s estrogen tsunami!


This Healthwise “fact sheet” would more accurately be called an “error sheet.” Kaiser Permanente, the largest managed-care consortium in the US, with 12.6 million patient-members as of 2022, is just one major institution using Healthwise’s write-ups.


Healthwise is a “non-profit”—“non-profit” to the tune of $39 million in revenue in 2015—that develops “health content and patient education” for hospitals and huge healthcare providers like Kaiser. They also sell their content to health websites directed at consumers.


The Healthwise site boasts, “Over 100 team members with medical expertise craft our quality content.” “Medical expertise”! That is important—except, say, if you’re an expert foot doctor expected to wax scientific on the doings of the aorta.


I’m guessing they don’t go that far, but in December of 2022, I looked up the four doctors they had listed as their ob-gyn experts. All four are pregnancy specialists—specializing in baby delivery and pregnancy-related disorders. Not one appeared to have any focus or expertise in menopause or perimenopause—in their research or practice.


I was miffed at getting a “fact” sheet instead of the treatment I’d asked for, and I was deeply disturbed—though not surprised—that my gynecologist seemed to believe estrogen therapy was appropriate for a symptomatic newly perimenopausal patient. However, taking a step back—remembering from my office visits that he was not some cavalier jerk practitioner but truly kind, careful, and caring—I realized it wasn’t fair to blame him for his less-thaninformed response.


Maybe that seems overly generous. It’s not.


I used to be quick to condemn doctors who weren’t up on the latest evidence in their area as lazy and horrible, willfully endangering their patients—probably so they could get in an extra round of golf. However, a blog post by my friend Michael Eades, MD, a retired nutritional medicine specialist who has consistently immersed himself in dietary science, led me to see things differently.


Eades wrote about a typical packed-to-the-gills day at the Arkansas medical practice he and his wife, Mary Dan Eades, MD, ran together, opening my eyes to the current realities of the business of medicine. Doctors today, especially at an HMO like Kaiser, are slammed all day, every day, seeing one patient after the next—chop, chop, chop—and then completing an electronic medical record novelette for each (often after hours). There’s little or no time for even a brief stroll through the medical literature. (Of course, having that time would be pointless if they’re among the many doctors who aren’t trained in how to read or evaluate it.)


This is probably why doctors rely on prepared “fact” sheets like the one my gynecologist sent me as well as the practice standards their department has adopted. In other words, it’s easy to get angry at doctors for all the unscientific advice and treatment they give patients—and I do think they have a responsibility to do better—but it’s the system, from med school on, that’s largely to blame.


OVERCOMING STAGE FRIGHT


Because so many doctors are unaware that menopause and perimenopause are two distinct stages that affect the body in some different ways—hormonally and symptomatically—there’s a good chance your doctor, like mine, will lump the two stages together into a single meno-blob.


You need to diagnose yourself correctly so you can ask your doctor for the menopause- or perimenopause-appropriate treatment you need.


That probably sounds hard or impossible. I promise you it’s not. It just takes going through a short list of the symptoms of perimenopause in the next chapter and seeing whether you’re experiencing more than two of them.


But first things first.


Perimenopause is best understood in comparison with menopause.


WHAT IS MENOPAUSE?


Ask a random woman “What is menopause?” and she’ll probably answer, “It’s when you stop having periods.” That’s true. She might add, “It’s the end of baby-making.” That’s true, too.


But there’s a physiologically precise definition that matters—mentioned previously in the chapter:




You’re in menopause when you’ve gone 12 months straight without a period.





You then remain in this menopause phase—no more periods, no more babies—for the rest of your life.


Women, on average, go into menopause at 51. However, menopause can occur between ages 40 and 58. A very small percentage of women (perhaps 1 percent) go into “premature menopause,” menopause before the age of 40.


The 12-months-straight standard for determining a woman is in menopause comes from a University of Minnesota study that followed the menstrual cycles of female college students for decades. In women age 45 and older, after 12 months straight without a period, there’s a 90 to 95 percent chance a woman’s “last period” really was her last. In contrast, after only six months without a period, 28 to 55 percent of women will go on to bloody more underpants.


This 12-month buffer zone thing might seem like meaningless medical trivia; however, when you’re on the verge of menopause, counting the months you go through without periods is important. Menstrual bleeding before menopause is normal: an indication that you’re still in perimenopause. Bleeding after menopause (whether heavy or just spotting) can indicate something’s wrong with you—possibly even cancer—and MUST be checked out by a doctor. ASAP.


Though I would hope that most gynecologists these days know and go by the 12-months-straight rule, my friend Susan went to two different doctors who did not apply that standard. In 2020, she told Doctor #1 she was having hot flashes and night sweats. She added that she’d gone three months without a period, and then, in month four, up popped Auntie Flo. Correct diagnosis? Perimenopause. Time to reset the 12-month meno clock! Yet her doctor told her she was “in menopause.”


Susan is black, and like other black women who’ve talked to me about their experiences seeking medical care, she has felt dismissed, ignored, and disrespected by her doctors—including Doctor #1 and Doctor #2. “They didn’t listen to me,” she said. “I know white women go through that, too, but as a black woman, I’m really sensitive to that.” She has had doctors she’s appreciated, but her lifetime experience with doctors has been to speak and not be listened to, to be treated like a child, to be spoken to rudely, and to have the strong sense that she was being given a lower quality of care.


Because of that, she’s more skeptical of doctors’ advice than many women I’ve spoken to. “It isn’t just about the lack of respect,” she explained. If a doctor is inattentive, there’s a real possibility of harm from a diagnosis and treatment based on incomplete information about what’s going on with her—yet they expect her to go along just because they say so. “Like with you and ‘Dr. God,’” she said—referring to my former primary care doc who angrily talked over me when I asked him to explain his reasoning and eventually bellowed, “Because I’m the doctor, and it’s my clinical judgment!”


When a doctor doesn’t listen to Susan, she’s understandably reticent to go with the treatment they advise—as was the case in 2022, when Doctor #2 misdiagnosed Susan as “in menopause.” The doctor then leapt to the conclusion that Susan’s bleeding was not Auntie Flo but Auntie Cancer.


However, Susan had told Doctor #2 loud and clear that she’d gotten her period at the 10-month mark—along with PMS-type symptoms that Dr. Prior explains say “period” (as opposed to “cancer”): for example, sore boobs, bloating, and cramping; clear, stretchy vaginal mucus; and elevated libido.


In other words, Susan’s bleeding was a sign: No, not that she needed the painful surgical procedure she refused on principle to let this doctor schedule for her at the time—but that she needed to keep doing her part to buy yachts, Aston Martins, and tropical islands for tampon -and pad-company honchos.




BONUS POINT


MEDICAL ERASE-ISM


You’ll see in this book that it’s deeply important to me to expose the way most women’s health research has been conducted on middle-class white women and then applied to all women—ignoring meaningful physiological differences in ways that neglect or harm the health of women of color.


A note on my use of “black” rather than “Black,” the current style of some news organizations: Minna Salami, author of Sensuous Knowledge—A Black Feminist Approach for Everyone, writes in the Guardian, “While the capitalisation of the ‘b’ assuages race politics, it also validates race politics.”





“POSTMENOPAUSE” IS A STUPID TERM IN NEED OF RETIREMENT


The word “menopause,” like Socrates, Plato, and Alexander the Great, got its start in ancient Greece, as a combo of mens (month) and pausis (pause or stop). In the 1800s, Paris was hopping, and it moved to France, becoming la ménèspausie—which got shortened to menopause.


In the book, I occasionally quote researchers using the annoying term “postmenopause”: confusing linguistic overkill, which—if you break it down into its parts, “post” and “menopause”—means “after the after the monthly bleeding stops.”


Credit for this mess goes to two panels of researchers—one in the US and one in Europe. They had good intentions: coming up with a consistent term to be used in research. However, the American panel ended up defining “menopause” as the actual day of the final menstrual period itself—which means “menopause” is technically a single day in a woman’s life!


This created a new problem. They had nothing to call the “no more periods” life phase that starts at that point—the phase the public already knew as “menopause” (or “the change” if your embarrassed grandpa had to mention it).


Well, screw public understanding! The naming team “fixed” the problem by scotch-taping a modifier on “menopause,” creating “post-menopause”—not quite putting together that it was already “taken.” (A friend of Prior’s points out, “after menopause” is an actual stage: death!)


Throughout the book, I use the term “menopause” rather than “postmenopause” because I want to describe what it is—the life phase we’re in when we’re done with periods and baby-making—and not call it “after” that, which is like calling it nothing at all.


WHAT IS PERIMENOPAUSE?


“Peri” is the ancient Greek word for “around,” so perimenopause is the time around menopause—basically the on-ramp to menopause. It can start as early as a woman’s mid-30s and can last from three to 10 years (or more in some women) and ends when a woman goes into menopause.


What marks the start of perimenopause? Well, there’s the standard, widely accepted but physiologically incomplete view—leaving out women just starting perimenopause and feeling newly crap-o-ramous—and then there’s the more physiologically precise view that reflects what those women actually go through, hormonally and symptomatically.


The standard view is myopically menstrual cycle–focused, and it comes from a collaboration of researchers called STRAW, the “Stages of Reproductive Aging Workshop.”


The STRAW panel announced that perimenopause starts when women begin having persistently irregular menstrual cycles—or as they call them, “variable.” “Variable” means that the number of days one menstrual cycle lasts varies from the length of the next by seven or more days. “Persistently” means this fluctuating-length thing repeats itself (at least once within a span of 10 cycles). For example, in May, a woman’s period comes just 28 days after her previous one, but in August, she gets her period only 20 days after the one in July.


Now, STRAW’s description of irregular menstrual cycles isn’t wrong. And healthy women with regular menstrual cycles do eventually experience irregular cycles in perimenopause. But STRAW’s claim—that ONLY upon menstrual cycles getting irregular is a woman in perimenopause—fails to take into account the hormonal changes occurring before cycles get irregular, documented by gynecologist Nanette Santoro, Dr. Prior, and other researchers.


These early hormonal changes ignored by the STRAW team trigger a set of symptoms (detailed below) in still-regularly-menstruating women that should lead doctors to diagnose the start of perimenopause (and determine the appropriate treatment, if necessary). However, because STRAW ignores the inconvenient evidence that conflicts with their foregone conclusions on timing, and because STRAW is baked into practice standards, the perimenopausal symptoms these changes trigger are a medical no-man’s-land—not traceable to any particular cause.


Diagnosis: Inexplicable medical mystery! (Just the thing for emotional tranquility when yoga, meditation, and maniacally raking the sand in your desktop Zen garden aren’t doing the job!)


THE EVIDENCE THAT STRAW SNUBBED


Dr. Prior explains that the hormonal shift into perimenopause often starts when a woman’s periods “are still regular and of normal lengths.” She may begin experiencing a series of unpleasant perimenopausal symptoms that can include much heavier periods, increased breast tenderness, and new or increased mood swings, plus night sweats and “mid-sleep awakenings.”


In the later stages of perimenopause, which could last three to seven years, 15 to 20 percent of women experience intense and sometimes terrifying symptoms. “Terrifying” might sound a bit drama-llama, but unexplained, awful symptoms that women and even doctors don’t know to connect to perimenopause are exactly that. Until I started researching this book, I had no idea why, in my mid-40s, I suddenly started getting seriously motion sick if I went more than a few miles by car. I’d throw up and be in bed, all dizzy and nauseated, for a day or more afterward.


I was usually too woozy to read, so I’d pass the hours playing pin the tail on the diagnosis: Did I have a brain tumor? MS? Ménière’s disease? In fact, nausea is a perimenopausal symptom—one that only a lucky few of us get hit with—but none of my doctors knew that, nor did I (till I dug into the research on the intersection of migraines and motion sickness).


Learning about this and other more common symptoms of perimenopause gave me both peace of mind and the information I needed to help my doctor buck an unscientific system and give me evidence-based care. Learning the symptoms for yourself—the subject of the next chapter—is the start of your empowering yourself in the exact same way.




OEBPS/text/nav.xhtml


Table of Contents







		Cover



		Title Page



		Copyright



		Contents



		Foreword



		— Part 1 — The Medical Neglect And Mis-Treatment Of Women In Menopause And Perimenopause



		1. The Awakening: (All night, every night)



		2. Why You Won’T Want To Believe Me And Why You Should



		3. The Major Error Doctors And Researchers Make By Viewing Perimenopause As Menopause Lite



		4. Perimenopause And Menopause: Two distinct symptomatic stages, not one big meno-blob



		5. Period Drama: The vital prequel to understanding perimenopause and menopause



		6. Joan Of Endocrinology: Dr. Jerilynn Prior’s crusade to have perimenopause recognized, studied, and treated appropriately



		7. It’s not the money, it’s the money: Women are prescribed a cheap progesterone imitator with multiple awful side effects—including increased cancer risk



		8. A Brief History Of A Scientific Mess: Why progesterone got misclassified as a progestin and how that still misinforms our medical care today









		— Part 2 — Symptoms, Symptoms Go Away



		Introduction: Symptoms Are Just The Starting Gate: Alleviate—and then protect



		Hot, Sleepless, and Hurling



		9. Now I Lay Me Down To Thrash: Insomnia all night, brain fog all day



		10. Hot Flashes And Night Sweats: There’s a dumpster fire burning and it’s inside us



		11. Blow Up And Throw Up: Nausea, migraines, bloating, and inflammation run wild



		The “Down Under”: Fibroidzillas, Desert Vagina, and Clitty-Clitty Dead Zone



		12. Needless Gutting: Countless unnecessary hysterectomies for fibroids and heavy menstrual bleeding



		13. Menopause By Scalpel: Side-effect-laden gyno cancer protection for high-risk women promiscuously applied to all



		14. Sex, Libido, And Desert Vagina



		It’s All In Your Head: Menopause and Perimenopause: Not as Bad as Brain-Eating Zombies



		15. Crazy Is Sometimes A State Of Ovaries: Mental and cognitive health



		16. Menopause Brain: Untangling what estrogen does and doesn’t do









		— Part 3 — Long-Term Health Protection: Estrogen, Progesterone, and Hearts, Breasts, and Bones



		17. Rethinking Estrogen



		18. Drop Dead, Gorgeous: There’s a heart-eating serial killer on the loose



		19. Sister Sludge: Estrogen and progesterone prevent blocked arteries and an early exit



		20. The Estrogen, Diet, And Exercise Trifecta: Kill inflammation overload and insulin resistance so they can’t kill you



		21. The Tropic Of Breast Cancer



		22. Dem Bones 315 How to avoid smoking a hip joint









		— Part 4 — How To Help Your Doctor Give You Evidence-Based Care



		23. Clueless-Care For Menopause And Perimenopause: Is your gynecologist qualified to treat you—or required to act the part?



		24. The Key To The Gatekeeper: Shifting the doctor-patient power imbalance



		25. How To Talk To Your Doctor: How to partner with your doctor to get evidence-based care (despite their institution’s myth-based practice standards)



		26. Diy Meducation: What your doctor doesn’t know can hurt you



		27. Generic Drugs Are The Same As Brand Drugs (Except When They’Re Not): How to know when you’ve gotten a bum generic and get it replaced









		— Part 5 — Menopower!



		28. The Amazing Erase: Rebelling against the mass cancellation of women in menopause



		29. Old Is The New Black









		Acknowledgments



		Selected Bibliography



		Index











Guide





		Cover



		Title Page



		Contents









Page List





		i



		ii



		iii



		iv



		v



		vi



		vii



		viii



		1



		2



		3



		4



		5



		6



		7



		8



		9



		10



		11



		12



		13



		14



		15



		16



		17



		18



		19



		20



		21



		22



		23



		24



		25



		26



		27



		28



		29



		30



		31



		32



		33



		34



		35



		36



		37



		38



		39



		40



		41



		42



		43



		44



		45



		46



		47



		48



		49



		50



		51



		52



		53



		54



		55



		56



		57



		58



		59



		60



		61



		62



		63



		64



		65



		66



		67



		68



		69



		70



		71



		72



		73



		74



		75



		76



		77



		78



		79



		80



		81



		82



		83



		84



		85



		86



		87



		88



		89



		90



		91



		92



		93



		94



		95



		96



		97



		98



		99



		100



		101



		102



		103



		104



		105



		106



		107



		108



		109



		110



		111



		112



		113



		114



		115



		116



		117



		118



		119



		120



		121



		122



		123



		124



		125



		126



		127



		128



		129



		130



		131



		132



		133



		134



		135



		136



		137



		138



		139



		140



		141



		142



		143



		144



		145



		146



		147



		148



		149



		150



		151



		152



		153



		154



		155



		156



		157



		158



		159



		160



		161



		162



		163



		164



		165



		166



		167



		168



		169



		170



		171



		172



		173



		174



		175



		176



		177



		178



		179



		180



		181



		182



		183



		184



		185



		186



		187



		188



		189



		190



		191



		192



		193



		194



		195



		196



		197



		198



		199



		200



		201



		202



		203



		204



		205



		206



		207



		208



		209



		210



		211



		212



		213



		214



		215



		216



		217



		218



		219



		220



		221



		222



		223



		224



		225



		226



		227



		228



		229



		230



		231



		232



		233



		234



		235



		236



		237



		238



		239



		240



		241



		242



		243



		244



		245



		246



		247



		248



		249



		250



		251



		252



		253



		254



		255



		256



		257



		258



		259



		260



		261



		262



		263



		264



		265



		266



		267



		268



		269



		270



		271



		272



		273



		274



		275



		276



		277



		278



		279



		280



		281



		282



		283



		284



		285



		286



		287



		288



		289



		290



		291



		292



		293



		294



		295



		296



		297



		298



		299



		300



		301



		302



		303



		304



		305



		306



		307



		308



		309



		310



		311



		312



		313



		314



		315



		316



		317



		318



		319



		320



		321



		322



		323



		324



		325



		326



		327



		328



		329



		330



		331



		332



		333



		334



		335



		336



		337



		338



		339



		340



		341



		342



		343



		344



		345



		346



		347



		348



		349



		350



		351



		352



		353



		354



		355



		356



		357



		358



		359



		360



		361



		362



		363



		364



		365



		366



		367



		368



		369



		370



		371



		372



		373



		374



		375



		376



		377



		378



		379



		380



		381



		382



		383



		384



		385



		386



		387



		388



		389



		390



		391



		392



		393



		394



		395



		396



		397



		398



		399



		400



		401



		402



		403



		404



		405



		406



		407



		408



		409



		410



		411



		412



		413



		414



		415



		416



		417



		418



		419



		420



		421



		422



		423



		424



		425



		426



		427



		428



		429



		430



		431



		432











OEBPS/images/pg22.jpg
@ Robert Lufkin MD

< @robertlufkinmd

| want to also add my apologies to all for the wrong
advice that | have given over the years when |
recommended a low fat diet and largely ignored the
dangers of processed foods and refined
carbohydrates.

The great thing about science is that with enough
evidence we can change.

1:21 PM - Sep 23, 2021 - Twitter Web App

35 Retweets 2 Quote Tweets 213 Likes

) n Q

>

Amy Alkon & @amyalkon - Sep 23, 2021
Replying to @robertlufkinmd
Props for saying so!

) n Q s

B





OEBPS/images/Cover.jpg
MEN@FOS AL

WHATYOU (AND YOUR DOCTOR)
NEED TO KNOW ABOUT

THE REAL SCIENCE

OF MENOPAUSE AND PERIMENOPAUSE

AMY ALKON

FOREWORD BY ROBERT LUFKIN, MD
NEW YORK TIMES BESTSELLING AUTHOR OF LIES I TAUGHT IN MEDICAL SCHOOL





OEBPS/images/common.jpg
()

)

b

)
)
prd

(

LLA

o\
™
=
o\
™





