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In memory of the pioneering Dr Katharina Dalton (1916–2004), who first identified and treated premenstrual syndrome (PMS)






‘Every woman has a militant responsibility to involve herself actively with her own health. We owe ourselves the protection of all the information we can acquire…’

Audre Lorde








CHAPTER ONE PILL ROULETTE


The contraceptive pill needs no introduction. It is the most intimate of companions, lurking in handbags among lipsticked tissues; offering free love on bedside tables; hiding its shame in sock drawers. The pill’s man-made synthetic hormones have coursed invisibly through women’s veins and brains for over half a century, freeing us from reproduction and encouraging revolution. Those tiny pills were the ball bearings that rolled in the feminist movement, allowed female fighter pilots to skip periods in war zones, and the rest of us to have sex any time, any place, with anyone. For the first time, thanks to the pill, women made exponential leaps forward in work, educational and orgasmic equality. The late period was a thing of the past.

We love the pill – and we hate it. The majority of women – and some trans men and non-binary people – are happy on hormonal contraception. It keeps us free of offspring, makes life more convenient, and saves on truckloads of tampons. Some pills help eliminate the hormonal dips of premenstrual syndrome (PMS) and sometimes the more debilitating premenstrual dysphoric disorder (PMDD). You’ll read about the positives in official contraception guides, less so the negatives, of which there is very little investigation – until now.

So, while the pill needs no introduction, we need far more insight into our relationship with it. We pop these mini hormone-bombs out of their foil packs into our bodies for ten, twenty or even thirty years, without knowing a smidgen of the science behind them. I speak for myself here; I had no idea until I started researching this book what the synthetic hormones in the contraceptive pill, patch, coil, ring, injection or implant could do to our moods, our sex drive, our vaginal microbiome, our brain structure, our future health, our instinctive attraction and even our sense of smell. Such potency is fascinating and frightening in equal measure. Women (and other people with ovaries) need to be empowered with this knowledge. They need a toolkit to understand which contraception might work best for them, what effects it could have, and what might be coming in the future. I hope Everything You Need to Know About the Pill will be that useful toolkit, as well as a manual for revolution.


THE INSIDIOUS EFFECT ON MENTAL HEALTH

As I listened to story after story when researching this book, what struck me most shockingly and bleakly was the effect of hormonal contraception on our mental health. While the pill vanquishes painful periods and premenstrual syndrome for millions of women, for millions of others it can bring unexplained stress, anxiety and depression, which is often met with gaslighting from everyone, including those in the medical profession. Like frogs dropped into warming water, unaware of their impending doom at boiling point, women who take the pill blame themselves and their circumstances for their ever-lowering mood. ‘The pill picked at me a little bit every day. I lost something,’ said Kirsty Keating, one of my interviewees. We’ll hear more from Kirsty in Chapter 3, but quite simply she bounced on to the pill aged fourteen to help with her acne, and only discovered when she came off it in her thirties that it had been slowly turning her into a completely different person: depressed and introverted.

Who takes these momentous decisions to replace their natural hormones with synthetic ones for decades? Schoolgirls, mostly. And maybe their mums. In a recent UK survey, 64 per cent of women said they first went on the pill as teenagers, and 29 per cent were unable to even name the brand of pill they were on.1 Let’s be honest: if you’d asked me a few years ago what was in the bog-standard combined pill, I might have guessed estrogen and progesterone. Wrong. The answer is the synthetic estrogen, ethinylestradiol, and one of dozens of different synthetic progestins, each of which might have a more masculinising or feminising effect on your body and mind. There are only progestins in the ‘mini-pill’ or POP (progestin only pill). Ethinylestradiol and progestins are man-made versions of estrogen and progesterone, and rather like ultra-processed foods, they have some peculiar molecular additions, which sometimes have unnatural effects. I learned that the hard way.

Back in 2020, I considered myself well informed about hormones, given I was writing a book about the hormonal hell of the menopause and the positive effects of natural body-identical hormone replacement therapy (HRT). At that time, my daughter Molly’s mood deteriorated into depression. She was twenty, and I put it down to the misery of lockdown, being forced home from the University of Edinburgh and the loneliness of the long-distance Zoomer. She had struggled with depression before, but this was next level. ‘I felt like I couldn’t speak. I thought that if I walked into another room, I’d infect people with my sadness,’ Molly said afterwards. She attempted to get help. ‘I tried the university counsellor first, but they could only offer a half-hour phone call because there was such an influx of people needing counselling.’ I found an art therapist who was doing mainstream therapy online while we were all locked down, and she and Molly got on well.

Amid such extreme circumstances, we never thought to question the impact Molly’s pill might be having. I still feel guilty that I was so cavalier about Molly going on hormonal contraception in the first place, but I didn’t see any alternative. She was fifteen years old and had periods so heavy and painful they left her faint at school, or in bed with a hot water bottle. We went to see the practice nurse at our local surgery to ask for help, and she immediately suggested the combined contraceptive pill and mefenamic acid, a tablet which blocks inflammation and reduces pain during a period.

Molly remembered how she felt back then: ‘If I started my period when I was at a friend’s house, she’d offer me a tampon and it would be this tiny thing, and I knew either I’d have to go through half a box or I’d have to go home. I felt really embarrassed about it, so I’d often use tissue instead.’ This kind of shame about large tampons was hilariously depicted in an episode of Fleabag, when writer and star Phoebe Waller-Bridge spots a man she’d previously slept with while shopping for a box of super-sized tampons.2 Fleabag panics and scrabbles to swap the super-sized tampons for the regular ones. ‘What’re you getting?’ the man asks her. ‘Oh, just these for my tiny bleeding vagina!’ she trills. ‘Hot,’ he replies. ‘Hope it’s a low flow,’ he adds. ‘Oh, it never is, it never is,’ she answers.

Molly changed her brand of pill at university, and ended up on the cheapest NHS choice, Rigevidon (ethinylestradiol and the progestin levonorgestrel). Her low mood started to get worse, and then her prescription ran out. ‘I thought because of all the Covid restrictions I wouldn’t be able to get more, so I just stopped taking them. I do also chalk it up to laziness – I have the memory of a goldfish, so I’d always forget to take them, miss a day, or I’d be at my boyfriend’s house and have missed the window. I took the morning-after pill three or four times that year.’ But within a few weeks of stopping taking the combined pill, the darkness slowly lifted. Molly seemed full of energy and significantly happier. It took us a while to clock this, but nothing else had altered in her life.

It was only after I directly saw the effect of hormonal contraception on Molly’s mental health that I remembered I’d been on a pill with exactly the same ingredients as Rigevidon: Microgynon – a green foil packet, wee beige pills – when I was a student at the University of Glasgow. I’d felt a bit flat and somewhat spotty for four years, but it was tolerable, given my extra-curricular sexual activity. I only realised that the pill had also lowered my libido after I came off it and discovered the glories of the estrogenic ovulation peak, creatively and sexually. But how could I not have joined the dots between my ‘meh’ experience and Molly’s more serious depression on a similar brand? I suppose because I had no idea until that moment how much the pill affected our brains as well as our ovaries.

Eventually, Molly swapped to the Kyleena hormonal coil, which releases that same progestin, levonorgestrel, directly into the womb, but in much smaller amounts, and it had no negative effect on her mood. In mysterious sync, her four flatmates also changed to the coil. ‘Once one person said how much easier it was – that it’s painful on the day of insertion, but then you get three to five years of not having to bother with it any more – we all jumped on the coil train. Pre-insertion, we all took copious amounts of paracetamol to fend off the worst of the pain. I have friends who are vehemently opposed to having any hormones in their system, so they have the copper coil, but that was never an option for me because of my heavy periods. If there was a no-hormone option that gave me less-heavy periods, I’d take it in a heartbeat. I still get excruciating cramps, but they happen less often.’




A PILL REVOLUTION BEGINS

This experience went from the personal to the political at home during the second Covid lockdown. As Molly and I started researching the pill and mental health, we were astonished by the lack of official acknowledgement of the problem, shrugged off as ‘mood swings’ in the medical literature. I’d previously made two radical menopause documentaries that also explored mental health, and I began thinking about pitching a contraception documentary to Channel 4, which eventually became Davina McCall’s Pill Revolution in 2023. For the documentary, we commissioned a contraception survey of more than 4,000 diverse women (and some non-binary people) aged sixteen to forty-nine around the UK.3 While most were happy with the contraception they were now on, a hefty 77 per cent of pill-users said they had experienced side effects, and a third said those were severe enough to stop them taking it. Indeed, 57 per cent said they were concerned about the effect of hormonal contraception on their mental health. For 36 per cent, the worst side effects were low mood, anxiety or depression, for 37 per cent it was weight gain. Finally, 21 per cent reported lowered sex drive. I think we can fairly say that ‘side effects’ are in fact massively mainstream, and of course some of us are more hormone-sensitive than others.

There are over 150 million people on the pill worldwide,4 but prescriptions are falling year on year in the UK, America and Europe, as women turn to other forms of contraception or just leave it to chance. NHS data showed community pharmacies dispensed 7.2 million items of progestin-only and combined pills in 2022–2023, a significant decrease from the 8.5 million in 2014–2015. Abortions are rocketing. (My own view is that there’s nothing wrong with an abortion; indeed, I discuss my own later on, but there are decidedly better methods of contraception.) The abortion rate in the UK is at the highest it has ever been since legalisation in 1967.5 In America, despite new draconian restrictions introduced in some states after the overturning of Roe v. Wade, abortions are still on the rise as women cross state lines or buy pills by post.6 With so much contraceptive choice, why are we not choosing contraception?





THE TECTONIC SHIFTS OF THE ‘PILLQUAKE’

There are three tectonic shifts happening at once to create this earthquake in contraception, this ‘pillquake’. The first is that women are realising they have been gaslighted by doctors for decades about the serious side effects of the hormonal pill, implant, coil, ring, injection and patch, and are generally told to keep calm and carry on. The second is the embracing of ‘green sex’, fertility and menstrual cycle apps that promise accuracy. The third is the growth of the morning-after pill and the at-home abortion pill.

This social change is happening at hyper-speed. Molly also showed me her feed on hormonal contraception on TikTok, which was as gripping as it was mind-blowingly inaccurate. Since then, the posts trashing hormonal birth control and plugging natural cycles have grown to millions of hits. Medical professionals are flailing, finding it hard to keep up as anger and frustration about being gaslighted about symptoms is amplified on TikTok and other social media. There, fears of synthetic hormones are fuelled, along with breathless endorsements by influencers of new ‘green’ contraceptive methods, like the Natural Cycles App.

For the Millennial and Gen Z generations, TikTok and Instagram are a consultation room without the white coats and with better music, and certain influencers are trusted sources. If you can research the ten best retinol-based face serums online, why not the best contraceptives? Social media is a place where science is turned into slogans, but it’s also a place to question the status quo, rightly or wrongly. Either way, the algorithm has taken over and will change contraceptive behaviour for ever – as sure as eggs is eggs, as my mother used to say.

‘Birth control is this generation’s cigarettes,’ says a woman on TikTok.7 ‘It’s a class-one carcinogen,’ continues the feed. ‘When women start taking the pill, they get massively depressed,’ says another. ‘It was 99.9 per cent effective in ruining my life.’ These are just some of the millions of comments about the pill online. Then there’s the meme of girls opening pill packets and unfurling the huge side effects warning leaflet, snuggling down under it like a blanket. Those who have come off hormonal contraception and turned to fertility awareness apps give the impression of a world of joy and rainbows – and no accidents.

There’s no real attempt to take down these TikTok posts by the powers that be, despite ‘Community Guidelines’ that say otherwise, according to the NewsGuard Misinformation Monitor. They found in test searches that a fifth of posts contained misinformation8 and that TikTok was much less accurate as a search engine than Google (duh). Jennifer Takhar of the ISG International School of Business in Paris recently published a paper with Anna Schneider-Kamp of the University of Southern Denmark on the reasons behind the increasing rejection of the pill in Western Europe.9 Takhar told me: ‘Our research shows that peers on social media are influencing young women’s choices, and reshaping how they perceive risks and side effects. At the same time, social media is delegitimising the authority of health professionals.’ Their team interviewed women in Denmark and Germany about their growing concerns voiced on social media, and the trend towards fertility awareness methods and ‘green sex’. While the American hashtag is often #quittingbirthcontrol, the Germans have coined a great portmanteau word: #Pillenmüdigkeit, meaning pill fatigue.

The TikTokers and Instagrammers are on to something though: it is true that women’s complaints have been downplayed by the medical establishment and our culture right from the beginning. In Chapter 12, we’ll see how dangerously high doses of the pill were first tested by American doctors on 265 Puerto Rican women in 1956. Three died of ‘unknown causes’, possibly from strokes or clots caused by the overdose of synthetic progestins in that pill. Others who complained of dizziness, headaches and stomach pain were also quietly written out of the glowing report, which went to the US Food and Drug Administration to be rubber-stamped before the contraceptive pill was unleashed on the world. After all, the drug was a miracle; it was proven to prevent pregnancy in women and saved men from the minor discomfort of putting on a condom. Why shouldn’t women suffer a few minor discomforts too for this freedom?

How long can we pretend that everything is perfect to a new generation who will source their information elsewhere and demand better? Here’s the brisk entry on the NHS website10 for any problems with the combined pill: ‘Minor side effects include mood swings, nausea, breast tenderness and headaches – these usually settle down in a few months. There is no evidence that the pill will make you gain weight. There’s a very low risk of serious side effects, such as blood clots and cervical cancer.’ Super. But that’s not what I’ve found in the next thirteen chapters. It’s time to listen and to tell women’s truth.





DON’T MENTION THE SIDE EFFECTS…


Again and again, I’ve seen gaslighting and downplaying of the pill’s side effects, such as depression, weight gain, dry vaginas, sore breasts, wildly unpredictable bleeding and lowered libido, and even more serious dangers like an increased risk of blood clots, strokes and breast cancer. No wonder women are screaming out online and in conversation with each other. The reporting of scientific studies on contraception and synthetic hormones can be surprisingly biased, just as I discovered about hormone replacement therapy when I wrote my menopause book. Received wisdom is not necessarily very wise. Always read the bottom line, not just the headline on research papers. I’ve got the medical textbooks on contraception on my desk, I’ve read the NHS advice, the incisive and careful analysis of methods of contraception on the Faculty of Sexual and Reproductive Healthcare website, and none of it truly reflects the huge outpouring of frustration and suffering that often lasts for years because women and their doctors fail to connect their problems to the pill. It’s not fair that harried NHS GPs or pharmacists have under ten minutes, sometimes on the phone or online, to help women take this momentous health decision.

Most of the testimonies in this book are of women struggling with hormonal contraception, and I realise there’s bias in that. Obviously, the pill can be a miracle in helping some women with PCOS, endometriosis symptoms, acne or heavy periods that bring them to their knees, and the coil can help with bleeding from fibroids and even stop periods altogether. There are many lesbians and trans and non-binary people – more about that in Chapter 10 – who use the pill for other reasons than contraception. In sport, banishing periods is often essential for competition, and female footballers who find their anterior cruciate ligament tends to ping at the elastic estrogenic peak of their ovulation can apparently calm levels down with the pill.11 But when, for balance, I asked women to send me their success stories on the pill, the stories were all much the same and a bit dull: it was convenient, life was normal and they’d been happily on it for years. As Leo Tolstoy says famously in the opening to his novel Anna Karenina: ‘All happy families are alike; each unhappy family is unhappy in its own way.’ It’s much the same with the pill.

There is a utilitarian philosophy behind this silence on side effects, which is that the medical authorities don’t want to scare the happy majority of women away from birth control, and I understand that. However, there’s rarely an acknowledgement of the chaos, just a reassuring ‘if side effects continue longer than three months, you may wish to change to another pill’. Then patients will often find themselves playing pill roulette, trying progestin-only pills, combined pills, and one brand after another to see if things improve, with no trusted information on the varying effects of each pill. Three months is a long time to be miserable, and a recent UK poll12 showed 80 per cent of women had swapped brands at least once, and 16 per cent three times or more.

There are over forty brands of pill available, and there’s no Which? users’ guide available. Some pills have testosterone-like progestins in them, so they are more androgenic, and perhaps more likely to cause, say, a dry vagina, acne or low mood. Some other combined pills have more ethinylestradiol and more estrogenic progestins in them, which may cause breast tenderness and fluid retention among other side effects. I’ll explain more about this in Chapter 2. But how do you know what to switch to?

It turns out that GPs in the UK can access an online ‘Pill Ladder’ guide,13 which features columns showing the various pill brands and statements like: ‘For LESS oestrogenic activity then move across ladders to the LEFT. For LESS progestogenic activity then move across ladders to the RIGHT.’ But I think many of us feel we’ve fallen off the ladder, and most of us had no idea it was there. ‘Pill counselling is really bad, really poorly managed,’ said Dr Annabel Sowemimo, who works as a sexual and reproductive health registrar in Leicester. ‘The majority are just shoved on a tablet. The consultation isn’t adequate. People don’t understand what’s in the pill, and that there are many different versions.’

I was also surprised to discover talking to doctors that sometimes two different brands of pill, which have the exactly same quantities of synthetic hormones, can affect women differently because of the composition with other additives. For instance, these are the additives in the cheapest ‘first choice’ Rigevidon combined pill: colloidal anhydrous silica, magnesium stearate, talc, maize starch, lactose monohydrate, sucrose, calcium carbonate, titanium dioxide (E171), copovidone, macrogol 6000, povidone carmellose sodium. Whereas the similar Microgynon also contains yellow ferric oxide pigment (E172) and povidone 90. Lactose may be worth checking for in pills if you’re intolerant, but the quantities are microscopic. Still, it’s worth knowing exactly what’s in the packet.





WHAT ARE WOMEN’S REAL-LIFE EXPERIENCES OF THE PILL?


Alice Pelton is the founder of The Lowdown,14 which is basically Tripadvisor for contraception, with more than 6,000 reviews with star ratings from women of different brands of contraception, plus up-to-date medical advice from doctors. Alice’s own experience of endometriosis and trying seven different forms of contraception – including the combined pill, the progestin pill and the hormonal coil – radicalised her: ‘I thought, this is not okay. Why are women expected to deal with these side effects and not be given much help on how to manage them and what methods to choose?’ She was astounded that this life-changing decision is made by most women and their doctors in a few minutes (or just over-the-counter with a speedy consultation with a pharmacist), and she wanted to think of women as consumers with choices.

As menstrual cycle and contraceptive information apps like Clue and Flo grew worldwide, gaining millions of users, Alice set up The Lowdown website in London in 2019 and it is now expanding to America. ‘This is like choosing a mortgage, and we need to give women the time, the data and the experience to really make the right decision for them.’ Women can have a contraception consultation with an NHS-trained doctor through The Lowdown and buy the particular contraceptives they want. Having a trustworthy space to vent about side effects has also cheered a lot of women up, and the reviews veer slightly to the negative – the happy pill poppers are elsewhere. ‘This is about honesty and shared experience, and accepting a woman feels like that it’s a clusterfuck of problems. It makes them feel heard. This is women saying ‘Did you feel that too? Yeah, I did,” ’ said Alice.

In a sign of the changing times, the fertility awareness method is the most popular method of contraception on the website, followed by the hormonal and copper coil, and Eloine is the top-rated brand of pill. The mental health aspect of hormonal contraception also struck Alice as the missing link for so many pill-users, particularly when it is dismissed. The expert review of studies at the Faculty of Sexual and Reproductive Healthcare says: ‘Young people may be advised that hormonal contraception may be associated with mood changes but there is no evidence that hormonal contraceptives cause depression.’15 ‘Mood changes’ doesn’t quite cover how crap women actually feel. ‘How is the jury out on low mood on the pill?’ said Alice. ‘You can walk into a café and ask five women and two will tell you they’ve had low mood on the pill.’

Of course, you can come across a fantastic healthcare professional who will acknowledge all this, have alternative suggestions, and will encourage you to keep notes of any changes and come back for another consultation if things are going wrong. If your family doctor is not an expert, it is often worth going to a local sexual health clinic or a charity like Brook or MSI Reproductive Choices in the UK, or Planned Parenthood in the US, who advise women on contraception day in and day out and have expertise on complicated cases.

We filmed sexual and reproductive health nurse consultant Simphiwe Sesane for the documentary at the MSI Reproductive Choices clinic in London, and she gave us a full and graphic tour of every contraceptive method, including the non-hormonal copper coil, and the new, smaller hormonal coils, which often work better for women who have not had children. I met Sesane through my menopause work, as she campaigns for equality on her Instagram @BlackNurses_Midwives_UK and makes entertaining contraception and sexual health videos. While Sesane works for a charity, many of her expert colleagues in other clinics are affected by cuts; the public health grant to local councils used to fund sexual health services in England and Wales was slashed by over £1billion – 24 per cent – over six years up until 2021.16 Freedom of Information requests revealed contraceptive coil-fitting waiting lists of months in the UK, and some up to a year in parts of Devon and Northern Ireland.17

Despite the fact every £1 spent on contraception services saves public services in the UK £9 in the long run over ten years, clinics are being closed and run down.18 But at least contraception is free here. The situation is much worse in America, where 11 per cent of women have no health insurance at all,19 and others have to pay extra on top of insurance every time they go to the doctor. The cost of getting a hormonal coil fitted can be over $1,000, but the non-profit company Medicines360 has pioneered a cheaper hormonal coil, costing about $75, and works with charity clinics to make sure no one is more than $100 out of pocket if they are uninsured. But it’s not surprising that so many struggle on with the cheaper pill.

In terms of coil fittings, which are infamously uncomfortable as you will see in Chapter 6, it’s often better to go to a big clinic where experienced professionals like Sesane fit them swiftly every day. She is also working with the Reproductive Justice Initiative to get the combined contraceptive patch made transparent. Presently it is an unappetising pinkish-beige. ‘Salmon!’ said Sesane, slapping one on her brown skin. ‘Not very inclusive, is it?’ A petition went to the Evra patch manufacturers Gedeon Richter in 2023, but at time of writing there was no news of any colour change.




DECOLONISING CONTRACEPTION

The Reproductive Justice Initiative (originally Decolonising Contraception) was set up in 2018 by Dr Sowemimo, who I mentioned earlier, with other doctors, sex educators and campaigners. During her medical training, Dr Sowemimo began to see the extent to which the Black community was racially marginalised by the medical profession in many areas, including contraception, and she wrote the book Divided: Racism, Medicine and Why We Need to Decolonise Healthcare. ‘We’re addressing the additional barriers some groups face in accessing health services, and questioning the idea that some groups have more reproductive rights than others.’

In seven years of training, she has only met one other Black registrar working in sexual and reproductive health. ‘Many of my colleagues have no idea this is a profound issue at all, no understanding historically of a racial dynamic that many still feel exists now.’ She referred to the history of contraceptive eugenics and acts of cruelty perpetuated in the name of medical experiments on Black people in America and here, including sterilisation. ‘Because of this legacy of Black people being treated badly by the medical profession, there is a lack of trust.’ And although things are changing, distrust remains among patients: ‘There’s also myth-making in the community, which can make it worse, aunties, mums saying “the implant will make you infertile”. Comments like that.’

I told Dr Sowemimo about one piece of surprising data in our poll: 19 per cent of Asian women bought their pills over the counter in pharmacies, compared to 6 per cent of white women,20 even though contraception is free on the NHS. ‘That secrecy. It’s not wanting to be seen with contraception among your community. I work in Leicester and it’s one of the most diverse cities in the UK, and I know people who travel out of the area to get their contraception. It’s why we must do community advocacy work.’ Dr Sowemimo also finds ‘having greater financial freedom is allowing people to explore private healthcare and thus feel they have greater reproductive autonomy, which many groups previously could not. Yet we’re afraid to criticise the system. There’s a feeling that people are worried we’ll unravel something. There’s a hostility to discussion around sexual and reproductive health, and the cuts in services means patients are asking for more and we have to deliver on less.’

I got some help with research from the women at GPrX, which provides NHS prescribing data, and it turned out that in 2022 doctors in areas of England with the largest white populations spent four times as much on contraception prescriptions than those with the largest ethnic minority populations.21 Part of that may be personal or religious choice, but it’s still a huge gap, and clearly some groups are advocating for themselves more than others. GPrX also found out that the richest areas spent 73 per cent more on contraception than the poorest.

‘Part of that is neglect and part could be the misconceptions around reproductive health and ethnic communities, due to outdated patriarchal beliefs,’ said Neelam Heera-Shergill, who founded the Cysters charity in Birmingham to combat some of that. Cysters soon became a support group for women too, and Neelam left her job as a lawyer to work there as an advocate and researcher full time. ‘We’re now a collective changing the current narrative around reproductive well-being, by centring community in our work and ensuring our voices are represented in healthcare fairly,’ she said. The impetus came partly from her own experience as a South Asian woman with polycystic ovarian syndrome (PCOS). As an eighteen-year-old student, she was put on the combined pill to help with symptoms. Her doctor (who was South Asian) told her: ‘You know that doesn’t mean you can go around having sex with everybody.’ Neelam explained, ‘There’s sometimes an assumption in my community that we shouldn’t be doing that.’

She said that talking about PCOS, endometriosis and even PMDD is difficult for some women in her community because the use of contraception to help with symptoms is seen as heavily sexualised. ‘Doctors are placed on pedestals. We are taught from an early age not a question a doctor as they are always right. There is no room for self-advocacy. There’s an imbalance of power. We need to look at women’s health strategy through an intersectional lens – there are internal and external barriers to getting the care and contraception we need.’ She also said many women are reluctant to take the pill because it’s assumed they are sexually promiscuous. ‘Virginity is still so prized that the pill is hidden away, or women don’t take it at all when it might be needed.’ Neelam does a fantastic TEDx talk on YouTube on the myths around virginity.22 At least we have the choice, even if it is frowned upon in some communities. I’m very aware it’s a privilege to be questioning the pill and access, when globally there is desperation around getting contraception at all. In Afghanistan in 2023, the Taliban banned chemists selling any contraceptives to women, claiming their use was a ‘Western conspiracy’ and ‘anti-Muslim’.23

I realise that this investigation so far seems tipped against the pill, emphasising the negative rather than positive effects of synthetic hormones, and swinging in the direction of recommending fertility awareness methods. But it’s not. I’m coming at this from both sides because I’m also a big fan of what hormones can do. I take natural, body-identical estrogen, progesterone and testosterone every day in my HRT. (And yes, testosterone’s a female hormone too; see Chapter 4 on Sex.) I had no idea how important hormones were in the female body and mind until mine all drained away in menopause. I had heart palpitations, joint pain, hot flushes and 4am anxiety, but then I got body-identical HRT, and the symptoms disappeared, I completely recharged, and my memory came flooding back. Previously I’d felt like a clapped-out banger, but now that my hormones are level every day, I feel like I’m motoring steadily at speed, like a Tesla. Wouldn’t it be great if more women could feel like that?

For my previous book, Everything You Need to Know About the Menopause (but were too afraid to ask), I investigated the synthetic hormones (conjugated estrogens and the progestin medroxyprogesterone acetate) in the old oral combined forms of HRT, which had been shown to have a small increased risk of breast cancer and clots. I interviewed the world’s experts on menopause, and they all agreed that body-identical HRT (transdermal estrogen and natural progesterone) was far safer and better tolerated for most women. Now you may have noticed that synthetic estrogens and progestins are ingredients in the contraceptive pills, and medroxyprogesterone acetate is the progestin in the Depo-Provera contraception injection, so I began to wonder if that could be improved on too, with more body-identical contraceptive pills. There are some newish pills, so far only with body-identical estrogen, but the science is looking good. Why aren’t we talking about that, asking for safer pills, and researching new methods and male contraception too? Why has nothing much in the pill recipe changed in sixty years, yet cars have advanced from the three-wheeled Robin Reliant to the Tesla? What on earth are the big pharmaceutical companies doing, apart from raking in billions from their past-the-sell-by-date products?

I’m not a medical doctor – I’m an investigative journalist. I’ve no vested interest in drugs companies or fertility apps or academic kudos, so I can say what the hell I like and footnote the evidence. I will bring you news of great leaps forward, including the cervical gel which stumps sperm, the temporary jelly vasectomy, and even the Clitoral Doppler Ultrasound. I believe we should understand what is in the pill and how it works. It should be a life skill for every woman, like knowing how to change a tyre. This knowledge is for you, your daughter, or your best friend.

One in four women using contraception in the US or UK take the pill, but this investigation will go beyond that. From that microcosm, a whole world of medical neglect, gender bias and patriarchal control of our bodies begins to be revealed over decades – in history, in science, in economics and in bed. Let’s just stop and think about this – how bonkers is it that millions of women who are in perfectly good health go on a drug that gives them side effects for years and may have increased risks of disease in the long term. What’s OK about that? Don’t we deserve better choices in contraception? And shouldn’t this burden be shared with men? I have answers to that further into the book, and some hope for the future. But in the meantime, we need to take control of our hormones – synthetic and natural – before they take control of us.








CHAPTER TWO CAN WE GO FROM PERIOD POWER TO PILL POWER?


The grandest family planning clinic I’ve ever seen was in Park Terrace in Glasgow, a creamy sandstone Victorian townhouse with huge windows, stairs with fancy balustrades, pillars at the entrance and gorgeous views across Kelvingrove Park to the gothic towers of The University of Glasgow. Naturally I was bricking it as I went into that Family Planning Association clinic to get my first contraceptive pill, as a seventeen-year-old law student in my first term. I wouldn’t have dared go to my family GP for the pill then, long ago in a time before the iPhone existed, because we didn’t mention sex during my Scottish Presbyterian upbringing. It was somehow sinful, slatternly, shameful – and thrilling – to be getting the pill and running off across the park to lose my virginity.


FAKE PERIODS – NO NEED TO BLEED

The Family Planning Association charity went into liquidation a few years ago, and that elegant clinic is no longer there with its scary matronly staff and antiseptic smell. Its founding slogan back in 1930 was ‘that married people may space or limit their families and thus mitigate the evils of ill health and poverty’. No mention of contraception just for gratuitous shagging. There was also no explanation on my visit to the clinic that it was possible to mitigate the evils of periods by avoiding them altogether on the pill. I suspect the clinic staff had absolutely no idea that it had been known since the advent of the pill that those 21-day green foil packs of Microgynon could be taken non-stop, thus preventing periods altogether.

The bleeds on the combined pill are not periods at all, but fake or ‘withdrawal bleeds’ caused by the withdrawal of hormones for a week. Somehow, I think we imagined then that if we didn’t have a period, menstrual blood would build up inside our wombs until we exploded, but it turns out there is no build-up, just a shedding of the womb lining when the progestin in the pill is stopped for seven days, which is often lighter than the build-up from a normal period. One of the ways hormonal contraceptives work to prevent pregnancy is by thinning the lining of the womb, the endometrium, which means we also often get lighter periods than we would naturally when we take a pill-free break. This was, unfortunately, not my experience.




MY MOST HUMILIATING PERIOD EVER

After settling down on the pill (twenty-one days on, seven days off), a few years later I found myself writing ‘The Freshers’ Guide to Contraception’ for Glasgow University Magazine, researching all the different possibilities from coils to condoms to caps, as well as pills. I remember we no longer included the crab-like Dalkon Shield in the coil photographs, because it had caused horrible pelvic infections and was taken off the market after women sued the manufacturers – see Chapter 6. Even then, I was aware all was not perfect in the contraceptive world. I also got into university politics and became a Students’ Representative Council member on the academic governing body, the Senate, which was where my Most Humiliating Period Ever would take place.

I was at some committee in a grand room with gothic windows and a massive table filled with academics, sitting next to an ancient professor who looked like a grey dormouse with glasses. I had elected to wear a longish white circular skirt and a leather jacket that day, and as we were all walking down the grand stairway afterwards, Professor Dormouse came bumbling after me, pointing at the back of my skirt, ‘Erm, you seem, um, to have a stain, my dear.’ Then he scuttled off. I looked back and there was an enormous, bloody red circle on my white skirt which all the lecturers up the steps behind me could see. I’ve always been a bit of a flooder. I turned my skirt round, put my bag in front to hide the stain, and ran for the Ladies (in the olden days, there were no gender-neutral toilets at universities). There, I quietly died of embarrassment.





THE ‘POPE RULE’ FOR PERIODS


Now, had I known I didn’t need to have periods at all, that would have been really useful in terms of embarrassment, discomfort and hassle, and would have saved on the cost of roughly three hundred tampons per year. For this we must blame Dr John Rock, the man who played a major role in the development of the birth control pill in the 1950s, and who features in more detail in Chapter 12. Dr Rock, along with Dr Gregory Pincus, conducted the first experiments on American and Puerto Rican women, and they realised early on that the combined pill worked perfectly well when taken non-stop, but decided on a regimen of twenty days on, five days off to reassure new users of this miracle drug that they were not pregnant, and attempt to make the pill seem more ‘natural’.

In his 1963 book The Time Has Come: A Catholic Doctor’s Proposals to End the Battle Over Birth Control, Dr Rock argued that the pill was similar to the church-approved rhythm method, and claimed it completely copied the body’s own hormones but just extended the safe period where women would not become pregnant. ‘It must be emphasized that the pills, when properly taken, are not at all likely to disturb menstruation,’1 he wrote, incorrectly. Dr Rock was keen for the Catholic Church to endorse the pill, as a natural extension of the rhythm method. Pope Paul VI wasn’t convinced, and in 1968 put out an encyclical Humane Vitae (on human life) confirming the sinfulness of the contraceptive pill. The presence of unnecessary periods became known as ‘The Pope Rule’.




IF ONLY SOMEONE HAD TOLD US…

I was talking to Hannah Wrathall, who runs a communications agency for women’s health and FemTech brands, and who went on the pill at fifteen due to acne and needing birth control for a long-term relationship. I mentioned the fake periods research to her, and she became righteously angry: ‘The thing that annoys me most is I used to get really worried when I took two packets back-to-back when I was going on holiday, or to a festival. I thought it might create some weird back-up of my hormones. I now realise that was a really unnecessary worry. I read about the “withdrawal bleeds” somewhere two or three years ago, and honestly it was a lightbulb moment. I can’t believe the lies we’re told about our own bodies.’ Hannah is not alone. In our survey for Pill Revolution, 69 per cent of those who took the combined contraceptive pill generally took a monthly seven-day break, and 48 per cent said they did this ‘because you have to’.2

I first learned about it being safe not to take a break from the pill at the end of Operation Desert Storm in the Gulf War in 1991, when I was embedded as a journalist with the British Army, writing a book about whether women soldiers should go into frontline combat. (Short answer: yes.) It was somewhat gritty living in tents out in the Kuwaiti and Saudi Arabian deserts, but we did have a showering system, which involved standing under a tin bucket of water with holes punched in it, and we also had a long-drop home-dug lavatory. How did the soldiers cope with the mess of periods, and were tampons being delivered with the T-Rats (tinned rations)? I put these questions to a bunch of women truck drivers with the 68 Squadron Royal Corps of Transport. Some of them explained they just took their pill packets back-to-back so periods weren’t a problem, and the army doctors concurred.




CONTRACEPTIVE CHOICES AT NUMBER 10 DOWNING STREET

I think those in the know were skipping periods long ago, sometimes as a career decision. Dr Diana Mansour, co-author of the Contraception Made Easy3 textbook, and a consultant in community gynaecology in Newcastle, told me: ‘I am in my sixties. I started the pill at the age of twenty or something like that, and I didn’t have a period for fifteen years. I remember my mother saying to me that the pill was a revolution for women when I was a medical student, and I thought: I’m not sure this is a huge revolution because even though I’m supposed to be a mother sometime, that’s not going to happen. And in those days, you gave your life to the NHS, working a 96-to-120-hour week. Life wasn’t easy.’

Some women keep going steady on the pill and have no idea when they roll into menopause. Margaret Thatcher stayed on the pill throughout her reign as prime minister, until she was sixty-three, when she swapped to the hormone replacement therapy (HRT) patch. Teresa Gorman’s autobiography No, Prime Minister! gives us the lowdown. Shortly after Lady Thatcher was deposed, Gorman had tea with her in Eaton Square and asked her if she used HRT: ‘Yes dear, I have a patch,’ Mrs Thatcher replied, tapping her bottom as if to indicate that it was in place. ‘But I’ve only had it for eighteen months. You see, no one told me to come off the pill.’

‘I was startled. Women usually give up the pill in their fifties, but Margaret was sixty-five [during Gorman’s conversation]. “The pill?” I repeated. “Yes,” she went on. “You see, Denis and I agreed that I could not risk having more children once I became leader of the party – it was a full-time job. And in those days, I don’t think the country was ready for a prime minister on maternity leave. It might have been acceptable in Scandinavia, but not in Britain, at least not when I became leader.” ’4




HOW THE PROGESTIN-ONLY AND COMBINED PILL WORK

Back in the early days of the Iron Lady, the main choice was the combined pill, but now it’s very different with the increasingly popular progestin-only pill, which is taken non-stop without a break and comes in 28-day packs. It is also called the ‘mini-pill’ or POP and works by thickening the mucus in the cervix to stop the sperm reaching the egg. The NHS says: ‘Your periods may stop or become lighter, irregular or more frequent’5 on the progestin-only pill, which unhelpfully leaves all possibilities open. The progestin-only pill has to be taken within the same three-hour window every day to prevent pregnancy, unless it contains the progestin desogestrel (brands like Cerelle or Cerazette) and then there’s a less stressful twelve-hour window. In our survey,6 28 per cent of women got ‘spotting between periods’ and 11 per cent heavier bleeding on the progestin-only pill, so it looks like you just have to see what form your chaos will take. If you’re one of the lucky ones, you may be bleed-free, and this is one of the reasons many trans men and non-binary people like the progestin pill (more of which in Chapter 10).

The combined pill usually contains ethinylestradiol and a progestin, as does the patch and the vaginal ring. You need to take the combined pill at roughly the same time every day and it prevents ovulation and for good measure thickens the mucus in the cervix and thins the lining of the womb, so there is less chance of an egg implanting. With ‘correct use’ both pills are over 99 per cent effective in preventing pregnancy, but that figure goes down to 91 per cent with normal use. That’s where human error and human hangovers come in, as well as sickness or going away for the weekend and forgetting to pack your pill. The useful Contraception Choices website7 from University College London has a great infographic that shows the failure rate of each method with typical use: the hormonal coil and implant come out top of the class around a 1 per cent pregnancy rate; the progestin injection at 3 per cent; the progestin-only, combined pill and vaginal ring at 9 per cent; the diaphragm at 12 per cent; the male condom at 15 per cent; withdrawal at 22 per cent and fertility awareness at 24 per cent. With no contraception, 85 per cent of women will get pregnant within a year.





IT’S TIME TO START ‘TRICYCLING’

But here’s a way to help reduce that margin of error and incompetence for the pill – it turns out the ‘new’ guidance for taking the combined pill is to have a four-day bleed break rather than a seven-day one, or go in for ‘tricycling’, which is an 84/4 regimen – three months on, four days off – or totally continuous use, 365 days a year.8 This key advice is highlighted in the seventh edition of the UK textbook Contraception: Your Questions Answered by Professors John Guillebaud and Anne MacGregor from 2017,9 but it still hasn’t percolated into the minds of the general public or indeed many doctors prescribing the pill. The book points out that monthly pill-bleeds ‘are completely unnecessary for health’ and that tricycling is particularly helpful for people with heavy periods. Professor Guillebaud explained that the traditional break is far too long: ‘If you take a seven-day break your body starts getting ready to pop out an egg. If you accidentally have an eight-day break you have a high change of ovulating and could therefore get pregnant. To put it another way, a seven-day break gives you very little room for error with remembering to start your new packet.’ So, the four-day break, or no break at all, is safer and means you avoid a big crash as your body’s regular synthetic hormones are suddenly removed. That crash can cause low mood, bloating, pain, sore breasts, headaches and general misery. For women who are particularly sensitive to changes in hormones, taking the pill non-stop can be much less stressful.

In 2023, Professor Belinda Pletzer of the University of Salzberg surveyed the mood of 120 women on the pill, and sixty not using contraception, and confirmed what many pill-users had suspected. ‘We found that during the pill pause women’s mood worsens and they display similar mental health symptoms to those women display during menstruation when they are not on hormonal contraceptives,’ she told Neuroscience News.10 Those women who used oral contraceptives showed a 7 per cent increased anxiety score and a 13 per cent increase in negative feelings score during the seven-day pill pause. ‘It seems that long-term users, who tolerate their pill well, benefit from mood-stabilizing effects when they are actively taking the pill. In practical terms it may mean that, if women notice a mood worsening during their “pill pause” they should consult with their doctor about adjusting their pill cycles.’

So why oh why has no one bothered to get this healthy and useful message out to women everywhere on the combined pill? Why were seven out of ten women in our survey still taking a seven-day break? Imagine: this advance could reduce heavy faux-periods, hormonal ups and downs, and lower the risk of pregnancy. Professor MacGregor noted dryly in her blog: ‘For many women the monthly bleed is an expensive nuisance… We hope that manufacturers of the pill will wake up to the twenty-first century and make the pill available for continuous administration, or with a shortened pill-free interval for those women who prefer a monthly “bleed”.’11




THE FAKE BLEED WAS EMBEDDED INTO PILL PACKET DESIGN

The fake bleed was engineered into the pill’s packaging from the very beginning. Natasha Richardson, who now runs Forage Botanicals providing natural remedies and advice around periods and menopause, did a Masters dissertation at Oxford on the design history of the pill packet and the faux-period. One of the earliest versions in the 1960s was the Ortho DialPak, a pale pink circular plastic box with a ring of twenty-one pills. ‘There was very much a commentary at the time on the desirability of the period, taking the pill to be in sync with your period, totally orchestrating your cycle,’ said Natasha. The DialPak is in the Smithsonian Museum now.12 ‘It looks like a powder compact, which was easier to secrete in your handbag, and the pill looks white and innocuous, like aspirin.’

One of the very earliest pills was Enovid in 1961, and the American advertisement for that featured a tastefully naked and golden Greek goddess, Andromeda, being freed from her chains, symbolising, of course, the freedom brought by contraception. ‘Unfettered’, said the title. ‘From the beginning, woman has been a vassal to the temporal demands, and frequently the aberrations, of the cyclic mechanism of her reproductive system. Now, to a degree heretofore unknown, she is permitted normalization, enhancement, or suspension of cyclic function and procreative potential.’ That did seem to offer ‘suspension’, but most women knew no better and stuck with the fake bleed.

By 1993, things hadn’t improved much, and Americans were offered the Desogen ‘Remember Me’ Compliance Kit13 The kit contained pills, a toothbrush, and a bar of soap – and a ‘Remember Me’ sticker for your bathroom mirror. Text on the pink box bossily ordered women to: ‘Brush your teeth, wash your face, take your pill… once a day. Every day. At the Same Time.’ Desogen had twenty-one white tablets and seven green dummy ones. ‘It was a massive sexual revolution – but it was still managed by the patriarchy,’ said Natasha. Then, in 2006, came the FDA-approved Seasonique (similar in content to Rigevidon or Microgynon), with one light blue-green tablet for eighty-four consecutive days, followed by one yellow tablet for seven days. It was the first tri-cycle pill. ‘The overall design of the pill packet – flamboyant colours, the wallet-like shape, and the frequency of the pills – reflects how the desirability of periods changed over time,’ said Natasha.





THE NEW PILLS WITH SHORTER ‘BLEEDS’

Interestingly, some of the newer pills containing body-identical natural estrogen have shorter bleeds built in. The combined pill Qlaira has a two-day break, and the levels of estrogen and progestin vary over the month, imitating a natural cycle. ‘It’s licensed for the treatment of heavy menstrual bleeding as well as contraception,’ said Dr Mansour. ‘It’s a useful option.’ Drovelis (or Nextstellis in the US) and Zoely also have body-identical estrogen and a four-day break built in. However, in the UK, because they cost around £8 a month to the NHS (and even more in the US) compared to less than £2 for the older synthetic 21-day versions, prescribing is discouraged, and in many areas of the UK they are unavailable. Don’t we deserve better if we’re using these pills for years? Answers on a postcard please.





DON’T JUST PUT UP WITH NIGHTMARE PERIODS


I speak here as someone who put up with nightmare periods, without realising they were in fact nightmarishly heavy and long. I just thought they were normal. Particularly after I came off the pill after a few years, my periods got worse, and we all know the joys of bleaching bed sheets and chucking crime-scene knickers in the bin in the toilets and buying an emergency new pair at Marks and Spencer to go back to work. Particularly in my forties in perimenopause (which I wouldn’t wish on anyone, but we all go through it), I had unpredictable tsunami periods, requiring two tampons every time I risked a tube journey. I looked up this symptom in science papers, but there wasn’t much evidence, so again we had to get our own. In our Channel 4 menopause documentary survey of 4,000 women, 44 per cent said they had extra-heavy periods in perimenopause.14 Very reassuring after thinking it was just me.

There is a genuine risk when women soldier on with pain or heavy bleeding because it can be a sign of fibroids, endometriosis, adenomyosis or polycystic ovarian syndrome (see Chapter 7), never mind just bad luck, and there are solutions from hormonal coils (see Chapter 6) to the pill-break changes above, and sometimes women need medical intervention. In 2023, the Wellbeing of Women charity launched its ‘Just a Period’ campaign15 to highlight the fact that millions of women suffer with severe period pain or heavy bleeding, yet are dismissed and do not get the treatment or support they need. Their testimonies from women were these: ‘I’d feel as if my insides were being torn out,’ said one. ‘I’d cry and scream,’ said another. And they continued: ‘Sometimes I’d sleep in the bathroom because I’d need to vomit.’ ‘I just thought it was hereditary.’ ‘I’d put the tampon in, and I’d get up from the toilet, and literally feel a river’s gone whoosh.’ What you need to know is that your period should not last more than seven days; interfere with your life; happen more than monthly; need tampon changes more than every two hours; have clots larger than a bottlecap; cause debilitating pain; or make you anaemic. Don’t soldier on.




PERIODS TWICE A MONTH?

What if you have a period twice a month? When Lauren Chiren was a teenager, she had twenty-one periods a year, coming every fifteen to sixteen days. ‘I didn’t know any different. I was doing lots of sport, and it was also very light,’ she said. But her hormones were haywire. ‘From aged eleven to sixteen, I had to work really hard at controlling my temper. I had the shortest fuse on the planet for half the month. I’m a Scottish redhead and blew my fuse at the slightest thing.’ Going on the combined pill was a lifesaver. ‘The pill gave me a sense of control and calm, and I didn’t come off it until I started trying to get pregnant in my thirties.’ A few years after she had her son, she was back on the pill and was seriously injured doing judo, and eventually realised she was actually post-menopausal in her early forties. Lauren now lives in Bristol, training menopause coaches and champions internationally to support executives going through menopause. ‘If you’re not experiencing bleeding on the pill, it’s hard to know what it is doing to your body over the long term,’ she said. ‘I wish I’d known that I was in menopause and could have taken hormone replacement therapy earlier.’ The Pill Revolution poll showed that aside from preventing pregnancy, 48 per cent were using it to regulate or lessen periods, 13 per cent to control acne, 9 per cent to help with conditions like polycystic ovarian syndrome and endometriosis, and 8 per cent to help with premenstrual syndrome.16




FROM PERIOD POWER TO PILL POWER

There’s been much talk in the last decade about Period Power – embracing the forces of your menstrual cycle, ending shame around periods, and increasing knowledge – along with the movement led by younger people to try to end period poverty and improve access to sanitary products. There have been so many books written about understanding your menstrual cycle and taking control of your activities, changing diet and exercise, including Maisie Hill’s valuable Period Power.17 But where is the Pill Power movement? When will we arm ourselves with knowledge to make informed choices, and demand better and safer forms of contraception for women and men?




THE MENSTRUAL CYCLE – FOLLICLES, FIREWORKS AND FLATLINING

Let’s open our laywoman’s toolbox and understand how hormones work during the natural menstrual cycle – and how synthetic hormones can have very different effects. We learned about the four stages of the menstrual cycle at school – period, follicular phase, ovulation, luteal phase – but when starting to research this book, I certainly needed a recap. Starting from day one of your period, the first half of the cycle – leading up to the ovulation mountain of estrogen – is known as the follicular phase, and generally women feel energetic, as estrogen levels pump up. Then, a day or so before ovulation, in comes the follicle-stimulating hormone (FSH), which releases the most-developed follicle (a bag of fluid containing a developing egg), hoping for impregnation. Then the fireworks go off, desire rockets, and ovulation occurs mid-month as the follicle bursts open and the egg is released to freedom down the fallopian tubes. Next, enter the luteinising hormone (LH), which signals to the remains of the follicle, now an empty shell known as the corpus luteum, to release progesterone. Progesterone peaks at around day twenty-two and then crashes, along with estrogen, as the period looms again and our hormones flatline.





WHAT’S MISSING FROM THE PICTURE? TESTOSTERONE


Which female hormone is missing from all these monthly menstrual diagrams in Wikipedia, Britannica, Women’s Health Network and the school GCSE biology exam notes? Testosterone. In perhaps one of the worst gender biases yet to be overturned in medicine, testosterone is often still considered to be a male-only sex hormone, when in fact it is gender neutral. Women make about a tenth of the amount testosterone men do, mostly in their ovaries, and it generally stays steady, with a small but joyous leap in the middle of the month at the time of ovulation. Women’s brains are full of testosterone receptors, and as you might expect there are plenty more around the vulva, vagina and clitoris. But testosterone is about so much more than sex. For women and men it has a positive effect on energy, motivation, memory, muscle mass and bone density. Testosterone matters. Later on, we will talk about the effect of high testosterone in women with polycystic ovarian syndrome, and the fact that the progestins in hormonal contraception increase sex hormone binding globulin, which basically binds or ties up the estrogen and testosterone in your body, and therefore lowers the free circulating testosterone available to women. Professor Nick Panay, a consultant gynaecologist at Imperial College in London and president of the International Menopause Society, noted as far back as 2006 that ‘young women’s ovaries produce approximately three to four times more testosterone than estrogen daily’18 Testosterone is women’s most biologically active hormone, and although it declines steadily from your early twenties onwards, it’s the last hormone left standing (at least in small quantities) after the age of fifty-one, when progesterone and estrogen disappear at menopause.




PREMENSTRUAL SYNDROME

There are volumes of literature dedicated to premenstrual syndrome (PMS), the result of our hormonal rollercoaster when progesterone and estrogen slump before a period, but we’ll cover the basics here. The NHS says: ‘PMS is a recurring pattern of emotional, physical and behavioural changes in the days before your period that impact your daily life… mood swings, feeling upset, anxious or irritable, tiredness or trouble sleeping, bloating or tummy pain, breast tenderness, headaches, spotty skin, greasy hair, changes in appetite and sex drive.’19 Unfortunately, the NHS description is a bit bland. In fact, we all have our own special version of PMS, and this was mine: ‘Low, vicious mood. Slept under desk at work. Want to kill boyfriend for crunching crisps at 100 decibels. Top button popped on trousers. Am I pregnant or just BLOATING LIKE A BALLOON? Breasts have rocks in them. Hair is dripping like a chip shop, even though I washed it today. Huge subterranean evil spot. Ate six-pack of Tunnocks’ teacakes, only 106 calories each, still feel sick.’ That’s PMS. For some women, the pill can stop the descent into darkness by keeping hormones steady, if slightly lower than the natural version, and for those who are extra-sensitive to hormonal fluctuations, avoiding pill breaks altogether can be helpful.



Dr Katharina Dalton, patron saint of PMS

Interestingly, Dr Katharina Dalton, who coined the term PMS in a British Medical Journal study in 1953, was trying to treat women with top-up hormones right from the start, but she believed in using natural body-identical progesterone rather than synthetic progestins. She worked with endocrinologist Dr Raymond Greene (who happened to be brother of novelist Graham Greene). Dr Dalton opened the world’s first PMS clinic at University College Hospital in London, after experiencing the disappearance of her monthly migraines while she was pregnant, which alerted her to the fact the headaches were affected by low progesterone levels. She invented the phrase premenstrual syndrome and explained it was a cyclical illness that starts after ovulation, with the most severe symptoms appearing in the final four days before menstruation. She used menstrual charts to diagnose the disorder, and argued that PMS in women could explain higher rates of suicide attempts, alcohol abuse and violent crimes around that time. She appeared as an expert witness to explain this in court. She was part of the successful mitigation in two famous cases: that of Anna Reynolds, who killed her mother while suffering from postnatal depression, and Nicola Owen, an arsonist who set fire to homes in Richmond and Twickenham, in London, at intervals which were multiples of twenty-eight days.






PREMENSTRUAL DYSPHORIC DISORDER

Some of the conditions Dr Dalton was treating would now be described as premenstrual dysphoric disorder (PMDD), which is much more severe than PMS, and often lasts for the whole of the luteal phase after ovulation. The mental health effects can include suicidal feelings, anxiety and depression, and many people find it interferes with functioning at work and in relationships. The menstrual hormone changes may cause a serotonin deficiency, which can affect mood. Some doctors prescribe antidepressants, selective serotonin reuptake inhibitors (SSRI), which can be taken for all or just part of the month. It’s peculiar, though, that very few professionals consider the option of just topping up those natural falling hormones, and we discuss that later in the book.

Dr Dalton argued that premenstrual mood changes were brought on primarily by deficiencies of progesterone and could be improved by taking natural progesterone pessaries, and even suggested that post-natal depression could also be treated with progesterone. (In fact, in the seventy years since Dr Dalton came up with the idea of hormonal top-ups, there have been a number of studies showing that taking body-identical progesterone,20 as well as transdermal estrogen after pregnancy can help prevent the baby blues.) Where would billions of women round the world be without the work of Dr Dalton? Where is her Nobel Prize? Since it will be twenty years since her death in September 2024, I’m going to work on a campaign for an English Heritage blue plaque to go up on the wall of University College Hospital, on behalf of all the women who have been helped by her identification of PMS. Watch this space.




PROGESTINS – HOW THEY WORK IN MYSTERIOUS WAYS

Dr Dalton refused to use synthetic progestins in her work, as she believed they were the cause of side effects, and she pointed out that only natural progesterone fitted the progesterone receptors in the body and the brain. How prescient she was, back in the 1950s and 1960s, when the contraceptive pill was just coming into wider circulation. Let’s crunch into how progestins and their receptors work in more detail, because it can change how each brand of pill or contraception affects you personally. A hormone receptor is a protein that binds hormones. Once the hormone receptor and the hormone are bound together, it starts a cascade of actions in the body or the mind. But synthetic progestins are not always derived from progesterone. Instead, many progestins are derived from testosterone, and one, drospirenone, from the diuretic drug spironolactone. The shape of a molecule of progestin is different from the shape of a molecule of natural progesterone, and the synthetic progestin can go rogue and hook up with other unrelated receptors – the androgen receptor, the estrogen receptor and the glucocorticoid steroid receptor. And nobody seems to know exactly what’s going on21 – least of all you and your body. The interaction might be positive, negative or just have no effect at all. But what we have learned, by trial and much error on women, is that the different progestins in different pills can have profound effects on health, and reading the label on a packet and identifying which group your progestin is in may have life-improving results.
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