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Foreword

			Hormones that are chemically identical to human (CIH) have been available for decades. Their safety and effectiveness for health, disease prevention, and cure have now been confirmed by thousands of studies. Yet they are not universally used. Hormone status should be considered during most adult health care, but it isn’t. Physicians who are up-to-date should use hormones as medication. It has been proven to prolong disease-free life and treats many of the common diseases of the elderly, including the biggest killers: heart disease, diabetes, some cancers, and probably some neurological diseases.

			The non-CIH hormones are vastly inferior and should be banned. These include Premarin®, which is horse-urine manufactured (equine) estrogen, and Provera®, a chemical related to progesterone. These two cause health problems in many studies. (Prem-pro® and other brands are the same thing.) Yet they are still being actively marketed, totaling billions of dollars in revenues.

			The goal is to raise hormone blood levels in patients to roughly match a younger person’s. This produces improved health, which can be felt by the patient and measured by various tests. However, claims about exact standards for desirable blood levels are false. No clear standards exist. And judging “proper” blood level against “normal aging” blood levels—which are low—is wrong. Generally, what feels best is a good guide to doses. Physicians are trained with treatment of symptoms, yet often think more of blood levels.

			The “hormone-as-therapy” scientific literature is huge. Dr. Mok has spent decades working with these issues and this science and has massive clinical experience. He is one of the most respected and experienced clinicians in the country for womens’ health and cosmetic medicine. This book has Dr. Mok’s conclusions.

			The hormone standard of care is broken. Dr. Mok will explain why.

			—Robert Yoho, MD

			Pasadena, California

			PS: This book has all this plus two fortune cookies (spoiler alert). There is information about testosterone pellets. It turns out that testosterone—which is metabolized into other hormones—can be used as a sole agent to reduce breast cancer and treat hormone deficiency. And there’s fascinating information about the brave new world of how the bacteria in your colon influence your chances of obesity and how Dr. Mok is studying cures. 
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Introduction 

			Breast cancer and other risks may increase with commonly used hormone replacement therapy (HRT). You’ve no doubt heard this information many times before, as have millions of other women. But this is a myth that has been perpetuated for years by the research community, the medical community, and the media, and it has created a fear of HRT that has kept women from living long, healthy, and productive lives. 

			The reality is that there are specific drugs that were designed to replace hormones that, in a certain setting, increase certain diseases. But the generalization that hormone replacement with actual human hormones is linked to an increase in diseases is absolutely false. 

			The fear stems from large clinical trials that evaluated the safety of a common menopause hormone substitution therapy combining Premarin and Provera, two synthetic drugs manufactured by a large pharmaceutical company that were intended to treat symptoms of menopause. For two decades, these synthetic hormones were not only the top prescribed treatments for women in the United States experiencing menopause; they were also the most commonly prescribed drugs in America. 

			At the onset of menopause symptoms—the period known as perimenopause—the ovaries are still functioning, but they’re beginning to run out of eggs, and ovarian estrogen production is becoming erratic. Premarin and Provera were designed to copy estrogen (Premarin) and progesterone (Provera) and to be used to replace these declining hormones. 

			Premarin is a conjugated equine estrogen (CEE)—or as I call it, “horse estrogen.” It is a copy of the estrogen makeup of a five-year-old, pregnant mare. Horses have a large variety of estrogens that are similar in some ways to humans; however, there are only three types of human estrogen: estrone, estriol, and estradiol. Provera is a synthetic progestin designed to mimic the effect of naturally occurring progesterone and protect the uterus against stimulation by Premarin. 

			The Change—in HRT and in My Career

			HRT has undergone a dramatic transformation. Decades ago, only women with significant symptoms were treated with HRT. In the 1980s, 1990s, and early 2000s, hormone replacement became widespread for women entering menopause, regardless of the severity of their symptoms. The transition stemmed from several studies that showed HRT to be beneficial in preventing cardiac disease and other health issues in menopausal women.

			The biggest change came shortly after the Women’s Health Initiative (WHI) released its findings in the early 2000s. The WHI was composed of multiple clinical trials that observed thousands of menopausal women to assess the effects of horse estrogen and synthetic progestin on them. The results showed an increase in breast cancer and other health risks in women taking horse estrogen and synthetic progestin. Women taking horse estrogen alone (because they had no uterus due to a prior hysterectomy) did not have an increase of breast cancer risk.

			The WHI trial results were the first widely accepted evidence calling into question the practice of using synthetic hormones routinely in women. Confusion over the results of the trials led to a widespread reduction of the use of HRT to manage the symptoms of menopause. There was widespread belief that HRT in and of itself was the culprit; no distinction was made between the synthetic and natural hormone forms of the treatments at the time. There were other substantial flaws in the original interpretation of the results that I will talk about in the chapters ahead. 

			The WHI study confusion was instrumental in influencing me to change my career.

			Prior to the release of the WHI findings, I was a doctor working in the emergency and trauma center at a teaching hospital. It was a great job. As vice chairman of the department, part of my job was to train residents to become specialists. I also trained them to critically review medical literature in a process we called the “Journal Club.” I would select a topic of medical research, and we would read the associated studies. Then we took turns presenting the studies, which gave us the opportunity to review them for flaws. We also used the studies to determine changes in the way we practiced medicine.

			During my ten-plus years at the trauma center, I helped patients who had health emergencies that were frequently preventable. For instance, I’d treat a heart attack patient with clot-busting drugs followed by an angioplasty, in which a wire was inserted into the blood vessel to stretch it open so blood could flow again. My interaction with these seriously ill or injured patients was fairly brief; I’d work with other specialists to provide the patient the appropriate care and admit them to the hospital.

			After so many years of seeing the end result of poor lifestyle choices, I decided to move my career into more of a preventive role. I spent countless hours retraining myself in preventive health, and I started a practice aimed at filling the void between traditional primary care and the management of the results of disease. 

			A New Direction

			Before and since the release of the WHI findings, there have been countless studies showing how menopause symptom relief can be achieved safely using what’s known as natural hormone replacement. Natural hormones are nothing new. These are exact copies of human hormones and have been used in the United States and around the world for years. 

			The most commonly prescribed natural hormones are estradiol (which is sometimes mixed with another natural estrogen called estriol or BiEst) and natural progesterone. These can be taken by mouth or applied to the skin. Using the human versions of progesterone and estrogen instead of horse-based estrogen and synthetic progestin, numerous studies have shown not only quality-of-life improvements but also decreased disease and mortality rates. 

			In addition to menopausal relief and reducing the risks associated with synthetic hormones, natural hormones also offer the following benefits: 

			
						They do not appear to increase risk of breast cancer, and may protect against breast cancer.

					They are beneficial to the heart, brain, circulatory system, and skin. 

						They lead to a greater than 70 percent reduction in fatal heart attacks if taken long term. 

					They even protect against belly fat.

			

			Now for the Real News

			In addition to the two hormones that most doctors think of as the predominant female hormones—estrogen and progesterone—there’s a third major sex hormone that comprises what I call the “Big Three”: testosterone. 

			Now, you might think of testosterone as a male hormone. Yes, men have more testosterone than women. But women have five to twenty times as much testosterone as estrogen. This news can be confusing, even for many doctors. 

			[image: ]

			Estrogen and testosterone are listed as different units of measurement on lab reports. While total estrogen is reported in picograms per milliliter (pg/ml), total testosterone is reported in nanograms per deciliter (ng/dl), with picograms or nanograms measuring mass, while milliliters and deciliters measure volume. Ten pg/ml equals one ng/dl. 

			Consider this example of an actual lab test on a fifty-two-year-old female.

			Testosterone: 62 ng/dl

			Estradiol: 30 pg/ml

			To make the units the same

			Testosterone 620 pg/ml and estradiol 30 pg/ml

			or

			Testosterone 62 ng/dl and estradiol 0.3 ng/dl

			In both cases, it is 20:1.
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			 So if you’re a woman supplementing hormones, do you need to add testosterone to the list? Yes! 

			Testosterone reduces the symptoms of menopause and has no major adverse side effects.

			Testosterone improves the following:

			
					hot flashes

					sweating

						sleep problems

						moodiness

						irritability/anxiety

						fatigue

						joint and muscle pain

						bladder symptoms

						sexual desire, activity, and satisfaction

						thickness and fullness of scalp hair

						bone density

						memory loss

						vaginal dryness

			

			More importantly, when added to any other HRT, testosterone significantly reduces your risk of breast cancer and heart disease. 

			That’s a message worth repeating: Testosterone reduces your chances of breast cancer and heart disease whether or not you are on any form of HRT. There is even evidence that testosterone can be safely used to reduce all symptoms of menopause in women who have had breast cancer without putting them in harm’s way. Testosterone also appears to protect against recurrence of breast cancer. In fact, there is evidence that testosterone can shrink the size of an existing breast cancer tumor. Low testosterone in women is a very strong predictor of the eventual development of heart disease, and normal or elevated testosterone is cardioprotective. In fact, low testosterone in women is a more accurate predictor of heart disease than cholesterol or other lipids, which are the standard metrics currently used to measure risk. 

			A Look Ahead

			In the following chapters, I’ll discuss studies that demonstrate that natural hormone replacement is integral to good health and that, along with diet and exercise, it can help prevent disease. 

			I will explain how the drugs that have traditionally been used to treat menopause put women at a slight increased risk of breast cancer and other health risks, such as heart disease and blood clots.

			I’ll review how using exact copies of a woman’s natural hormones does not cause an increased risk of breast cancer or other diseases but in fact reduce risks.

			I’ll also discuss how adding a third, virtually neglected hormone—testosterone—to the mix actually reduces the incidence of breast cancer. If used alone, this forgotten hormone reduces risk of breast cancer by about 50 to 75 percent in addition to relieving virtually all symptoms of menopause with no adverse effects in clinical studies. 

			I will review how natural hormone replacement is not only cardioprotective but, when taken long term, actually reduces the incidence of fatal heart attacks by over 70 percent, unlike synthetic hormone drugs, which have been linked to heart disease. I will also discuss how natural hormone replacement doubles cardiac performance in women with preexisting heart disease. 

			The message I want to get out to the community, and what triggered me to write this book, is that the medical community got it wrong decades ago, and today there is an exciting alternative. 

			That alternative has helped me grow from a solo practice in a shared office space (aided only by my assistant, Crystal, who still works with me and has grown into a surgical technician) to a practice of five large offices and more than two hundred employees offering multiple health services. Our practice is in multiple cities in metro Detroit and is part of a parent company, Allure Medical Spa. 

			Instead of the decades-old, universally accepted practice of administering synthetic drugs through a suboptimal delivery system, we offer dramatically superior hormone replacement. 

			It has been an exciting journey for me, going from treating existing diseases to helping people prevent disease in the first place. In the chapters ahead, I’m going to make my case for taking this journey using several clinical studies. I want to show you scientific proof of why I’m such an advocate for natural hormone replacement. 

			If you are a woman seeking relief from the symptoms of menopause or perimenopause and also want to improve your overall health, HRT is absolutely your best choice. With natural—not synthetic—hormones, the risk of breast cancer, obesity, osteoporosis, and heart disease can be reduced while making you healthier and feel better. I want you to see how women who are treated with the most modern, natural, physiologically ideal hormones enjoy better sex lives, more energy, better hair, better skin, healthier hearts, more ideal weight, and likely longer lives. 
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Chapter 1

			
Menopause: A Scientific Overview

			What does it mean to “age gracefully”? As a woman, it means you’re doing all you can to avoid obesity, hair loss, saggy skin, decreased sexuality, heart disease, breast cancer, diabetes, and Alzheimer’s. In short, it means you’re trying to look good and feel good while avoiding disease—all in an effort to ultimately delay death.

			The practice of treating menopause and extending the period of maximum health has its detractors, their logic being that aging and menopause are normal parts of life, and nature should be allowed to take its course. But let’s face it: numerous other diseases occur as a woman ages, and they occur at a much higher frequency when hormones decline with menopause. Menopause is a period of accelerated aging for most women. Avoiding treatment for menopause because it is a part of “normal” aging is as absurd as avoiding treatment for hypertension or diabetes, which are also associated with “normal” aging.

			If you’re a woman experiencing any of the symptoms of perimenopause or menopause, it probably seems like you’re waging an uphill battle. Even if you’re making healthy lifestyle choices, such as better diet, regular exercise, learning and doing, being open-minded and generous, and positively influencing your family and community, you still have to manage the symptoms of your aging body and mind. 

			Menopause is defined as that period of time after you’ve experienced no menstrual cycles for one year or after you’ve undergone the surgical removal of the ovaries. Although that is the definition of menopause, it can be insidious and can occur quite fast for women, while others may be in and out of menopause symptoms for years before true menopause. Though the ovaries are commonly believed to be the primary source of estrogen, it can also be made in other cells, including those in the adrenal glands, the liver, fat, and the brain. In fact, most organs can likely synthesize estrogen. In the human body, estrogen actually starts out as cholesterol, which is then converted into various androgens (including testosterone). The conversion process is conducted through an adrenal enzyme known as aromatase. 

			At the onset of menopause symptoms—the period known as perimenopause—the ovaries are still functioning, but they’re beginning to run out of eggs, and ovarian estrogen production is starting to be erratic. This is when most women should begin thinking about replacing their missing hormone production. 

			Today, we have solidly established HRT solutions for women experiencing perimenopause or menopause. And there’s a bonus—the same HRT solutions that can make you feel and look better can also save your life. 

			Yes, menopause is just part of aging, but there’s nothing wrong with a woman wanting the second half of her life to be as fulfilling as the first. Just as there are treatments for hypertension and other age-related diseases and conditions, there is viable treatment today for the symptoms of menopause. 

			HRT’s time has come, but its road has been a long one that is still strewn with people who would have you believe otherwise. I’ve written this book to help clear the air by discussing the scientific studies that have created milestones—and in some cases hurdles—along the way. 

			It’s All About the Impact

			Centuries ago, doctors learned in more or less an apprentice system, relying heavily on their trainers, their own experiences, or the experience of peers. Following the apprentice system came the scientific method, where doctors went beyond what they thought was best to searching for actual proof based on research. Textbooks were created based on summaries of the contemporaneous literature. 

			In the past few decades, health care has moved more toward what’s known as evidence-based medicine because we’ve developed new information, technologies, cures, and scientific proof at a pace that greatly exceeds the old paradigms of creating textbooks or relying on information being handed down from the previous generation. Doctors who keep up with science rely on peer-reviewed journals to improve their knowledge and understanding of the best patient care.

			In the chapters ahead, I’m going to explain the impact that we, as physicians and scientists, have on the health-care landscape amid a constant barrage of new drugs and treatments. All of these new entries into the market can potentially affect health care, but many of them can also have unintended consequences or may only work as well as random chance. That’s why research is so critical. 

			While discoveries can come from laboratories in universities and pharmaceutical companies, they also frequently come from individual (or groups of) health-care practitioners. A doctor specializing in a particular condition may be exposed to unrelated information that benefits one of his or her patients. That provider may study the new information, talk to colleagues, and make an assumption of the potential of a benefit for his or her patient. At that point, there is no proof, but the provider’s knowledge and expertise allows him or her to try the new treatment after assessing the risk and benefit ratio. If the result is a benefit, the provider may continue the treatment. Eventually, a clinical study may be organized to explore whether the treatment offers a true benefit, whether it is safe, or whether the results represent random chance. Later, larger studies may be conducted to verify the original study’s results. Eventually, if the studies are positive, a new drug is released or a new procedure is adopted.

			How the Practice of Medicine Adapts

			In practice, shifts in the way health care is delivered often occur in small steps. Let me explain by using the example of how emergent heart attacks are handled, a procedure that has changed dramatically over the years. 

			Throughout my medical school and early residency years, when a patient presented with a heart attack, diagnosis began with an electrocardiogram (EKG) and blood tests. The blood tests weren’t very accurate, but they were helpful when the EKG didn’t provide enough information. After the patient was admitted, we’d administer nitroglycerin, oxygen, and blood thinners, and we’d hope that the patient’s symptoms would subside. In a little over 10 percent of the cases, a heart attack ultimately led to death—either the heart attack continued and the patient developed a fatal, abnormal heartbeat, or the heart would weaken, leading to congestive heart failure.

			In those instances where the symptoms subsided and the patient survived, the patient might ultimately receive a heart catheterization—an insertion of a tube to help diagnose or treat the problem. If significant disease was present, the patient might receive a heart bypass. Angioplasty—the insertion of a balloon in a blood vessel or artery to widen it—was a new procedure at the time as an alternative to a bypass.

			In the middle of my residency, scientists discovered a series of powerful clot-busting drugs that could stop a heart attack in its early stages. They were fairly remarkable, reducing deaths by about 30 percent. But the drugs came with a risk: a small number of people would develop fatal bleeding. So experiments were designed to determine if the drug was worth the risk. It turned out that even considering the potentially severe side effects, we needed to use the clot-busting drugs in all eligible heart attack victims—and the quicker, the better.

			That discovery led to a major paradigm shift. No longer did we just wait to see what happened with a heart attack; now we could have an impact on survivability. But doctors were reluctant to use these new clot-busting drugs, even though they saved lives and reduced deaths by 30 percent. 

			It took a major public relations blitz and forceful pressure to get doctors to convert from “wait and see” to “treat with risky medication and save lives.” At the time, information moved fairly slowly, and doctors were resistant to acknowledge that they could be doing something better for their patients rather than “doing what we have always done.”

			In the hospital where I worked, that transition took a series of meetings between the heart doctors, surgeons, and emergency doctors. There was much debate before we came to an agreement on the best course of action. I recall that one cardiologist even wanted to wait “until it is in the textbooks,” which of course takes years.

			It took some time, but eventually the clot-busting drugs became the standard of care.

			Very shortly after the clot-busting drugs turned management of heart attacks upside down, evidence came to the forefront that angioplasties, which could be performed without major surgery, should be done immediately rather than after waiting weeks. The studies showed that the angioplasty procedure was better and safer than clot-busting drugs and was of course far superior to the “wait and see” approach just a decade earlier.

			Again, doctors resisted and made excuses for why they shouldn’t have to perform a potentially lifesaving procedure in the middle of the night, which is when most heart attacks occur. Part of their concern was the simple fear of performing what is always a relatively risky procedure. But the evidence of angioplasty survival rates was so overwhelming that, again, champions rallied at each hospital to force the issue. 

			The changes in treatment for heart attacks are just one example that shows the impact we providers have on health care. Today, with information such as scientific papers and studies instantly available via the Internet, patients can be more informed about their health-care options than ever before. In the past, such information was only available through subscriptions to medical journals delivered to doctors’ homes or shelved in the hospital library. In fact, earlier in my career as a physician, I reviewed about a dozen medical journals a month, each containing numerous studies. Today, with an online subscription, I have virtually unlimited access to all the scientific literature that is published—literature that is aimed at physicians such as myself and is not intended for the general public.

			Similarly, significant changes have occurred in heart attack management, progressing from “wait and see” to clot-busting drugs to angioplasty. That doesn’t mean early methods were wrong; it just means that was all we knew. But as new information has presented itself, accepting and acting on it has led to saving countless lives. 

			While menopause symptoms may seem less dire than a heart attack, they are no less important to the millions of women dealing with this stage of life. In spite of all the evidence to the contrary—that no woman should “just deal with it” when it comes to menopause—many doctors are still resistant to change when it comes to treating their patients for this stage in their lives. 

			But the evidence is overwhelming. Today, there are ways for doctors and health-care providers to use HRT to not only safely manage menopause but also reduce numerous health risks associated with aging. 

			Medical Research

			The pages ahead present scientific, thought-changing, cutting-edge information in a way that should help you gain greater understanding of HRT and the health-care landscape today. I’m going to explain the evolution of HRT from decades ago, when we had limited choices, to today, where there are many choices and options.

			I’ll also talk about some things that we in medicine quite frankly didn’t get right. Unfortunately, that happens in medicine as new studies overturn old practices. 

			Before you delve in, let me first explain a little more about how research works—and how it doesn’t. 

			For starters, it can be difficult to understand what’s relevant and what’s not. Every day, people are bombarded with information in the media: television, radio, newspaper, online, and even word of mouth. You hear it all the time: “They say you shouldn’t eat this.” “Everyone says that this helps you lose weight.” “Now they’re saying that doesn’t even work.”

			But what are the true sources behind all that information (or misinformation)? In some cases, the information may be totally made up or just somebody’s best guess. But in many cases, there is science behind the rumors, facts, and innuendos. 

			It’s important to understand that sometimes the discoveries from a scientific study aren’t even relevant to your situation. Some studies on animals don’t really transfer to humans, other studies only reveal small discoveries that are part of a bigger picture, and some studies jump to the wrong conclusion. Similarly, many of the “weight-loss miracles,” “miracle foods,” or “miracle cures” are not miracles at all, but sometimes there may be some degree of truth to the hype. Unfortunately, sometimes the wrong information or finding is picked up, disseminated, and widely accepted. Sometimes it’s just a matter of how much the information is hyped, how it is spread, or how interesting, exciting, or even bizarre it is. 

			As discussed earlier, evidence-based medicine is the use of current and contemporaneous information to aid in the practice of medicine. In the introduction, I mentioned how, in my former career of hospital-based medicine, I trained residents how to read medical journals; critically review the information; and then decide whether the information was pertinent and should be practiced, was just steps toward learning how diseases work, or was about the next potential treatment for various conditions.

			Today, as part of the evidence-based medicine we practice, there is a plethora of medical journals at our disposal. Decades ago, textbooks were the gold standard for learning and practicing medicine. Then came the proliferation of scientific research and medical journals that are continually updated, making them far more relevant than ten-year-old textbooks. Those medical journals serve as the basis for today’s evidence-based medicine. 

			It’s also important to understand the phases that medical research goes through. First, there’s a thought, idea, or theory based on some degree of physical or logical evidence. Then a pilot study, involving only a few participants and limited data points, is performed. Once some degree of evidence is identified, these pilot studies tend to expand: more data is collected, more parameters are identified, and more controls are put in place.

			Though I won’t be diving deeply into the rules of experimentation, you need to understand that doctors may use various therapies and then report their findings, or they may do a clinical experiment that makes a discovery that changes the practice of medicine. Such studies may be conducted first on animals—depending on the potential impact of the treatment, the difficulty of the study, and other factors—or if sufficient evidence exists regarding safety and probability of expected outcomes, the study may be conducted on human beings. Suffice it to say, much novel research is initially performed on animals, and there is usually evidence of benefit over risk by the time things get to human trials.

			Types of Studies 

			There are several types of studies commonly conducted. Understanding each of them can help you decide how much weight should be put on an individual study when forming a conclusion.

			Observational studies are conducted to observe a subject’s response to a situation, medication, intervention, or other external pressure. These studies often involve a control, which is typically either a placebo or a group of matched subjects to which no external pressure is applied. A control helps the researcher determine whether the extra pressure was the likely cause of the outcome. 

			For instance, a study observing the natural decline in hormones over time wouldn’t require controls, because it would just be an observation of increased rates of obesity, diabetes, heart attacks, cancer, or other maladies. Such a study would not establish causation.

			However, if we wanted to know whether the decline in hormones caused such maladies, then a study might be conducted to look at relative hormone levels or ages at which the decline of hormones occur, along with how those changes affect the aforementioned diseases. 

			For example, if we discovered that premature ovary failure and the resulting decrease in hormone levels increased incidences of certain diseases, we could guess that it was the lack of hormones that caused the disease. But it’s also possible that the condition that led to premature ovary failure also caused the disease (rather than the ovary failure itself being the cause of the disease), so we’d need to conduct a more extensive study to establish the cause.

			Although observational studies do not always answer the question “why,” they can point out anomalous patterns and can help generate questions to answer. 

			Randomized control studies involve two groups of subjects with more or less the same characteristics in terms of sex, age, race, weight, etc. In these studies, one group receives one intervention while the other group receives no intervention, a placebo, or a known, baseline treatment. Subjects in these studies are randomly assigned to either the intervention or the placebo group. 

			An example of a randomized control study might include a group of nonsmoking female college athletes of approximately the same weight and level of activity and with no major medical conditions. The subjects might draw straws to help the researcher determine who gets the supplement that might help them improve their performance and who gets a placebo. The subjects wouldn’t see the straws they drew, and in a double-blind study, neither would the researcher. Randomized studies are conducted exhaustively before medications are approved for use, and extensive safety evaluations must be met before they are performed. Yet it is often the preliminary outcomes of these studies that lead to a tremendous amount of hype.

			Case-control studies look at some experience and outcome compared to nonexperience and outcome. For case-control studies, researchers look at outcomes first before reviewing the records of the interviews with the patient to see what experiences they had. For example, researchers may look at people with skin cancer and then interview them on their lifetime sun exposure, vitamin D intake, eating habits, smoking history, weight, and other variables. They look at variables that occurred in the life of those with the disease and compare it to those without the disease. This helps predict what experiences increase or decrease the likelihood of different diseases or outcomes.

			Review studies: meta-analysis and systematic. A review summarizes literature, studies, and papers produced by others who are more or less trying to make certain assumptions by the aggregate of the knowledge and information. There are two kinds of review studies: meta-analysis and systematic.

			A meta-analysis looks at multiple research studies and combines the findings from those studies to answer a question or an assumption. A meta-analysis might tackle a simple question such as, “Does sunblock prevent skin cancer?” While some studies may show that sunblock doesn’t prevent cancer, other studies will show that sunblock has a huge impact. A meta-analysis compares multiple pieces of the research and tries to put them together in a meaningful fashion. For example, it may look at how much sunblock was applied, the sunblock’s SPF, its ingredients, subjects’ skin color, and so on.

			A systematic review also compares multiple scientific papers but on a much broader level than a meta-analysis, often for the sake of general education. For instance, a systematic review on “prevention of skin cancer” may look at different kinds of sunblock, levels of sun exposure, amounts of protective clothing, vitamin levels, skin types, and other factors that may have a bearing on skin cancer and prevention. 

			Other studies. There are a number of other types of studies that I won’t discuss in this book because they do not create proof and are only conducted out of scientific interest. These include case reports, ideas and opinions, and test-tube or bench research. 

			The pages that follow contain a review of published literature pertinent to the subject. The research presented here has been published in peer-reviewed journals, which are considered the gold standard for publishing medical research: the research has been reviewed by the authors’ peers to reveal any bias, inaccurate conclusions, contradictory information, or other inconsistencies.

			A list of all papers referenced can be found in the resources section and are available—wholly or in part—through the US National Library of Medicine, part of the National Institutes of Health (NIH). 
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Chapter 2

			
The HRT/Breast Cancer Myth

			The principal reason I wrote this book is because the breast cancer connection to menopause and hormones has been a major source of confusion. There is so much misinformation regarding hormones and breast cancer that it has influenced countless women and their health-care providers to forgo HRT. 

			Based on what we know now, that decision has been to the detriment of the health of many women. In reality, natural hormone replacement, when done ideally, reduces the risk of breast cancer by up to 75 percent over doing nothing at all for menopause.

			The Power of Fear

			Breast cancer takes a huge physical and emotional toll when it occurs, not only from the effects disease itself but also from the fear of the disease. The fear of breast cancer has actually increased the rate of breast cancer. Let me be clear on this point: we have known for at least two decades how to reduce a woman’s chance of breast cancer when in menopause. We have had evidence that HRT, if administered correctly, actually reduces the incidence of breast cancer. 

			When a couple of large-scale studies—which I’ll talk about later in this chapter—conducted some years back showed that a particular form of synthetic hormone replacement increased women’s chance of breast cancer, the reaction in the medical community and among the public was so strong that virtually every doctor and patient abandoned or considered abandoning hormone replacement. 

			At the time, there were other, often ignored, studies showing how to mitigate breast cancer risk with hormone replacement, and there were flaws in one of the impactful studies that linked HRT with increased breast cancer in the first place. Again, a flawed study of synthetic HRT that showed a slight increase in the risk of breast cancer had far greater impact than other studies, which showed decreases in breast cancer when natural hormone replacement was used. That’s how the fear of breast cancer has increased its incidence; beneficial, natural HRT was abandoned out of a misguided fear, leaving women to suffer. 

			Going a step further, we have had evidence for several years now that proper hormone replacement not only can protect women from breast cancer but can actually reduce the rate of breast cancer by more than 50 to 75 percent. Yet the medical community is still slow to adapt.

			Breast Cancer—the Facts

			According to the American Cancer Society, breast cancer is the second-most common form of cancer in women. Skin cancer is the most common form of cancer in women, but it is less serious in most cases.

			Invasive breast cancer occurs in about one out of eight women, most often during menopause. The occurrence is slightly higher with noninvasive (in situ) breast cancer, which grows in the milk duct and does not involve other breast tissues. In situ cancers are commonly referred to as “precancer” because they stay in a local area and are not invasive.

			Each year, about a quarter of a million women will develop invasive breast cancer, and another sixty thousand will develop in situ (nonnvasive) breast cancer.

			Women with a first-degree relative with a history of breast cancer have twice the risk of developing cancer themselves, yet a majority (85 percent) of women with newly diagnosed breast cancer have no immediate family members with the disease. 

			Two genes—BRCA1 and BRCA2—double a woman’s risk of breast cancer, yet they only account for 5 to 10 percent of all newly diagnosed breast cancer.

			By far the biggest risk factors for developing breast cancer are being female (a hundred times more likely than men) and age. Therefore, women of menopausal age have two major strikes against them. 

			While these facts can be somewhat alarming, look at the bigger picture: the majority of women will never get breast cancer. Still, with the risk factors being so prevalent, it’s certainly a good idea to look at preventive measures to reduce any undue risk.

			While no preventive measures can guarantee you will not get breast cancer, the National Cancer Institute and others publish evidence that following healthy living guidelines reduce the risk. These guidelines include the following: 

			
					having children and breastfeeding before age thirty 

					moderate to vigorous exercise four to seven hours each week

					getting enough vitamin D 

					reducing artificial light at night 

			

			There is also considerable evidence that eating healthily can reduce your breast cancer risk. Increasing your intake of fruit and vegetables can lower your risk, as can limiting your intake of processed meats (cold cuts, ham, jerky, bacon), red meat, and—surprisingly—grilled meats. Because there are also links between cancer and compounds such as pesticides, preservatives, and mercury, eating organic foods will likely reduce your risk, even though organic is not a clearly defined term. Certain organic fruits and vegetables are better choices because they are grown without conventional pesticides or fertilizers, but their role in breast cancer prevention is not clear. With meats, there is clear evidence that “grass-fed” or “pasture-raised” is better for you than “grain-fed.” And with fish, wild-caught, nonpredatory fish are healthier than farmed fish or fish that eat other fish.

			Where It Went Wrong

			The idea for HRT was a good one from the start. But along the way, things went very wrong. 

			Prior to 2002, it was fairly common for all women to be offered hormone replacements after menopause. Earlier studies clearly showed there were numerous health benefits to HRT. Many of these studies used a combination of some type of estrogen (commonly horse estrogen) and either natural progesterone or synthetic progestin, which was a drug designed to protect the uterus from stimulation by estrogen.

			A large trial in the 1990s called the PEPI (Postmenopausal Estrogen/Progestin Interventions) was designed largely to determine the effects of HRT on the heart and lipids, which are the standard units currently used to measure risk (HDL and LDL cholesterols, C-reactive protein made in the liver, and others). The conclusion was that HRT not only helped the symptoms of menopause but was also beneficial for the cardiovascular system.
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