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Introduction

An earlier menarche, better nutrition, less pregnancies and a longer life
expectancy mean that today’s woman will have many more periods in
her lifetime than her ancestors did. The ‘average’ Australian woman can
expect to menstruate from the age of twelve or thirteen until she is
somewhere between 25 and 35 years old. She is then likely to become
pregnant two or three times about every two years, breast-feeding for
about three to nine months. Following her pregnancies, she can expect
her cycle to remain fairly regular until she is about 50 years old when
she will become menopausal.

All up, the average Australian woman will have about 30 years of
regular menstruation, totalling between 360 and 400 periods.

Compared to this, women from earlier ages started to menstruate
around fourteen or fifteen years old and were frequently married soon
after. Child bearing began earlier and it was common for women to give
birth many times if their fertility was not affected by sexually transmit-
ted diseases, poor nutrition or indifferent health; or if they didn’t die
in childbirth. Contraception was not as reliable as it is today, and the
spacing between pregnancies was influenced by breastfeeding—both
because breastfeeding naturally reduced fertility, and because it was
commonly held that a breastfeeding woman should abstain from sex.
(Sex was believed to bring on a woman’s period; and the return of the
period was thought to deprive the baby of sustenance by diverting the
breast milk—the ‘white blood’—from the breasts to the womb.) So, for
most of their fertile years, these women were likely to be either pregnant
or breastfeeding, and had an average of only 40 periods during their
lifetime.

Both the menstrual cycle and menstruation itself are easily affected:
diet, lifestyle and stress will all have an impact on the ease and regularity
of the cycle. These associations have become less obvious with the
modern-day tendency to take an aspirin or go on the Pill the moment
the first problem arises. But there is an increasing understanding of the
delicacy of the menstrual cycle, of its dependency on nutrition and
harmony. Many women want to control or treat their menstrual diffi-
culties with commonsense and commonplace remedies which they can
administer themselves, or use non-drug alternatives such as herbal
medicines.
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This doesn’t mean that the Pill or aspirin are wrong—sometimes, and
for some women, they are amongst the most convenient or appropriate
choices. But it does mean that there are alternatives for those women
who want to make it themselves, grow it in the garden, take something
more natural, or adopt a lifestyle change.

The medical, surgical and herbal treatments for common menstrual
disorders are covered in this book. No one treatment is more or less
appropriate than another as an option—simply more or less appropriate
for different women and in different situations.

The tenfold increase in the number of periods since the eighteenth
century gives rise to more opportunities for problems to manifest, but
a woman who is familiar with the events surrounding menstruation and
who has access to appropriate information can often prevent a lot of
sorrow by attending to deviations from her normal menstrual pattern
quickly.

When problems have already arisen (which is, after all, when most
of us seek written or professional advice), a range of possible treatments
offered by natural therapists and doctors is discussed. This book is not
a substitute for individual professional assessment and treatment, but is
rather a guide to the options available.

Note

The information in this book is intended for practical application by
herbalists and allied health-care practitioners, and may also be of value
for those engaged in research or study. It can also be used as a guide
to treatments for women suffering from menstrual complaints, but is
not intended as a substitute for competent advice and guidance by a
qualified practitioner.
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Setting the scene
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The history of natural
medicine

Key words
abortifacient phenomenology
Cold pneuma
Dry prana
elements qi
Hot qualities
humoral theory temperament
humour vital force
Moist

THE EARLY TRADITIONS

Three cultures, the Chinese, the Indian (Ayurvedic) and the Greco-
Roman, developed and described remarkably similar systems for
explaining human physiology and recognising health and disease. These
systems had a central ‘elemental’ basis (Air, Earth, Fire, Water, Metal)
and a vital force.

Clearly, to oversimplify the comparisons between these traditions
does not give credit to the effect of the distinct geographical, cultural
and religious convictions that were integral to the evolution of these
concepts. However, so remarkably similar were their beliefs that they
can be broadly summarised as follows:

e The belief in a vital force as the living and generative energy in the
body. The vital force generates heat, circulates throughout the body,
and is necessary for life and procreation.

e Deficiencies of the vital force are associated with poor health, slow
recovery from illness and early death.

THE HISTORY OF NATURAL MEDICINE 3



Table 1.1

The three major medical systems from antiquity

Vital Organ system or

System energy Element Season or quality constitutional type
Greco- Pneuma Air Hot & Moist/Spring Sanguine
Roman Fire Hot & Dry/Summer Choleric

Water Cold & Moist/Autumn Phlegmatic

Earth Cold & Dry/Winter Melancholic
Chinese Qi Wood Wind/Spring Liver

Fire Heat/Summer Heart

Earth Damp/Late Summer Spleen

Metal Dry/Autumn Lung

Water Cold/Winter Kidney
Ayurvedic Prana Air Dry/Autumn Vata

Fire/\Water Hot/Moist Spring/Summer Pitta

Water/Earth Moist/Heavy Winter/Spring Kapha

e Incorporated within this understanding is a wider concept, that the
macrocosm (the world) reflects the microcosm (the individual).

e The elements Earth, Air, Fire, Water and (in the Chinese system)
Metal and Wood are described as being the constituents of all life
forms.

e [Ill-health is influenced by the relative preponderance of one or more
of the elements.

e All life forms are made of identical ‘elements’ and are subject to the
same universal laws, celestial influences and patterns of change.

e Each of these life forms, as part of the greater whole, is in no way
superior to any other life form.

e Extremes in environmental factors are evident in many diseases.

The medicine of early cultures was based on observation. Groups of
symptoms were seen to form repetitive patterns, and these were related
to observed phenomena in the universe. These patterns were associated
with environmental factors, and as the philosophies evolved, greater
complexity was introduced which described the workings of a vital
force, qi or prana. The humoral theory was the name given to the
Greco-Roman system. Much of this system has survived as the tra-
ditional Ayurvedic medicine of India and Pakistan (called Unani or Tibb
in Middle Eastern countries).

Astrology was intimately connected with the humoral laws: an
individual’s physiology and outer anatomy was believed to be continu-
ally influenced by the constellations of the zodiac. The humoral fluids,
like the ocean tides, were under the dominion of the planets and the
moon. Disease, regarded primarily in terms of disturbance of the
humoral balance, was caused by a change in the body fluids and could
be related either to the positions of the planets or moon, the quality of
the diet, or to a loss of body fluids, such as sweat, menstrual blood or
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urine. The humoral theory is phenomenological. In other words, it is
based on the careful observation and classification of phenomena
according to their Qualities and the Elements which govern them. To
the modern observer they can be seen as a valid attempt to classify the
patient and their condition in order to match an appropriate treatment,
or to correct an imbalance.

A diagnosis using the phenomenological approach is based on those
things that are apparent during a consultation and unaided physical
examination—and only those things (blood tests, X-rays and swabs to
identify bacteria have no role in this type of diagnosis). The ‘phenomena’
form part of an overall symptom picture which reveals the person’s
physical, emotional and constitutional tendencies. Disease and the symp-
toms of disease are considered to be part of the whole picture, not
something set apart.

The complaint and the individual are treated simultaneously by
counterbalancing the qualities of the disease and the qualities of the
individual with the opposite qualities in the herbs to be prescribed. Using
the qualities, a herbalist can choose between similar herbs and match
them more appropriately to the individual and their condition, limiting
side-effects and enhancing the therapeutic outcome.

There is a renewed interest in medical systems based on phenomen-
ology. Chinese medicine, in particular, is seen to be somehow special
and better because it follows this approach. Western herbal medicine
has also started to rediscover the herbal qualities and their application
to contemporary herbal medicine.

As a diagnostic technique, the phenomenological approach could
never hope to compete with modern medicine. Instead, both are used by
the modern herbalist as the two interwoven strands of diagnosis and
treatment. Modern diagnostic techniques are invaluable to diagnose
disease, but these techniques cannot define all of the symptoms seen in
practice. Neither do they acknowledge the concepts of vitalism which in
part explain the tendency of individuals to develop disease. Traditional
diagnostic techniques fill the gaps in the picture by providing information
about the individual. A modern-day herbalist uses both to treat the
patient and their complaint.

THE HUMORAL THEORY

The humoral theory evolved over millennia and finally became the
dominant explanation of human physiology at almost the same time in
history that the Chinese of the Song dynasty (960-1279 AD) were
refining the Yin/Yang theory. It developed as a complete system with
many interlocking laws which sought to represent physiology as a group
of four interactive and mutually opposing elements.

THE HISTORY OF NATURAL MEDICINE 5
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Figure 1.1 The humoral theory

‘Humoral’ refers to the semi-gaseous fluids or ‘humours’ and is some-
times translated to mean ‘body fluids>—however, humours cannot be
equated to any scientifically identified body constituent. In health, the
humours were present in a state of relative balance while in ill-health one
of the humours became relatively more dominant. The four humours were
Blood, Phlegm, Yellow Bile and Black Bile, and they gave each individual
an unique constitutional type or temperament—for example, Choleric
people were fiery and quick-witted; Phlegmatic were slow and even-
tempered.

The four elements of Earth, Air, Fire and Water together with the
four qualities of Hot, Cold, Moist and Dry represented an overall picture
of the humoral balance of the individual. The nature or temperament
was believed to be directly influenced by the dominant element. A
predominance of air was related to Blood and the Sanguine (cheerful)
temperament; Fire to Yellow Bile and the Choleric (irritable) tempera-
ment; Water to Phlegm and the Phlegmatic (even or unexcitable)
temperament; and Earth to Black Bile and the Melancholic temperament.

The elements were also present in food and drink, which were made
of varying combinations of Air, Earth, Fire and Water. Everything taken
into the body would contribute to the humoral balance because digestion
transformed the elements into the appropriate humours. A diet lacking
in balance would contribute to disease by affecting the humoral balance.
When other factors had initiated the humoral imbalance, the diet could
be manipulated to regain health.
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Galen (c. 129—c. 200 AD) was responsible for elaborating the Greek
concept of the pneuma, or vital energy. He described a ‘vital pneuma’
as being carried by the arteries to all organs and as the active force
involved in respiration and the production of heat and energy. The
‘psychic prneuma’ activated the mind and was produced by the vital
pneuma in the blood vessels in the base of the brain. The transformation
of the vital pneuma into psychic pneuma involved purification through
a network of capillaries.

When it came to recognising and treating illness, a diagnosis was
made by closely observing the individual for combinations of signs and
symptoms. A correlation was made between observed phenomena in the
universe and the patterns of disharmony in the person. For example,
the observation that fats and oils became thick or hardened with
increasing cold was taken as an indication that Cold would cause the
body fluids to become thick and movement to be difficult. To treat this
condition, Hot remedies were used to counterbalance the Cold. Other
observations associated heat with redness, and cold with a purplish
discolouration. This led to the association of bright red blood with Heat,
and purplish, dark or maroon blood with Cold.

Choosing and categorising herbs occurred in much the same way.
Plants which had a pungent and spicy taste were believed to be Heating
as well as Drying because heat was seen in nature to dry more efficiently
than cold. If a plant grew close to water like the willow, it was believed
to be Cooling and Moistening. On the basis of this observation, willow
was used for colds, fevers and inflammatory joint problems, to alleviate
fever and reduce inflammation in the joints. Today we know that willow
is indeed anti-inflammatory, and can reduce temperatures because of its
ability to yield salicylate after ingestion.

According to the humoral theory Hot and Cold are the active,
primary qualities, and Dry and Moist are the passive, secondary quali-
ties. All of the factors which influence life and health, including the four
humours, the elements and temperaments, the organs and the seasons,
contain at most two of the qualities. For example, the qualities Hot and
Dry are inherent in the Choleric temperament, the Yellow Bile humour,
the Fire element and the season of summer.

Schematically, the humoral theory was represented with the qualities
and the elements organised around two circles. Each element is com-
posed of two qualities: Fire is Hot and Dry, Earth is Dry and Cold,
Water is Cold and Moist, and Air is Moist and Hot.

Affinities between the qualities—Hot, Moist, Cold and Dry—are
read clockwise around the circle; while oppositions between these quali-
ties are represented as being diagonally opposite: Hot is the opposite of
Cold, and Moist is the opposite of Dry.

Affinities between the elements of Fire, Air, Water and Earth are
also read clockwise around the circle. The elements in opposition to
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Figure 1.2 The qualities

Elements

Figure 1.3 The elements
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each other are represented as being opposite in the diagram: Fire is the
opposite of Water, and Air is the opposite of Earth.

The four elements were believed to form the structure of all earthly
objects. Change occurred when the qualities combined in different ways,
or the changing proportions of the elements transformed into another
humour. This change was governed by the principles of attraction and
repulsion, which were respectively believed to be the forces of creation
and unity, and of destruction and diversity. (These laws are similar in
many aspects to the laws of Yin and Yang.) See Appendix 1 for further
details of the qualities, the elements, the temperaments and physiology
according to the humoral theory.

HERBS: THE EARLIEST MEDICINE

Herbal medicine is as old as humanity itself. Evidence that plants may
have been used as medicines as early as 60 000 years ago came from the
recent discovery of the pollens of common plant medicines at the burial
site of a Neanderthal man in a cave in Iraq. Marshmallow, grape hyacinth,
yarrow, ephedra, all in use today, were placed beside him, perhaps as
decorative offerings, or perhaps for his journey to the afterlife.!

According to available knowledge, virtually all peoples throughout
the world have used some form of plant medicine. Of those societies
which still use herbal remedies as their source of medicine, many seem
to share common traits. Almost all have an individual to whom the
knowledge of specific plants is entrusted and who will pass on the
information only to selected initiates. Many make a distinction between
men’s and women’s knowledge and use of medicines.

Over centuries, careful observation revealed that there were optimum
times to pick plants and administer medicines according to the phases
of the moon, seasons or times of day; and that some parts of the plant
were more effective than others. It soon became clear that different
plants were more effective when administered in certain ways. Gradually
the doctoring and supply of herbs developed into recognised professions:
the physician became the early doctor and the apothecary became the
pharmacist.

The first recorded herbal text was written in ancient Greece, in the
fourth century BC, by Diocles of Carystius, a pupil of Aristotle. Herbals
were initially probably written for the apothecaries. In the first century
AD, Dioscorides wrote his famous De Materia Medica. The selection of
plants, many of them previously unknown, and the precise way he wrote
his text made the work so popular that it is still copied and quoted today.

Sufficient numbers of the valuable texts from the Arabs, Greeks,
Romans and Egyptians have survived to give a good indication of the
practice of herbal medicine by the scholarly and educated. But much of
the early practice of women’s medicine was continued as an oral

THE HISTORY OF NATURAL MEDICINE 9



tradition. It was either passed on from one initiate to another by the
priestesses and wise women, to be used in strict accordance with the
current law; or in the case of the common and everyday remedies, passed
on from mother to daughter. This seems to have been especially true of
contraceptive practices.

Birth control, or the absence of, has always had important conse-
quences for women so it is highly likely they have sought to control
their fertility throughout all of history. Certainly there is evidence that
rates of reproduction have been limited by one means or another since
as early as 200 BC.? Restrictions in sexual activity and barrier contra-
ceptives were used, and there is also evidence for the use of herbal
remedies as contraceptives and abortifacients from as early as the first
Egyptian medical documents.

One of the most compelling written pieces of evidence comes from
the writings of Soranus, a Greek writer on gynaecology around 100 AD.
He distinguishes between a contraceptive, which ‘does not let conception
take place’ and an abortive, which ‘destroys what has been conceived’
and comments that ‘it is safer to prevent conception from taking place
than to destroy the foetus’. A number of common plants including
pomegranate (Punica granatum), the giant fennel (Ferula opopanax), rue
(Ruta graveolens), juniper (Juniperus communis) and asafoetida (Ferula
asafoetida) were all mentioned as being in common use in Europe.

But while some writers mention the use of these agents, there is little
clear advice on the correct dosage, times of administration or even the
way to take the remedies. Were they, for instance, to be used as
pessaries, or taken orally? John Riddle, Professor of History at North
Carolina State University, who has studied these issues extensively, has
a possible explanation:

. ancient physicians, all those cited thus far being male, did not
fully understand the procedures for taking the anti-fertility agents. In
no account, medical or non-medical, is there sufficient detail to permit
efficient administration . . . Thus knowledge of anti-fertility plants,
and how and when to take them, appears from the evidence—scant
though it is—to belong to a female culture. Some of the medicinal
plants were also salad plants. The implication . . . is that women were
eating plants, such as rue and dill, from the same bowl as men who
may not even have been aware of what was going on. One must
suppose women knew what to eat, when and how often, and they
would appear not to have learned this through books.?

Science and medicine have remained sceptical of the effectiveness of
plants for contraceptive purposes. In recent times, scientists have found
that the seeds of Queen Anne’s lace (Daucas carota) have contraceptive
qualities and stop implantation of the embryo as well as inhibit the
production of progesterone. The regular consumption of the common
pea, Pisum sativum, is reportedly responsible for the low birth rate in
Tibet.*
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What was once common knowledge about herbal contraception,
passed on through word of mouth, is lost to today’s herbalist. Early
writings and current use both support the view that herbs taken as
contraceptives seem efficient, and may even be relatively safe. Further
investigation into their mode of action, the correct dosage and timing
of administration may yet provide enough information to enable their
confident prescription.

In sharp contrast to contraception, fever management was an impor-
tant aspect of treatment for the early physicians and a vast body of
instruction can be found in the literature. Infectious diseases were a
cause of high mortality for all, but particularly for the young and the
infirm, and prior to the use of antibiotics, even minor conditions had
the potential to cause death. Elaborate systems for the differentiation
of febrile conditions were developed which were based on removing the
offending environmental agent, and stimulating the individual’s vitality.

Traditional practices for the management of colds, viruses and flus
are still reccommended by herbalists: acute illness with high temperatures
where the person feels cold are treated with Hot herbs and fluids to
encourage a subjective sense of heat and to allow the ‘fever to break’.
This is in direct opposition to the recommended ‘take an aspirin and
go to bed’ advice commonly given today. Herbalists believe that the
body attempts to generate heat to overcome viral or bacterial invasion
and that assisting this process may shorten the course of the illness.

All traditional medicine has developed a specific language and philos-
ophy on which to base its diagnostic and treatment rationales. Lack of
vitality, catarrhal complaints, lymphatic congestion, toxicity or liverish-
ness are all characteristic of herbal medicine, but are often understood
by the public: for example, most of us know about being liverish and
have an idea of what it means to lack vitality. In many cultures these
concepts become so entwined with the language and a common under-
standing of health and disease that only a thin line exists between
‘commonsense’ and the knowledge of the practitioner. As a result, these
concepts become difficult to articulate; they are just ‘known’ and as a
result may not be taught or even conceptualised as concise and recurring
syndromes.

Constitutional [Holistic] Herb Therapy is widely practised in China,
Tibet, India, Japan, and Southeast Asia; its theories and methods have
been written about in various Asian languages. The concept is so
ingrained in everyday Asian life that herbalists there have not con-
cerned themselves with comparing Constitutional Therapy with other
kinds of therapy. As a result, it is not easy to find a book devoted to
this subject even in the cultures where it is practised.”

THE HISTORY OF NATURAL MEDICINE 11



Over the past 50 years, herbal medicine in the West has changed its
focus from the individual to be more interested in specific constituents
and their impact on diseases. Detailed information is now available on
the outcomes of a herbal medicine and it is possible to prescribe
precisely for a number of complaints. Partly, this has been related to
the increasing use of herbal remedies by medical practitioners in Europe
and Japan, but it has also been associated with a lapse in the traditional
language and philosophy of herbal medicine on which was originally
based its rationale for diagnosing and treating disease.

One of the most basic tenets of the natural practitioner is the focus
on the individual; on why there is disease, rather than what disease; on
the vitality and constitutional type rather than the strain of bacteria, the
type of cancer, the exact level of some blood component. To do anything
less is to betray those people who have turned to herbal medicine for a
more holistic solution to their health care. It is vital that herbalists retain
their traditional understanding of patho-physiology. A herbalist without
this understanding might just as well be a doctor using herbs.

ADMINISTERED FROM HOME . . .

During the seventeenth century in Europe and America, women who
managed large houses, were titled or married to churchmen, saw it
amongst their duties to provide basic health care. For these women, it
was their religious and social responsibility to attend not only to their
families and the members of their household, but also to their neigh-
bours and the local villagers. The apothecaries were often quite a
distance away, and the services of a physician were expensive and not
always available. ‘A good reliable herbal—like a sound basic cookery
book—was the first essential of the young housewife . . .’® These herbals
were used to identify the plants and their uses and to assist with the
preparation of the herbal creams, extracts, syrups and poultices.

Some of these women took to their role with vigour and enthusiasm.
This was, after all, one of the few pursuits other than housewife open
to the women of the time, and many were obviously talented and became
well respected. Some had extensive ‘still-rooms’; the rooms where they
extracted herbal vinegars and wines, made ointments, dried their herbs,
distilled oils and made their perfumes, pomades and household goods.

Eventually, books were compiled from the collected recipes and advice
of some of the more famous of these women; some became best-sellers.
Usually, no distinction was made between books for culinary and medical
advice and the manuals written for housewives included mixtures of
medical and cookery recipes. The English House-wife” was one of these
books which included advice on common ailments such as toothache,
anaemia or ‘green sickness’, jaundice, epilepsy, diarrhoea, skin diseases
and hernias alongside recipes for custards, jams and potted meat loaf.

This tradition was continued in Australia, initially with books
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published overseas, such as The Family Doctor,® but eventually by
Australian publishing houses. John Broadbent, ‘practical medical herb-
alist’” of Melbourne, wrote two for the general market: The Australian
Botanic Guide (1887)° and Botanic Multim in Parvo (1899). Although
not general household books, both reflected the trend for home treat-
ment which had been employed in the English households.

Many of the books, both those published here and overseas, gave a
wide variety of advice on cookery, hygiene and herbal or other remedies
for a surprising range of conditions.'® Mrs Lance Rawson’s book,
Australian Enquiry Book of Household and General Information
(1910),"" in the tradition of The English House-wife encompassed
cookery, preserving, embroidery, swimming lessons, farming tips, build-
ing and decorating as well as health and hygiene. Even as late as 1939,
the Ladies Handbook of Home Treatment'? gave advice on diet, con-
valescence, douches and instruction for personal hygiene, although by
this time, the use of herbal and other natural remedies had disappeared
to be replaced by a more chemical approach (the use of mercury, lead,
arsenic and copper had been increasingly popular since the late 1500s).

These books are excellent chronicles of the fading tradition of
tending to family and friends in the home. Australian women, probably
because of their isolation, seem to have been keen advocates of this
tradition; utilising common household remedies to make, amongst other
things, their own cough medicines, cold and flu remedies or chest
poultices. Today, the possibility of treating complaints with common
and natural ingredients contributes to the popularity of natural medi-
cine. These remedies, rather than being passed over as ‘old wives’ tales’,
are proving to be effective and safe and enable people to once again be
involved in their own health care at a fundamental level.

THE HOLISTIC PHILOSOPHY AND HEALTH

The workings of the human body are much more involved than can be
discovered by breaking it down into its constituent parts and placing it
under a microscope to see how it works. There are myriad influences
on each individual that will contribute to their overall condition.
Recently, the holistic philosophy, with its emphasis on the body-mind
continuum and a belief in the body to heal itself, has had far-reaching
influences throughout medicine. Table 1.2 outlines the major differences
between the ‘old’ and ‘new’ paradigms.

‘Holistic’, when that adjective is properly applied to health care, refers
to a qualitatively different approach, one that respects the interaction
of mind, body and environment. Beyond the allopathic approach of
treating the disease and the symptoms of disease, it seeks to correct
the underlying disharmony causing the problem.!'?
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Table 1.2 The major differences between the old and new paradigms of
medicine and health

Assumptions of the old paradigm of

medicine Assumptions of the new paradigm of health

Treatment of symptoms Search for patterns and causes, plus treatment of
symptoms

Specialised Integrated, concerned with the whole patient

Emphasis on efficiency Emphasis on human values

Profession should be emotionally neutral Profession’s caring is a component of healing

Pain and disease are wholly negative Pain and disease are information about conflict,
disharmony

Primary intervention with drugs, surgery Minimal intervention with ‘appropriate technology’,

complemented with full armamentarium of
non-invasive techniques (psychotherapies, diet,

exercise)

Body seen as a machine in good or bad repair Body seen as a dynamic system, context, field of
energy within other fields

Disease or disability seen as a thing, entity Disease seen as process

Emphasis on eliminating symptoms, disease Emphasis on achieving maximum wellness,
‘meta-health’

Patient is dependent Patient is (or should be) autonomous

Profession is authority Profession is therapeutic partner

Body and mind are separate; psychosomatic illness is Body/mind perspective; psychosomatic illness is a

mental, may be referred to psychiatrist province of all health-care professionals

Mind is a secondary factor in organic illness Mind is primary or coequal factor in all illness

Placebo effect shows the power of suggestion Placebo effect shows the mind’s role in disease and
healing

Primary reliance on quantitative information (charts, ~Primary reliance on qualitative information, including

tests, dates) patient’s subjective reports and professional’s
intuition; quantitative data an adjunct

‘Prevention’ largely environmental: vitamins, rest, ‘Prevention’ synonymous with wholeness: work,

exercise, immunisation, not smoking relationships, goals, body-mind-spirit

Source: Ferguson, The Aquarian ConspiracyI4

Treating holistically is about treating individuals with conditions
and not just about treating diseases. But it is more than that. It is also
about validating an individual’s perception of their health. Take,
for example, the case of a woman with lower pelvic pain. Every rea-
sonable investigation has been performed and nothing is found. Her
doctor tells her that there is nothing wrong with her, but from her
perspective, she is still in pain. Is it true to say there is nothing wrong?
From a holistic perspective there may be no disease, but something is
wrong because she is experiencing pain and pain indicates some form
of disharmony.

This demonstrates another of the important differences between the
two paradigms. Medicine usually sees health as an absence of a disease,
and defines illness in terms of discernible and diagnosed disease states.
Holism sees health as the sense of positive wellness in conjunction with
the absence of disease and makes a further distinction between being ill
and having a disease. See box ‘Signs of health’.
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SIGNS OF HEALTH

What is health? Although we often think of ourselves as being healthy
if we're not sick, healthy individuals, along with having no overt signs
of disease, no pain, complete digestion and clear skin, show other
signs of balance, harmony, happiness and wellness.

This description of health would be recognised by any practitioner

or student of traditional medicine, and describes those features of
health that we often know, but don't articulate:

The stature is erect and held with ease.

The skin is clear, smooth and lustrous. To the touch it is warm,
firm and slightly moist.

The individual is within the normal weight range for their age,
build and height.

The normal body processes such as digestion, evacuation of the
bowels, urination and menstruation proceed normally and occur
without excessive discomfort.

The bodily excretions such as sweat, urine, faeces, menstrual
blood and saliva are of normal consistency, colour and do not
have unusually strong or unpleasant odours.

The appetite is normal and there is hunger in the mornings.
The desire for fluids is balanced: it increases in hot weather and
with exercise, and the preference is for fluids which are neither
too hot nor too cold.

The emotions are balanced and even. There is neither too much
anger, joy, fear, boldness, impulsiveness nor procrastination, and
the emotions are maintained in a state of equilibrium.

Sleep is balanced with wakefulness, and is not interrupted by
excessive or disturbing dreaming. Dreams that occur are pleasant,
uplifting and filled with optimism.

The mind is quick, alert and imaginative; the memory is good.
The limbs move easily, with strength and precision.

The blood vessels can be seen in the flesh and are neither too
deep, nor do they bulge out.

The hair is lustrous and is neither too thin nor too coarse. It
grows in the correct places and does not grey or fall prematurely.

A disease is a condition which can be defined by the presence of a
number of reproducible signs, such as abnormal blood tests or X-rays,
but illness is a subjective sense of feeling sick or being unwell which
may or may not be related to a disease. Functional disorders fall into
this category. The organs may not be functioning correctly, but as yet,
there are no appreciable signs of changes at a cellular level and routine

tests remain within the normal range.
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A muscle cramp is an example of this type of problem. The muscle
is not diseased, even though the excruciating pain indicates other-
wise. Instead, the problem has arisen because the muscle is behaving
abnormally. There may be a number of stimuli that have initiated
this response, they may be transient and never recur. But the cramp
is real and the body is indicating the presence of some sort of
disharmony.

Many gynaecological conditions are classed as functional disorders,
including most types of period pain and many of the conditions associ-
ated with hormone imbalance such as premenstrual syndrome (PMS).
Many of the syndromes described by natural therapists are also func-
tional disorders—for example, functional hypoglycaemia and adrenal
exhaustion. It is not possible to diagnose these conditions with blood
tests, but their response to traditional treatments is reproducible and
predictable.

Complementary medicine

‘Never before in history have so much effort and so much money
been expended on medical care; nevertheless, there appears to be
a constant number of patients whose suffering medical science has
been virtually powerless to alleviate . . . In a study of the patients
treated by group medical practices in Hamburg, half were classified
as chronically ill; 30—40% were said to be suffering from “neurotic
ailments”, and a mere 10-20% of patients responded “correctly” to
the standard medical procedure . . .'1°

Complementary medicine can be defined as the use of any or all of the
possible disciplines of health care, including orthodox medicine, for a
particular complaint. The term came into being because the term ‘alter-
native medicine’ was so problematic, implying that natural medicine was
the alternative to the dominant, orthodox medicine. But the problem
still remained. It was natural medicine that was ultimately referred to
as ‘complementary’, rather than all disciplines being able to complement
each other.

Increasing numbers of people are using complementary medicine
both as an alternative and as an adjunct to orthodox medicine,'®
although many are reluctant to inform their doctors that they are doing
$0.'7 This reluctance reflects the historically superior attitude of ortho-
dox medicine as being the only proven and valid form of medicine and
complementary therapies being the domain of charlatans and quacks.
Medicine has taken an authoritative role in the therapeutic process for
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so long that it is now difficult for most doctors (and many natural
therapists) to be more interactive in their consultation styles.

The best complementary medicine must be interactive. There is no
one system of intervention that will work for every person; neither is
it reasonable to expect that a condition will always respond favourably
to a treatment, even if this has been the case for other individuals many
times in the past. It is even possible that someone will respond success-
fully to a treatment once and then never again, or that they will only
respond intermittently.

In an interactive consultation the decision-making can be shared as
to which of the complex array of possible disciplines might be useful.
Most individuals are familiar with associated causes of their complaint:
for example, they know that stress will aggravate their irritable bowel
syndrome, but they might also need advice on how to change their diet
to improve their condition. Becoming involved in the treatment strategies
improves compliance with the treatment, assists positive outcomes and
helps people to understand how to intervene on their own behalf when
or if the condition arises again.

Most clients have an opinion on the factors contributing to their
illness and are usually relieved to be treated with the ‘professional as
the therapeutic partner’ approach described by Marilyn Ferguson (see
Table 1.2). Even though the condition may be more complex than can
be dealt with using self-care strategies, many are willing to contribute
to their eventual recovery. Some explanation and a range of options are
usually all that most people ask for. Unfortunately, many practitioners
do not seek an opinion from their clients or ask them how they can
best be helped, thus missing a valuable opportunity to allow their clients
to become involved in their health care.

Referrals

Although complementary therapists are trained in various types of
diagnosis according to their discipline, some diagnostic procedures or
investigations are outside the sphere of complementary therapies. Three
aspects of examination are not normally performed by natural therapists
and referral to a doctor is needed. While this does not constitute
complementary medicine, it is desirable that it occur harmoniously:

e Routine screening procedures such as breast examination and Pap
smears. Breast and cervical screening programs are offered as free
services for Australian women. Cervical screening for dysplasia or
cervical cancer will also detect sexually transmitted diseases (except
chlamydia) as well as vaginal infections.

e Gynaecological examinations which are performed vaginally and
involve internal palpation of the pelvic organs.

e Pathology tests such as blood tests, swabs or urine tests; and
radiological examinations such as ultrasounds and X-rays.
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a SELF CARE

Self care is an important aspect of health maintenance and the detection
of illness. Advice on self care is an integral part of a complementary
therapy consultation. Many factors that influence health and disease are
under the control of the individual. Therefore an important role of the
complementary therapist is to provide information and education about
aspects of self care relevant to the condition being treated.

Although this book has a self-care focus it is intended that it be
used in combination with consulting a trained practitioner. Each of the
conditions has a section which deals with what can be done at home.
For some conditions there may be very little, but for others, like
endometriosis, the deciding factor between a successful and prolonged
reduction in symptoms will often depend upon the self-care aspect of
the treatment.

The ‘self help” movement started in earnest in the 1970s and was a
move to encourage women to take responsibility for their health and
to encourage them to become more involved in the decision-making
about treatments proposed by their doctors.

Self care is about an individual learning about her own body and
learning to recognise early signs that something is changing that may
need attention. For example, breast self-examination should be per-
formed after every period—most breast lumps are found by women
noticing breast changes. Breast self-examination (BSE) pamphlets are
available from most GPs’ surgeries and should also be available at
natural therapists’ clinics. “The well woman’s check list’, which describes
these procedures, is included in Chapter 3.

NATURAL MEDICINE IN AUSTRALIA
AND THE WESTERN WORLD

The wide range of available health-care practices is a feature of our
pluralistic society and currently the practice of complementary medi-
cine is flourishing. It has been estimated that over 50 per cent of the
Australian population use some form of complementary therapy and
that public spending on alternative medicines far exceeds the patient
contribution for all pharmaceutical medicines.'®

Natural medicine is a generic term that denotes the use of any of the
therapeutic disciplines that do not use drugs or invasive techniques. In
Australia, the common disciplines are: naturopathy, herbal medicine,
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homoeopathy, acupuncture and Traditional Chinese Medicine (TCM),
aromatherapy, all of the massage therapies, osteopathy and chiropractic.

The contemporary natural therapist evaluates a broad range of
information before making a diagnosis. Traditional theories emphasise
the maintenance of health; the diagnosis of patterns of disharmony; the
understanding of the ‘constitutional type’; correct living and a healthy
internal environment. Science and modern medicine emphasise an under-
standing of disease and its processes; how to diagnose diseases and then
to prescribe specific remedies for its eradication.

National Herbalists Association of Australia (NHAA)
Contact: Office Manager

Ph: (02) 9560 7077

email: nhaa@nhaa.org.au

website: www.nhaa.org.au

Victorian Herbalists Association (VHA)
Contact: Secretary

PO Box 205

Clifton Hill 3068

Ph: 0412 868 461

Australian Natural Therapists Association (ANTA)
Contact: National Administration Officer

Ph: 1800 817 577

email: antal 955@bigpond.com

website: www.anta.com.au

Australian Traditional Medicine Society (ATMS)
Contact: (02) 0809 6800

email: journal@atms.com.au

website: www.atms.com.au

The fundamental principle guiding the philosophy of the natural
therapist is the belief in the body’s innate capacity to heal and repair
itself, given the correct environment (nutritionally, physically and emo-
tionally). The type of treatments suggested will depend on the discipline
used by the practitioner as well as their philosophy. Not every practi-
tioner will adopt a holistic approach, nor will they always involve their
clients in the decisions about treatments. However, while the actual
delivery of the treatment will vary, the belief that restoring the patient
to normal health is more important than the treatment of any particular
disease will (or should) remain constant.
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Practitioners who use natural therapies may specialise in one area,
for example, they may be a homoeopath or herbalist; or they may train
in a variety of disciplines. A practitioner who uses the multi-disciplinary
approach has usually trained as a naturopath. Naturopathy is not made
up of a specified group of disciplines and each of the colleges may train
their students differently. As such, it is necessary to ask practitioners
who call themselves natural therapists or naturopaths which disciplines
they use before making an appointment.

The quality of training is extremely varied and at present there are
no regulations in Australia governing the practice of natural therapies.
(A butcher could prescribe herbs and be within the law!) Currently the
issues of regulation and educational standards are under review by a
variety of state and Commonwealth government initiated processes.
Many practitioners are not happy with the lack of regulation and belong
to professional associations as a way of indicating their standard of
education and to demonstrate their commitment to improving the status
of their profession. A list of the larger associations is provided on
page 19.

Table 1.3 gives a brief description of the most common disciplines
practised in Australia.

Table 1.3 The most common natural medicine disciplines practised in
Australia and New Zealand

Discipline Definition

Naturopathy The use of any or all of the techniques listed below, usually within a holistic

framework

Herbal medicine The prescription of herbs for the treatment of complaints
Prescriptions are usually based on the philosophical doctrine of medical herbalism

rather than being used as a substitute for drugs

Homoeopathy Based on the law of the minimum dose and ‘like cures like’, homoeopathy is the
treatment of disease by minute doses of remedies that in healthy persons would
produce symptoms like those of the disease

Acupuncture The insertion of specialised acupuncture needles to regulate and stimulate the

body’s energy flow or gi

Traditional Chinese The use of acupuncture and herbs, and the manipulation of the flow of gi with

Medicine (TCM)
Aromatherapy

Massage

Shiatsu

Chiropractic and
osteopathy

Mind—body

massage and specific exercises

The use of ‘essential oils” as therapeutic agents either orally, in an oil burner or
applied to the skin

Massages may be relaxing or ‘therapeutic’
A therapeutic massage involves deep tissue massage for the relief of injury,
muscular spasm and tension

A relaxation massage is usually more gentle and is designed to relieve stress
Pressure-point massage working along specific channels to stimulate energy or gi

The mobilisation and manipulation of the skeletal structures along with the
strengthening and stretching of the muscular components of the body

Techniques such as meditation which empasises awareness of the connection
between mind and body
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Anatomy

Key words
corpus albicans fornix
corpus luteum genitalia
endometriosis luteal phase
endometrium myometrium
fimbria perineum
follicle peritoneum
follicular atresia primary follicle
follicular phase secretory phase

THE EXTERNAL ORGANS

The vulva and Bartholin’s glands

The vulva is the term for a woman’s external genitalia. It is the collective
term for the labia minora and majora, the vaginal and urethral openings,
the clitoris and the Bartholin’s glands. The boundaries of the vulva are
the mons pubis (the pubic mound) at the front of the body, and the
perineum at the back.

The labia majora are the large fleshy skin folds that encompass the
inner structures of the vulva. Pubic hair grows on the external surfaces,
and the inner surfaces are lined with mucous membranes which also
cover the smaller, inner labia called the labia minora. The mucous
membranes are well supplied with small mucous-producing glands which
lubricate the area during sexual activity.

The labia minora are joined together at the front to form the
covering for the clitoris. This covering is sometimes called the clitoral
hood or the prepuce. Within the folds of the labia minora are the
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Figure 2.1 The anatomy of the female genitalia

urethral and vaginal openings. Also within the labia minora and quite
near to the vaginal opening are the Bartholin’s glands. These glands also
secrete mucus to lubricate the vagina during sexual arousal.

THE INTERNAL ORGANS
The uterus

The uterus is a muscular organ, and uterine muscle—myometrium—is
one of the strongest muscles in the body. This organ can stretch to
accommodate a developing foetus and rhythmically contracts during
childbirth. The strength of the muscular contraction also affects the
volume of the menstrual and post-delivery blood loss and has an impact
on the severity of period pain.

Normally the uterus is about the size and shape of a slightly flattened
pear. Fibroids, polyps, a current pregnancy or repeated pregnancies
can all cause an increase in uterine size or shape. These changes might
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be discovered during a pelvic examination and will usually require
follow-up investigations if this is the first time the change has been
discovered. A uterus which is larger than usual is sometimes referred to
as a ‘bulky’ uterus.

The lining of the uterus, the endometrium, is shed as menstrual fluid.
It develops due to the influence of the ovarian hormones oestrogen and
progesterone. Just after menstruation, during the first part of the cycle,
the endometrium is at its thinnest and oestrogen causes the lining to
change and develop. If ovulation occurs, progesterone is produced in
increasing amounts and the endometrium not only thickens, it changes
in structure to become ‘glandular’. Regular shedding of the endometrium
is an indication of hormonal change, but not necessarily of ovulation
as menstruation can occur without prior ovulation.

Fallopian tubes

The Fallopian tubes, otherwise known as the oviducts or egg ducts, are
muscular and are lined with microscopic hairs called cilia. Rhythmic
contractions along the Fallopian tubes convey the ovum into the uterus.
These contractions also partially prevent the ‘backflow’ of menstrual
blood; however, some blood normally flows back along the tubes and
into the pelvic cavity during each period. This is called ‘retrograde
menstruation’, and was once believed to be abnormal and the cause of
endometriosis. The contractions of the Fallopian tubes are also thought
to have a role to play in keeping any infected matter from reaching the
pelvic cavity where it could cause peritonitis.

The cilia line the entire length of each Fallopian tube. Like the cilia
in the lung, their continual wave-like motion propels any matter in one
direction; in this case towards the uterus. Their main function is to
assist the ovum to move along the length of the tube and their activity
is enhanced by the presence of oestrogen which stimulates increased
activity of the tiny hair-like projections. They, like the muscular activity
of the tubes, may also be involved in protection against pelvic infection.

On average, the tubes are about 10 cm long and end in small
finger-like projections called fimbriae. They are delicate structures, usu-
ally in motion, sweeping the ovum into the end of the Fallopian tube.
They can create tiny waves and currents in the fluid around the ovary,
and the egg is drawn into the end of the tube where the muscular action
and the cilia take over. Damage to the fimbriae from infection, surgery,
endometriosis or adhesions can dramatically affect the normal function-
ing of these structures and can cause infertility. Amazingly, it has been
shown that the activity of the fimbriae is so pronounced that they can
cause the ovum from one ovary to be drawn towards the opposite tube
where fertilisation and normal tubal transport can occur.
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The tubes are funnel-shaped structures which widen at the ovarian end
where they partially encircle the ovary, and narrow at the uterine end where
they are only about the width of a fine needle. Fortunately, infection and
adhesions are more likely to effect the wider end of the tube, but even so,
any alteration of the internal diameter of the tube is likely to affect fertility
or increase the chances of an ectopic pregnancy.

The ovaries

There are two ovaries, each oval in shape and about the size of a small,
slightly flattened hen’s egg. Enlarged ovaries can develop due to condi-
tions such as endometriosis, where the endometrium can implant in the
ovarian tissue and form endometrial or ‘chocolate’ cysts; polycystic
ovaries, where there are too many cystic follicles growing in the ovaries;
other types of ovarian cysts or ovarian cancer. An internal pelvic
examination and an ultrasound can be used to determine whether any
increase in ovarian size needs further examination or surgery.

The ovary is not attached to the end of the Fallopian tube, but to
the uterus, by the ovarian ligament. This fibromuscular cord attaches
the ovary to the uterus just below the entrance of the Fallopian tube.
The suspensory ligament of the ovary also attaches the ovary to the side
wall of the pelvis and contains the ovarian blood vessels, lymphatic
vessels and nerves.

The ovaries and the entire pelvic cavity are covered by a membrane
called the peritoneum which can be imagined as two layers of plastic
(like cling wrap) lying over the posterior and anterior surfaces of the
pelvic cavity with the organs, blood vessels and ligaments in between.
In states of ill-health such as infection and bleeding into the pelvic cavity,
the peritoneum will become inflamed and/or irritated and will cause the
pain characteristic of these conditions.

The cervix

The lower third of the uterus is the tubular cervix, about half of which
protrudes down into the vagina; the other half of the cervix is above
the vaginal attachment. The cervix is sometimes called ‘the neck of the
womb’ and is important because it is prone to cancerous change. The
cervix can also become infected or inflamed and can sometimes bleed.
All of these problems can be detected with a speculum examination, a
swab to detect bacteria or a Pap smear. This procedure is explained on
pages 47-8 in the ‘Well woman’s check list’.

The cervical opening is normally tightly closed except during child-
birth, and allows for the outward passage of the menstrual fluid and
the entry of sperm. Women who have not yet given birth have a cervical
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opening that is round, but after a vaginal delivery the cervix has a
flattened opening.

The vagina

The vagina is situated between the rectum (the opening from the bowel)
and the urethra (the opening from the bladder). It is the structure via
which the uterine secretions shed during menstruation are conveyed to
the outside. Vaginal tissue, being primarily muscular, can also stretch to
many times its normal size during the birth of a baby and then return
to normal.

The upper portion of the vagina surrounds the cervix, somewhat
like an umbrella, and the recesses that are created between the vaginal
wall and the cervix are called the fornices. A fornix (plural fornices) is
an arch-like space or recess formed between two structures. The fornices
are important because they are relatively thin-walled and allow the
internal abdominal organs to be felt during a physical examination
(sometimes called internal palpation). The posterior fornix, which is
formed by the back wall of the vagina and the cervix, is longer than
the other fornices and is called the pouch of Douglas. See Figures 2.2
and 2.3.

The pouch of Douglas is lined with peritoneum. This is a common
place for endometrial tissue to grow when a woman has endometriosis.
Infected fluid or pus can also collect in the pouch of Douglas if a woman
has a pelvic infection.

THE MICROSCOPIC STRUCTURE OF THE
OVARY AND ENDOMETRIUM

Ovary
Structure

The microscopic structures of the ovary are constantly changing. At
any time during the menstrual cycle, ova in different stages of
development, maturation or disintegration are present. See Figure 2.4.

The actual time when a given follicle starts to mature is not known.
Some believe that a follicle starts to develop several cycles before the
cycle in which it ovulates; others, that maturation starts when obvious
changes occur in the late luteal phase of the preceding cycle. A number
of the primordial follicles (eggs-in-waiting) start to develop together, but
between day eight and twelve in the follicular phase, one has become
the primary follicle. The others degenerate and are reabsorbed before
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Figure 2.3 Cross-section of the internal reproductive organs
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Figure 2.4 Ovarian follicle maturation

reaching maturity (follicular atresia). The primary follicle produces the
ovum, which is expelled into the pelvic cavity at ovulation on about
day thirteen or fourteen of the menstrual cycle.

The primary follicle containing the ovum grows rapidly and can be
seen at ultrasound as a blister-like protrusion on the surface of the
ovary. This maturing follicle is also known as a Graafian follicle. The
ovum is released gently along with the follicular fluid and does not burst
from the enlarged follicle, as was once believed. It is now thought that
enzymes ‘digest’ the follicle wall and assist with the rupture of the
membrane around the ovum.

The structure left behind, the corpus luteum, is the ‘yellow body’
which secretes the hormones oestrogen and progesterone into the blood-
stream. It is by far the largest structure within the ovarian tissue and
can be seen on an ultrasound scan. After about fourteen days, the corpus
luteum dies and about one day later the period starts. The old
corpus luteum becomes scar tissue known as the corpus albicans.
Healthy ovaries contain many of these ‘scars’ indicating that ovulation
has occurred normally.

Provided ovulation takes place, this same sequence of events recurs
every month. As a woman ages and menopause approaches, the follicles
are less responsive to the hormonal stimulation. The ovary has fewer
primordial follicles left, and eventually no more of them will ripen to
produce an ovum.
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Endometrium

Structure

All the changes in the menstrual cycle are designed to prepare the uterine
lining—the endometrium—in case it’s needed to sustain a fertilised ovum.

The endometrium is made up of two layers of tissue which merge
into one another and appear as one. They are the basal layer—under-
neath and unchanging; and the functional layer—upper and replenishing.

The basal layer always covers the uterine muscle; it is the underfelt
to the carpeting of the functional layer. This basal layer changes very
little during a cycle and is not shed during menstruation.

The functional layer changes with hormonal activity during the cycle,
and is shed as menstrual blood. Microscopic spiral arteries that supply
this layer are shed and rebuilt with every menstrual cycle.

This rebuilding and shedding of the functional layer is caused by the
action of the hormones oestrogen and progesterone in three phases—
the proliferative, the secretory and the menstrual.

The proliferative phase

The proliferative phase in the endometrial cycle corresponds exactly to
the follicular phase of the ovarian cycle and the production of oestro-
gen—so when the ovum is maturing, so is the uterine lining. The length
of this phase is variable. It starts immediately menstruation has stopped,
between about days three and six of the cycle, and is completed when
ovulation occurs.

Proliferation of cells is one of the major effects of oestrogen, and
this is nowhere more evident than on the endometrial cells which line
the uterus. Most of the functional layer of the endometrium is shed
during menstruation. The basal layer is then resurfaced by the rapidly
growing endometrial cells. Within two days of the end of menstruation,
or by about day eight of a cycle, the endometrium has completely
resurfaced the uterine wall. During the remaining four days or so before
ovulation, the endometrium thickens from about 1 mm at the end of
the period to about 6 mm by ovulation.

Endometrial thickening occurs because of a combination of events.
Supportive tissue (stroma) in the functional layer becomes thickened and
spongy. Glands develop within the stroma, ready to secrete mucus and
glycogen which would assist with the growth of any fertilised ovum.
See Figure 2.5. Blood vessels start to develop within the endometrium
to provide nutrients to the developing tissues—towards the end of the
proliferative phase, these small arteries start to show early signs of spiral
formation.
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The secretory phase

The secretory phase of the endometrium and the luteal (post-ovulatory)
phase of the ovary occur simultaneously. Once ovulation has occurred,
the corpus luteum starts to produce large amounts of progesterone.
Oestrogen continues to be produced. See Figure 2.5.

Progesterone and oestrogen act together on the already oestrogen-
primed endometrium, causing it to become a secretory tissue. The
glandular structures enlarge and become more convoluted. They also
start to produce and secrete larger amounts of glycogen.

The arteries also develop rapidly during this phase. They become much
more tortuous than they were in the proliferative phase and take on the
typical spiral shape indicative of progesterone activity. Veins also increase
in size and tend to form large venous ‘lakes’ amongst the endometrial tissue.

The supportive stromal tissue becomes even more spongy and the
endometrium thickens further. If fertilisation occurs, the fertilised ovum
arrives in the uterus to find the cavity filled with thick glycogen-rich
tissue where it can embed and develop. If fertilisation does not occur,
the endometrium, which has by now reached a thickness of about 8 mm,
will be shed during menstruation.

The menstrual phase

After about fourteen days of producing oestrogen and progesterone the
corpus luteum degenerates and the production of these hormones falls.
The endometrium becomes fragile and starts to break down.

A number of factors occur together to initiate the shedding of the
endometrium. One of the first is thought to be the loss of the sponginess
within the stromal tissue which causes the endometrium to collapse on
itself and cut off its own blood supply. Prostaglandins also play a role
in the initiation of menstruation. Levels increase during the secretory
phase and this stimulates the uterine contractions to become stronger and
more frequent. (Very weak uterine contractions occur throughout the
whole cycle.) The spiral arterioles are also affected by prostaglandins and
tend to constrict and further deprive the endometrium of its blood supply.

The combination of these factors causes the tissue to degenerate and
the functional layer comes away from the basal layer of the endometrium.
Uterine contractions assist with the expulsion of the spent endometrial
lining through the cervical opening and menstruation begins.
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Menstruation and the
menstrual cycle

Key words
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FSH (follicle- spasmolytic

stimulating hormone)

ATTITUDES TO MENSTRUATION

There are many myths, taboos, mistakes and just plain silly nonsense
about periods to be found written, thought or passed on from woman
to woman. In the past, ideas about menstruating women and the power
of menstrual blood were so extreme that they now seem amusing and
quaint. These attitudes have changed for the better, we believe. But have
they changed enough?

Around the second century AD, Pliny made his enduring contribution
to the understanding of menstruation and its effects. Amongst other
powers, he believed a menstruating woman could sour wine, make vines
wither, cause fruit to drop from trees, kill bees, blunt knives, discolour
mirrors and make dogs rabid. He was by no means the first. Around
the fourth century BC, Democritus wrote that ‘a girl in her first
menstruation should be led three times around the garden beds so that
any caterpillars there would instantly fall and die . . ."!
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The prevailing belief was that menstrual blood was extremely poi-
sonous and toxic, not only to the menstruating woman but also to
anyone else in the vicinity. It was even thought to be the origin of period
pain, because its toxicity caused pain by harming the tissues it touched.
Having sex with a menstruating women was also forbidden on pain of
death, either by contact with the blood itself, or by Church decree. At
any rate, a child born from such an act would be deformed, leprous,
have red hair or be a girl!

For centuries the scholarly wrote of the inherent weakness and
toxicity of women, especially menstruating women. Irrefutable evidence
of woman’s weakness could be found simply by comparing the male
and female anatomy: the male was the standard of normalcy, the female
his inferior ‘other half’. This could be seen in the anatomy of the male
and female genitals—the male perfect and complete with genitals turned
outward; the female imperfect, incomplete and with genitals turned
inward.

The origin of menstrual blood was comfortably accommodated
within the philosophies of the humoral theory which described bodily
excretions as the means by which an individual retained a state of
homoeostasis. Hippocrates (first century BC), and all of the physicians
after him, thought of women as Colder and Moister than men. Women,
therefore, did not sweat or grow hair on their face or body (both signs
of greater body heat—animals grew horns instead) and had to menstru-
ate to rid their bodies of ‘unprofitable blood’. This was supposedly
substantiated by the observation that women labourers (who sweated)
and ‘coarse’ women (who grew hair and probably had polycystic ovarian
syndrome) had lighter periods or did not menstruate at all.

Later, another somewhat contradictory theory was put forward by
Galen, in the second century AD. He suggested that women, being
weaker than men, could not use all of the blood that they concocted
from food, and menstruated regularly to rid themselves of the ‘plethora’
(excess of blood). He observed that women who ate rich and moist food
bled more than women who ate coarse and difficult-to-digest foods.
Hunger, he noticed, also affected menstruation, and women who were
starving didn’t menstruate at all.

Believing as they did that menstruation was necessary to purify the
blood, not menstruating was viewed with grave concern—a condition
requiring prompt action. The popular medical texts of the Middle Ages
were crammed with remedies for ‘stopped menstruation’. There were
believed to be a variety of causes: the blood might be too thick to flow
easily, or the uterine muscle too ‘tough’ to let the blood pass. The
unknown author of the Medieval Woman’s Guide to Health listed diet,
stress and overwork amongst the causes of failing to menstruate: ‘being
awake too much, thinking too much, being too angry or too sad, or
eating too little’.?
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Stoppage of the menses was believed to have frightening conse-
quences: the humoral imbalance created noxious vapours which rose to
the head and caused melancholia, suicidal thoughts and insanity, or
‘mother fits’, a type of epilepsy (the mother was the word for the uterus).
The cure was blood-letting, which must have been worse than useless
when the cause was anaemia, as it often was. Still, menstruating or at
least some form of purgation of the blood was considered necessary for
a woman’s health, and so blood-letting or leeches were used as treat-
ments until the start of this century.

With all of the beliefs about amenorrhoea, imagine the difficulty
when a woman became menopausal. Deprived of the necessary monthly
loss, she was believed to become so poisonous that just by looking into
the cradle she could damage the eyes of a baby. Menopausal women
were often called witches and were thought to be capable of extraordi-
nary feats.

Unusual theories about menstruation prevailed into the nineteenth
century. An American medical professor at Harvard wrote in 1873 that
although he believed women had the right to do anything they were
physically capable of, they should not study. The reproductive system
of the female, he said, was incapable of normal development while a
woman was engaged in academic pursuits, because the female body was
incapable of doing two things well at the same time. This argument was
used to deny higher education to women who wanted it.?

Myths persist today. Some religions still isolate or ban women from
places of worship during menstruation, and chefs have been known to
prevent women from entering their kitchen in case they were menstru-
ating and curdled a sauce or a soufflé by their very presence. In the
1970s and 1980s, a number of books on natural therapies advocated
the long-term use of the ‘pure’ fruit and vegetable only diet. One of the
benefits of this diet, the authors claimed, was that women who stayed
on it long enough stopped menstruating—and menstruation, they would
have us believe, was only necessary when a woman’s body needed
purification. As late as 1993, an American scientist put forward the
(new) theory that menstruation was necessary to cleanse the body and
remove sperm-borne pathogens.*

We modern women menstruate for about three years of our lifetime,
about ten times more often than our forebears. Even so, we study and
continue to menstruate, and on average our growth isn’t stunted and
we are quite sane.

It is important that our understanding of menstruation is not tangled
up with some outdated notion of the inherent weakness and uncleanli-
ness of women. Most of us are quite happy to have a period once a
month, despite the slight nuisance value, knowing that our monthly
period is a normal biological event.
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THE ‘NORMAL’ PERIOD
What is a period?

A period is the regular shedding of the endometrium—the lining of the
uterus—which occurs every month for most women. Menstrual loss
looks like blood, but is composed of other tissues and secretions from
the inside of the uterus. It consists of small amounts of blood from the
capillaries that feed the muscular wall of the uterus; mucus from the
glandular cells found in the endometrium; small amounts of tissue from
inside the uterus; and the remnants from the structures within the
endometrium. These elements are all shed during menstruation.

Most textbooks and doctors talk about periods in relation to preg-
nancy: ‘If pregnancy does not occur, menstruation will commence’, with
the implication that pregnancy is the normal and expected event and
that menstruation is the abnormal event. This may be the case physio-
logically, but many women in our society don’t think of menstruation
as a missed opportunity to conceive, but rather as a relief because they
know they’re not pregnant.

As menstruation only occurs if a woman is not pregnant, some male
authors refer to it as the ‘weeping womb’, suggesting the womb is
shedding tears at the disappointment of a failed conception. Whilst
there are numerous women who are trying to conceive, many a
woman has shed a tear when her period has failed to arrive. Women
are most often relieved when their periods arrive and maybe this is
why another universal term is the ‘woman'’s friend’.”

Some common names for the period include ‘Fred’; ‘on the rags’
(women used rags before pads and tampons were available, and some
still do); the ‘curse’; ‘that time of the month’; ‘women’s trouble’; or the
‘monthlies’. Younger women seem less inclined to use these terms to
describe their periods, perhaps because they have had a more liberal
education and feel less embarrassed about menstruating.

THE MENSTRUAL CYCLE

For all of her menstruating years, a woman produces variable levels of
the sex hormones which establish the regular nature of the menstrual
cycle. Under normal circumstances, these hormone levels do not fall
below a certain level, known as the ‘baseline’, and it is the hormonal
variations above that level which create the cyclic variability. The

36 THE WAY THINGS ARE



endocrine glands responsible for hormone production and cycle regula-
tion are the hypothalamus, the pituitary and the ovaries (sometimes
known as the ‘hypothalamic-pituitary-ovarian unit’ or the ‘hormonal
axis’). See Figure 3.1.

The endocrine glands work together as an integrated unit, sending
messages via hormones and utilising a mechanism called the ‘feedback
loop’. The hypothalamus produces gonadotrophin-releasing hormone
(GnRH) which is recognised by the pituitary; the pituitary produces
luteinising hormone (LH) and follicle-stimulating hormone (FSH) to
signal the ovaries; and the ovaries secrete oestrogen and progesterone
which are recognised by the hypothalamus. Fluctuations in the produc-
tion of the hormones from each of the endocrine glands signals the next
gland in the chain to vary its hormone production. This is the feedback
loop in action.

The hypothalamus responds to both high and low levels of the
ovarian hormones oestrogen and progesterone. When oestrogen drops
during the period, the hypothalamus secretes GnRH. This signals the
pituitary to release FSH, which is responsible for the initiation of
follicular growth in the ovary.

This stage of the menstrual cycle is often called the follicular phase
in recognition of the growth of the follicles. Between ten and twenty
may begin to develop, but only one of these will become dominant and
mature completely to become an ovum, or egg. The others degenerate
(this process is called atresia) and by the time of ovulation the mature
follicle is the only one to remain.

While the follicles are developing, they produce more and more
oestrogen, which stimulates the endometrium to develop or proliferate.
This is the origin of another term for the first half of the menstrual
cycle: the ‘proliferative phase’.

The vaginal secretions are also changing during this phase of the
cycle. From being alkaline and very scant, the rising oestrogen levels
induce the vaginal secretions to produce more glycogen (sugar). This is
acted on by normal vaginal bacteria to produce lactic acid. Vaginal
acidity reduces the incidence of infection. The high levels of oestrogen
prior to ovulation also convert the mucus around the cervix to copious
‘egg-white’ secretions referred to as ‘fertile mucus’.

Oestrogen levels continue to increase while the ovum develops in
the most mature follicle. Eventually, the increasing levels trigger the
secretion of GnRH from the hypothalamus which in turn signals a
simultaneous surge of both LH and FSH, thought to trigger the release
of the ovum. Ovulation occurs, FSH levels drop sharply and LH starts
to decline slowly.

Ovulation is followed by the ‘luteal phase’. This stage of the cycle
takes its name from the corpus luteum, which is the remnant of the
follicle where the ovum developed. Under the influence of LH, the
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corpus luteum now starts to secrete increasing quantities of progesterone
and, after an initial drop, fairly constant levels of oestrogen.

Progesterone further influences the endometrium which started to
develop under the influence of oestrogen, causing it to develop glandular
structures and blood vessels that are capable of nourishing a developing
embryo. An alternative name for this stage of the cycle is the ‘secretory
phase’, in reference to the secretory structures which develop in the
endometrium.

LH is in part responsible for maintaining the normal function of the
corpus luteum, but increasing progesterone levels lead to a steadily
declining production of LH. If fertilisation does not occur, the corpus
luteum regresses after about fourteen days, probably due to the activity
of prostaglandins. This leads to a decline in the levels of the hormones
secreted by the corpus luteum and the eventual shedding of the endo-
metrium, which is at all times dependent on the levels of hormones for
its development, health and maintenance. When the level of oestrogen
reaches a low enough point, the hypothalamus releases GnRH and the
cycle starts again.

Counting the days

The first day of the menstrual cycle is always the first day of the
properly established period. (Premenstrual spotting is not counted and
is considered to be part of the previous cycle.) The days between the
first day of the period and ovulation are called the ‘follicular phase’.
This phase is usually described as being fourteen days long (but varies
from woman to woman). When ovulation occurs, the luteal phase
begins.

The luteal phase is usually also about fourteen days long and is all
of the days between ovulation and the proper beginning of the next
period. It seems likely that a healthy corpus luteum is responsible for
the accepted normal length of the luteal phase. Corpus luteum is Latin
for the ‘yellow body’, which is the hormone-producing structure left on
the surface of the ovary after the ovum has been expelled. Figure 3.1
shows these phases.

THE RANGE OF ‘NORMAL’

‘Normal’ is a strange term to use for the menstrual cycle and periods,
because the range is so wide and there are so many exceptions that fit
the description of a ‘normal period’. The ‘textbook period’, so named
because it appears in every textbook as the description of a menstrual
cycle, is 28 days long with a period lasting three to five days. The
inherent assumption is that the luteal phase (the time between ovulation
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and menstruation) will be fourteen days long, and that the follicular
phase (the time when the follicle is maturing between the beginning of
the period and ovulation) will also be fourteen days long. Many women
do not have this menstrual pattern and it is far more accurate to describe
the menstrual cycle in terms of a range of possible times for each event.

The important factors are the regularity of the cycle, the length of
the cycle, the length of the period, the amount of pain, and the colour
and consistency of the menstrual loss.

The regularity of the cycle

A regular cycle depends on the time of ovulation in a cycle, and on
hormone levels. Both of these factors are inter-dependent because failure
to ovulate will affect the levels of the hormones oestrogen and proges-
terone (particularly progesterone in the second half of the cycle) and
hormonal imbalance may inhibit the sequence of events which normally
initiates ovulation.

The most variable part of the cycle is usually the follicular phase,
the time during which the ovum matures in the follicle prior to ovula-
tion. Women at either the beginning or the end of their menstruating
life may ovulate erratically. Younger women may not have established
regular ‘communication’ between the hormonal systems in the ovaries
and the brain, and so the stimulus to ovulate may take longer than for
women with an established cycle. At this age it is also easier for stress
or change to interfere with the hormonal interplay and interrupt the
regularity of the cycle.

Women who are approaching menopause might experience an irregu-
lar cycle because of the diminishing numbers of ovum and the increasing
difficulty for the pituitary hormones to stimulate ovulation. Stress is
also likely to alter the regularity of the cycle more easily in the years
leading up to menopause.

Some women may have a longer or shorter luteal phase than those
described in the textbooks. The luteal phase is dependent on a normally
formed and functioning corpus luteum which usually survives and
produces hormones for twelve to fourteen days before it disintegrates,
causing hormone production to stop and menstruation to begin.

Missing a period

Pregnancy is the most usual cause of a missed period if a woman has
had unprotected sex. Pregnancy tests are available from chemists, super-
markets or doctors, and will give an accurate result within days of
conception. Blood tests can be accurate as early as ten days after
fertilisation of the ovum has occurred, but waiting until fourteen days
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is usually recommended to be absolutely sure of not getting a false
negative test.

Many women who miss a period (and who are not pregnant) fear
that they may have some sort of illness, but a missed period is often a
hormonal or ovulatory ‘hiccough’ caused by stress. The hormonal axis
is very delicate and can be easily interfered with by either pleasant or
unpleasant experiences. The same physiological response occurs in times
of increased exercise, physical hardship or extremes of emotion, and so
trips overseas, weddings, relationship break-ups, shock, grief, falling in
love, hard work and illness are all commonly associated with missed
periods.

A missed period due to stress is rarely a serious problem and the
cycle will usually re-establish a normal pattern once the episode is over
(unless the woman becomes so worried about the changes in her cycle
that she aggravates the hormone balance by being even more stressed!).

Many women will completely stop menstruating when travelling and
for some time after their return home. This can be because of a
‘pleasurable’ stress, but the rapid weight loss due to illness, poor diet
or irregular patterns of sleep and activity common amongst travellers
may be the real culprits. Women who intend to travel for many months
or years may need to be cautious about their lifestyle and dietary
patterns so that they maintain a regular pattern and avoid the problems
associated with lack of periods, including loss of bone density.

Some women who have irregular periods wrongly assume that they
can’t get pregnant, but missing a period or even a series of periods does
not necessarily imply infertility. Ovulation can occur spontaneously at
any time and a woman can become pregnant if she has not used
contraception. The difficulty here, of course, is that the woman who
has not had a period for months will not be expecting one, and if she
becomes pregnant may not realise for some time. She may discover that
she is pregnant when it is too late to safely have an abortion; or she
may have behaved in ways that are harmful to a developing embryo.
Women who intend to have sexual intercourse but don’t want to get
pregnant need to consult a family planning clinic or local doctor about
options for contraception.

Missing a period for more than six months is called amenorrhoea
and the reasons are dealt with in Chapter 13.

The length of the cycle

The usual range for a menstrual cycle is between 21 and 35 days. This
usual range is only a guide; some women will have cycles that are
regularly longer or shorter than this pattern.

Doctors will often be uninterested in cycle lengths that fall outside
the 21-35 day range when women have no evidence of serious disease.
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Herbalists, however, may view this as a sign that the body is not
functioning as well as it might and will look for more subtle signs of
ill health. These might include evidence of stress, poor nutrition, abnor-
mal body weight to height ratio, or poor ‘Liver’ function (see pages
324-6). If none are evident and the woman is full of vigour with no
clinical signs of ill-health, but with a regularly long or short cycle, she
is demonstrating her own normal pattern.

There may be health implications from abnormally short or long
cycles. Very short cycles can be associated with erratic ovulation and
may be an indication of mid-cycle bleeding, which is not really a period
at all. Very long cycles can be a problem when women are trying to
conceive. Some women will have regularly irregular cycles. This is
usually a sign of erratic ovulatory patterns, which, although not ‘nor-
mal’, really doesn’t constitute a serious medical problem.

Very short or very long cycles which are accompanied by signs of
ill-health indicate a need to consult a health-care practitioner; and so
do any deviations from the expected pattern of the woman’s own cycle.

The duration of a period

Between three and five days is the accepted duration of a normal period.
Periods that last for fewer days may be related to a number of systemic
conditions including thyroid disorders, anaemia and low body weight.
These and other reasons for light periods will be discussed in later
chapters.

Longer periods may be an indication of hormonal imbalance, in
particular a failure to ovulate, as progesterone normally helps to stop
excess bleeding because of its effect on the uterine lining. Very long
periods can also be a sign of systemic disorders and some gynaecological
conditions and are discussed under ‘Erratic bleeding’ (Chapter 12). The
length of a period does not include those days when pre- or post-
menstrual spotting occurs. Spotting near the time of a period can be an
indication of gynaecological problems and may need to be investigated;
and any spotting between periods should always be reported.

The volume of the flow

A normal menstrual loss is said to be 50 ml and a heavy period is
anything over 80 ml but, because no one measures their menstrual loss
and neither do their practitioners, these are mostly meaningless figures.
It is far easier to talk in terms of a need to change sanitary protection.
The word ‘need’ is important here: the need and not the desire to change
is most indicative of the amount of menstrual loss.

Many practitioners are sceptical about the accuracy of a woman’s
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The weighting given to various
degrees of soiling of sanitary pads
and tampons to evaluate the arbitrary
scoring system used in the pictorial
blood loss assessment chart.
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A pictorial blood loss assessment chart (PBAC) completed by a patient who had
menorrhagia and objective measured menstrual blood loss of 287 mL. Her calculated
score was 328 mL.

Figure 3.2 Pictorial blood loss assessment chart (PBAC)

self-assessed menstrual loss. A number of large studies show that women
who reported excess menstrual loss actually had a huge difference in
blood volume when this was measured. Some women who were losing
around 10 ml thought that they were bleeding heavily, while other
women who had losses in the order of 300 ml thought their periods
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were normal. An accurate self-assessment technique is to record the
number of used pads using a ‘pictorial blood loss assessment chart’. See
Figure 3.2.

Pain during the period

It may be usual for women to experience pain during their periods, but
it is certainly not desirable and often not normal. Beware of the
comment ‘it’s normal and you’ll just have to put up with it’, or ‘it’s
part of being a woman’. No amount of pain is truly normal as the pain
response is a survival mechanism indicating that something has gone
wrong.

Period pain usually occurs in a cycle only when ovulation has
occurred, and period pain often only starts in earnest about two years
after the period has begun—that is, after ovulation has become regular.
This is why an occasional period can be uncharacteristically pain-free—
ovulation failed to occur in that cycle.

Symptoms of pelvic discomfort, heaviness or mild pain during a
period are often greatly improved by eating well and exercising regularly,
and by stress reduction. Stronger, crampy pain can also be helped by
lifestyle changes and, although it seems more serious, this type of pain
is not necessarily associated with a gynaecological disease but may be
related to abnormal cramping of the uterine muscle caused by a pros-
taglandins imbalance. This is called primary dysmenorrhoea and is
discussed in Chapter 14.

An investigation should be made of any strong pain prior to bleed-
ing, pain which is situated on one side of the body and pain not directly
associated with the period. But any pain which is worrying or interfering
with day-to-day activity warrants investigation and treatment. It’s not
a case of ‘grin and bear it’.

Heavy loss without pain

The most usual reason for a painless period with heavy loss (when pain
has been a normal feature of a period), is failure to ovulate. This type
of bleeding can happen at any time, but is common around menopause.
Natural therapists view the associated heavy loss as an indication of a
lack of uterine tone and give herbs to strengthen the uterine muscle and
the mucus membranes.

Heavy loss with pain

In the past, the menstrual loss was considered to be so toxic that it
could cause pain simply by coming in contact with the body parts. The
suggested treatments were often diets to cleanse the system, reduce
the toxicity of the blood, and thereby control the pain. In many cases
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these recommendations would have been successful because altering
the diet can change the prostaglandins levels which are responsible for
pain.

We know today that both heavy loss and pain can be caused by
prostaglandins imbalance and/or over-stimulation of the uterine lining
from oestrogens. Herbalists treat these symptoms by regulating the
hormones, treating the ‘Liver’ to improve excretion of oestrogen and
modifying the diet to alter the prostaglandins ratio.

Very slight loss with strong crampy pain

These symptoms are associated with uterine muscle spasm and prosta-
glandins imbalance. To a natural therapist, these symptoms indicate the
need for medicines to relax and calm the uterine muscle in particular,
but may also indicate an overall need for calming and soothing remedies
around the time of the period. Spasmolytics and nervines are prescribed
for these symptoms.

Colour and consistency of menstrual loss

For natural therapists, the type of menstrual loss is important and is
often used diagnostically and as an indication of the type of remedy, or
even which remedy, to give.

Medical practitioners are less interested in the exact nature of
menstrual loss because medicine does not have a tradition of using this
type of information to make a diagnosis or decide between treatments.
This does not make one or the other system better or more thorough;
they are just based on entirely different systems and require different
sorts of information to assist with prescriptions.

The following is a list of associations and does not represent a
diagnostic system in and of itself. These signs would need to be
accompanied by at least two other signs or symptoms of disease before
they could be even assumed to relate to a pathology.

Bright red blood

Generally bright blood is seen to be an indication that the period is
normal, although very bright and fiery-looking blood was historically
seen to occur more often when there was too much Heat. This might
either be a localised problem—for example, an infection in the pelvic
organs—or a tendency to be constitutionally Hot or Choleric.® Bright
red blood might indicate the need for Cooling herbs or for astringents.

Dark, brown or thick blood

Dark blood which is thick, looks too old or is brown is thought to be
caused by sluggishness of the menstrual flow. Some women have a very
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dark red loss and this is quite normal and indicates that their blood
quality is good.

Very sluggish, dark blood indicates a need for uterine tonics which
regulate uterine muscular activity; emmenagogues which increase the
expulsive ability of the uterus; or spasmolytics which help the uterine
muscle relax.

Watery, thin or pale blood

Very thin (pale pink) blood can mean poor blood quality and indicates
a need for blood-enriching herbs, or hormone regulation.

Pale menstrual loss can also be associated with deregulation of the
hormone balance—especially when the woman is weak, tired, exercising
excessively or eating poorly. Watery menstrual loss is common after
surgical procedures which involve the uterus, such as terminations and
curettes.

Clots

Clots generally indicate excessive flow and are formed when the anti-
clotting factors normally present in menstrual blood are unable to keep
the blood in a fluid state because of the volume of the loss. Clots may
indicate the need for an improvement in uterine tone with either
emmenagogues or astringents.

A period ‘out of the ordinary’

Most women will have at least one ‘strange’ period in their menstruating
lives; some will have many. The cycle may be unusual, the flow different
from what is normally expected; pain may be a new or different feature;
or the colour and consistency of the flow might change.

The important questions include:

e Is pregnancy a possibility?
e Are there other signs of ill-health?
e Has there been a stressful episode (either pleasurable or difficult)?

If the answer to either of the first two questions is yes, then it is wise
to seek medical advice. If the third option is a possibility, relax, wait
for another cycle and see what happens. Worrying about an unusual
period might delay the onset of the next one.

(A menstrual diary is included on page 127.)
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THE WELL WOMAN'’S CHECK LIST
Pelvic examinations

These are performed every year. They involve two procedures,
a vaginal speculum examination and an examination of the size and
shape of the pelvic organs by hand. Although some doctors will use
stirrups, many will ask the woman to lie on her back with her knees
bent. Remaining as relaxed as possible will definitely lessen any
discomfort and make the examination much easier to perform for the
doctor. Although no one’s idea of good fun, a pelvic examination
should not be overly painful unless the woman has a vaginal or pelvic
infection, adhesions or an acute complaint. If it is painful, and the
doctor has found nothing wrong, another doctor should be sought
to perform the examination in the future.

Vaginal speculum examination is performed by inserting a specu-
lum in the vagina so that the lower portion of the cervix can be
viewed. A Pap smear may be taken at the same time.

A bi-manual pelvic examination, so called because two hands are
used, is performed to feel the size and shape of the pelvic organs.
Two fingers of a gloved hand are inserted into the vagina and the
other hand is placed over the lower abdomen. The uterus can be
felt between both hands and, if the woman is relaxed, it is fairly easy
to tell whether it is normally situated, can move easily, and is the
right size. Pain on movement indicating endometriosis, infection or
adhesions; unusual swellings; enlargement of the ovaries; uterine
fibroids; pregnancy and tumours can be detected using this method.

Pap smear

A Papanicolaou smear (named after the physician who invented it) is
used to screen for cervical cancer. Cells are gently scraped from the
surface of the cervix with a specially designed wooden spatula,
smeared onto a glass slide, fixed’ with a special chemical (usually
sprayed on), and sent to a pathology laboratory for examination. The
procedure should be painless, but can be a little uncomfortable,
especially if the woman is not relaxed or the doctor is hurried.

The cervical cells are examined under a microscope and graded
according to the type of cells and whether they have undergone any
changes. Table 3.1 gives the standard classification for cell changes.
Pap smears can be inaccurate. The most frequent problem is that the
cells are classed incorrectly. A Pap smear result may indicate dysplasia
(changed cells) when the correct diagnosis is carcinoma in situ (cancer
of the cervix), or carcinoma may really be benign changes. Sometimes
altered cells are not detected at all, but this happens much less often.
When changes are found in a Pap smear, a colposcopy is suggested.

MENSTRUATION AND THE MENSTRUAL CYCLE

47



A Pap smear should be taken every two vyears unless directed
otherwise by the woman’s doctor.

Table 3.1 Standard classification for cervical cell changes

Class Common names given to the cell changes

I Normal, benign cells, negative smear

Il Benign, inflamed, atypical cells, atypical metaplasia

i Mild or moderate cervical intraepithelial neoplasia (CIN), mild or moderate
dysplasia, CIN type | or |l

v Severe cervical intraepithelial neoplasia (CIN), severe dysplasia, CIN type
lll, carcinoma in situ
\ Malignant, invasive cancer

Breast checks

Breast checks should involve regular, monthly self-examination after
each period (called breast self-examination and often abbreviated to
BSE), and an annual check by the woman's doctor. If a doctor does
not routinely check a woman's breasts, another should be found.

The examination is performed to detect the presence of lumps or
any changes in breast tissue. Most women detect breast changes
themselves. They know the ‘normal’ feel of their own breasts and are
in a unique position to detect change and detect it early. About 80 per
cent of breast lumps are not cancerous, but even when a breast lump
is caused by cancer, the earlier it is found, the better the outlook.

Breast examination involves two phases: visual examination and
palpation (physical examination) of the breast tissue. It should be
practised after every period, from the beginning of menstruation, and
regularly every month after menopause. Figure 3.3 shows the
accepted technique for breast self-examination.p

Breast screening

If breast changes are detected on breast examinations the doctor may
refer for further investigations such as ultrasound or mammography,
or fine needle aspiration biopsy. Mammograms are a low dose X-ray
of the breast. They are used for both screening and diagnosis of
breast cancer. Women over 40 are eligible for free two-yearly mam-
mograms through Breast Screen Australa, a national program which
does not require a doctor’s referral. Regular screening is targeted at
the higher risk age group between the ages of 50 to 69. Breast
density reduces after menopause provided a woman is not on HRT
and mammograms tend to be more reliably diagnostic. Regular breast
X-Ray screening for women under 50 has not proved effective in
reducing the number of deaths from breast cancer. For this reason,
women aged between 40 and 49 will not be invited for breast X-ray
screening, but may wish to attend if they have a strong family history
of breast cancer.’
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2. The vertical strip

collar
bone

midway
between
breasts

line
down
from mid
‘armpit

bottom of
bra line

This shows the area covered when doing
BSE: all the breast tissue must be
covered and not just the breast mound.
The area examined extends from the collar
bone to the bottom of the bra line and
from midway between the breasts to an
imaginary line down the middle of the
armpit.

The breasts are examined by following an
imaginary line of vertical strips starting
from the armpit and working down and up
across the breast.

4. The pressure

3. Feeling the breast

Use the flat part of the fingers including the
sensitive finger pads. Work in smali circles
about five centimetres across.

Use two pressures to feel the breast at
each spot.

Feel lightly: With fingers together and flat,
make the first circle with light pressure to
feel for anything near the surface of the

skin.

Feel firmly: At the same spot, make a
second circle pressing quite firmly to feel
any lump deep in the breast.

Firm pressure should not cause
discomfort, but the ribs can usually be feit.

Source: Adapted from The New Breast Self-Examination Technique, Anti Cancer Council of Victoria

Figure 3.3 Breast self-examination (BSE)

MENSTRUATION AND THE MENSTRUAL CYCLE 49



This page intentionally left blank



Section C

Maintaining order
and balance



Hormones and prostaglandins are both found throughout the body, but
are different in that hormones are transported via the bloodstream to
act at distant sites (oestrogen to bone, for example), while prostaglan-
dins are produced and act in the same tissue (uterine muscle, for
example). Hormones orchestrate the big picture via a continual ebb and
flow which ensures that ovulation and menstruation occur rhythmically
and regularly.

Prostaglandins are very much more local—the small picture sub-
stances. Almost within the time it takes to take one breath, prosta-
glandins are formed, act and then are broken down again. Their role
is to regulate the activity of certain tissues, like muscles, by stepping up
or calming down muscular activity.
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Hormones

Key words
anabolic hypothalamus
androstenedione neurotransmitter
aromatisation oestradiol
beta-glucuronidase oestriol
competitive inhibition oestrone

cortisol

deconjugated oestrogen
dehydroepiandrosterone
dihydroxytestosterone

peripheral conversion
phyto-oestrogen
pituitary gland

dopamine pregnenolone
endogenous oestrogen prolactin '
feedback loop receptor site
glucocorticoids steroid hormone
2-hydroxyoestrone transcortin

16-hydroxyoestrone xeno-oestrogen

MAINTAINING AN ORDERLY
MENSTRUAL CYCLE

Maintaining hormonal regulation is something like putting on a com-
plicated stage play with each of the different hormones having different
roles to play. Hormones—the microscopic substances carried in the
blood and detected by blood tests—are the actors, directors and man-
agers in the monthly play called the menstrual cycle. The managers,
directors and actors in this play must perform in perfect synchrony for
each act to proceed successfully. The hormonal ‘actors’ are all ‘steroid
hormones’. The steroids—androgens, oestrogens and progesterones—
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have a central component made from cholesterol and are structurally
similar. Each hormone has minor changes in configuration which give
it characteristic effects within the body.

In response to a variety of biochemical and other signals, the body
metabolises the five major classes of steroid hormones from cholesterol.
This may mean that a hormone starts out as pregnenolone (a precursor
of progesterone), changes into progesterone, then to testosterone and
finally into oestradiol (see Figure 4.1). This cycle might continue with
the hormone (seemingly) at the end of the line changing into a different
form, into another type of hormone, or being broken down and excreted
from the body.

Hormone production is regulated by the ‘feedback loop’. The feed-
back loop describes the hormonal communication between the
hypothalamus, the pituitary gland and the ovaries which controls
the level of hormones produced. The level of each hormone constantly
see-saws with its hormonal partner. When the level of one hormone rises,
information is relayed to turn off the production of its hormonal partner.
When the level drops, the feedback control is activated and production
of the partner hormone is switched on again. All steroid hormones are
regulated by this type of feedback loop.

Two examples include the two major hormones involved in the
menstrual cycle, progesterone and oestrogen (actors). Both have ‘trigger’
hormones in the feedback loop (directors).

e DProgesterone production is triggered by luteinising hormone (LH)
which stimulates the corpus luteum in the ovary to produce proges-

terone.
| CHOLESTEROL |
| PREGNENOLONE |
|
PROGESTERONE | | 170-OH-PREGNENOLONE |
|
| DEHYDROEPIANDROSTERONE |
|CORTICOSTERONE| | 170-OH-PROGESTERONE | | TESTOSTERONE |
ALDOSTERONE CORTISOL OESTRADIOL

Figure 4.1 Steroid hormone pathways
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e Oestrogen is produced when follicle-stimulating hormone (FSH)
stimulates the follicle to produce oestrogen. A rise in oestrogen shuts
off the production in FSH; a fall turns it back on again.

Hormones also have a mechanism for interacting with their target
cells. To do this, they ‘dock’ onto a specialised part of cells with
hormonal sensitivity called receptor sites.

For the ‘menstrual’ play to proceed smoothly, the hormones must
remain in some sort of balance with each other, making their entrance
at the right time and responding to cues. Oestrogen must remain at
suitable levels in relation to progesterone and androgens; and all of the
different types of oestrogen should be in balance with each other. For
the period to occur at the right time, the balance of oestrogen must
drop, then after ovulation, rise again.

The managers

The hypothalamus is situated in the base of the brain and produces a
number of ‘releasing’ and ‘inhibiting’ hormones. The manager hormones
of most interest in menstrual cycle regulation are gonadotrophin-
releasing hormone (GnRH) and prolactin-inhibiting hormone (PIH, also
known as dopamine).

Gonadotrophin-releasing hormone (GnRH)

The hypothalamus receives various messages from hormones and chemi-
cals in the blood, and from the nervous system. The hypothalamus
processes all of these pieces of information and sends messages to the
nearby pituitary gland in the form of intermittent pulses of GnRH every
60 to 90 minutes. The pulsatile release of GnRH increases mid-cycle
and around menstruation, indicating to the pituitary that it’s time to
increase the production of FSH and LH.

Dopamine—prolactin-inhibiting hormone (PIH)

In non-lactating women, the hypothalamus also secretes dopamine to
prevent the production of prolactin (the hormone responsible for breast
milk production). Dopamine, a neurotransmitter secreted by the hypo-
thalamus, powerfully inhibits prolactin secretion. A long list of
substances, including many drugs, inhibit either dopamine production
or uptake, block dopamine receptors, or cause dopamine depletion and
can lead to a rise in prolactin.
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The directors

The pituitary gland is also sensitive to messages in the form of hormones
and nerve impulses. The pituitary produces the gonadotrophins (FSH
and LH) and prolactin—our directors. ‘Gonadotrophin’ is an easier term
to understand if it is broken down into meaningful parts. A gonad is
the ovary (or the testis in the male) and ‘-trophin’ is a derivative of
trophic which means to stimulate or make grow. A gonadotrophin then,
is a hormone that stimulates or ‘directs’ the ovarian cells.

Luteinising hormone (LH)

The levels of LH increase slowly in response to the low levels of
oestrogen during the follicular phase of the cycle. These low oestrogen
levels are sensed by the hypothalamus which sends GnRH messages of
increasing amplitude to the pituitary. Just before mid-cycle, a dramatic
surge in both oestrogen and LH, and a corresponding increase in FSH,
initiate the beginning of ovulation. The exact mechanism by which
ovulation is induced by LH and FSH is unknown, but somewhere
between 18 and 36 hours after the gonadotrophin surge, ovulation
occurs. See Figure 3.1.

LH stimulates both oestrogen and progesterone production by the
ovary. In the luteal phase, the increasing amounts of progesterone inhibit
the release of LH from the pituitary gland, and the levels remain low
until progesterone levels drop when the corpus luteum degenerates and
menstruation begins.

Follicle-stimulating hormone (FSH)

Follicle-stimulating hormone does exactly what its name suggests
it should; it stimulates the growth and development of the ovarian
follicle—the structure which contains the developing ovum. Levels
of FSH increase in the follicular phase of the cycle and stimulate an
increase in the number of oestrogen-producing cells in the developing
follicle.

Oestrogen and FSH are connected by the feedback loop—the initial
rise in oestrogen triggers the release of GnRH and a surge in FSH. A few
hours later, when oestrogen levels are even higher, FSH production is
turned off. Just before menstruation, when oestrogen levels fall, the
hypothalamus senses the change, sends out GnRH messages to the
pituitary and FSH begins to rise again.
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Prolactin

Prolactin is the hormone responsible for lactation and affects the breast,
stimulating growth during pregnancy and then milk production in
response to suckling. Non-pregnant women have low levels of prolactin
(inhibited by dopamine from the hypothalamus) which normally increase
slightly at night, with stress, and during the luteal phase of the menstrual
cycle.

The actors

The ovary and the adrenal gland produce the steroid hormones oestro-
gen, androgen and progesterone. These ‘actor’ hormones initiate tissue
changes within the ovary, the bodily changes associated with physical
development and the changes in the endometrium which result in
menstruation.

Oestrogen

There are three main oestrogens—oestradiol, oestrone and oestriol.
When people talk about oestrogen or oestrogen levels, they usually mean
the cumulative effect of these three in the body, even though each one
has a different role to play. Oestrogens have hormonal and growth-
enhancing effects which are most obvious during puberty when they
first stimulate the development of the reproductive system. They are
responsible for the deposition of body fat around the abdomen, hips
and breasts; and stimulate the growth of the uterine muscle and the
lining of the uterus (the endometrium). The maintenance of the structure
of skin and blood vessels, and the strength of bones, are influenced by
oestrogen throughout life.

One of the most important functions of oestrogen is to stimulate an
increase in the number of cells (proliferation) where there are oestrogen
receptors. Oestrogen also initiates an increase in the number of receptors
on each cell. So not only are there more cells produced in an oestro-
gen-rich environment, but they also contain more oestrogen receptors.
This leads to an escalating ability for oestrogen to stimulate cell growth,
and an increased number of places for oestrogens to interact with the
cells.

The lifespan of the oestrogens

Every month after the period, the ovaries start to secrete oestrogen in
the active form (oestradiol). Some oestradiol is converted into a weaker
oestrogen called oestrone, and then both oestradiol and oestrone are
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secreted into the bloodstream and travel to oestrogen-sensitive cells to
stimulate cell growth. Ovarian oestrogen production reaches a peak just
prior to ovulation, then remains elevated during the second phase of
the menstrual cycle, and falls just before menstruation.

A second source of oestrogen is derived from the conversion of
androgens into oestrone by the aromatase enzyme. This process is
referred to as ‘peripheral conversion’ or ‘aromatisation’. Aromatisation
occurs in the hair follicles, the skin, the brain, the bone and bone
marrow, muscle and fatty tissue. Muscle and adipose (fatty) tissue are
the major conversion sites—about 25 per cent occurs in the muscle and
10-15 per cent in the fat. Post-menopausal women derive almost all of
their oestrogen (oestrone) from the aromatisation of androgens in fatty
tissue and muscle.

Before menopause most of the oestrogen is manufactured by
the ovaries, but a percentage of oestrogen is always contributed by the
aromatisation of androgens into oestrone. Thin women who are
pre-menopausal may be deprived of this important secondary source of
oestrogen and can sometimes develop menopausal symptoms, such as hot
flushes and vaginal dryness. They may stop ovulating and menstruating.

Oestradiol is further converted into two types (metabolites) by
enzymatic conversion. These are 2-hydroxyoestrone—the ‘good’ or pro-
tective oestrogen; and 16-hydroxyoestrone which is thought to have
stronger growth-promoting potential and may even damage cellular
genetic make-up—the ‘bad’ oestrogen. Researchers have found that
16-hydroxyoestrone is in higher concentrations in the breast tissue of
women with breast cancer.!

These two metabolites cannot be produced at the same time. As yet
all of the factors which favour the production of 2-hydroxyoestrone are
unknown, however, the levels of 16-hydroxyoestrone have been shown
to increase in the presence of chemical contaminants (xeno-oestrogens)
which have an oestrogenic effect.”> They are discussed below.

All of the different sources of oestrogen have the potential to interact
with target cells but, eventually, all will pass through the liver. In the
liver, oestrogens are changed (conjugated) into different forms which are
less active and which are excreted (in the bile) into the intestine. Once
there, a number of things might happen. Some of the conjugated
oestrogens will be excreted in the faeces in this form, but some will be
acted on by enzymes called beta-glucuronidase which are produced by
intestinal bacteria. These enzymes have the capacity to change the
oestrogen back into an active form (known as deconjugated oestrogen)
which might either be excreted in the faeces as well, or might be
reabsorbed back into the bloodstream. This is called the entero-hepatic
circulation of oestrogen and is shown in Figure 4.2.

All of the oestrogen circulating in the blood will eventually pass
through the kidney where it is changed into the very weak oestrogen
found in the urine called oestriol. It forms the basis of some pregnancy
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Figure 4.2 The entero-hepatic circulation of oestrogens

tests and can be used to determine the health of the placenta during
pregnancy. Oestriol is a very weak oestrogen, being about 80 times less
potent than oestradiol, so while it contributes to the oestrogen pool, in
comparison to oestradiol and oestrone its effects are closer to those of

some of the plant hormones.

The ‘oestrogen pool’

Any discussion about oestrogen should include not only those oestrogens
produced in the body, but also a diverse group of other substances which
have oestrogenic effects. These include the phyto-oestrogens produced
in plants, which have many desirable and therapeutic attributes; and the
less desirable ‘environmental oestrogens’, which are consumed as foods
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or as contaminants of foods, such as pesticides. The oestrogenic effect
of all of these different types of oestrogens must be considered in the
overall oestrogen equation.

An oestrogenic effect is caused by any substance which has the
ability to connect to an oestrogen receptor site. Oestrogen receptors can
‘recognise’ and accept any substance, even a chemical, which has a
molecular structure similar to endogenous oestrogen.

One factor that influences the strength of oestrogen-like substances
is the chemical fit between the oestrogenic substance and the receptor
site. If the substance is chemically similar to oestrogen and is recognised
by the receptor, the oestrogenic effect tends to be stronger—if its
chemical structure is less similar to oestrogen, the oestrogenic effect
tends to be weaker. Other factors that influence the oestrogenicity of
phyto-oestrogens are discussed in Chapter 18.

The phyto-oestrogens can act differently in pre- and post-meno-
pausal women. Although their action is not entirely understood, it is
known that they can exert both oestrogenic and anti-oestrogenic effects.
This observation has been made both in in-vitro experiments and in
women who eat phyto-oestrogens in their diet. Phyto-oestrogens are
many times weaker than endogenous oestrogen and they bind weakly
to oestrogen receptors.’ However, this ability to bind means they com-
pete with the body’s own oestrogen to occupy receptor sites and can
therefore prevent the stronger oestrogens from being able to exert their
usual effects. This is anti-oestrogenic effect is termed ‘competitive inhi-
bition’. Population studies of Japanese women who consume a regular
amount of phyto-oestrogens in their diet reveal a lower incidence of
breast and endometrial cancer than Western women, in keeping with
anti-oestrogenic effects of phyto-oestrogens in pre-menopausal women.

Post-menopausal women, who are relatively oestrogen deprived, can
reduce symptoms related to oestrogen deficiency, such as hot flushes,
by consuming foods rich in phyto-oestrogens. Once a woman is post-
menopausal and has very little oestrogen, plant oestrogens appear to
exert an oestrogenic effect, as evidenced by their ability to alleviate
menopausal symptoms, probably by being the most abundant oestrogen
in an oestrogen-poor environment.

The picture with the ‘environmental oestrogens’ (xeno-oestrogens) is
less clear. This large group of chemical compounds includes the pesti-
cides such as endosulphan, toxaphene, dieldrin and chlordecone;* the
polychlorinated biphenols (PCBs)’ found in a range of products such as
hydraulic fluid, neon tubes and the pesticides DDT and DDE;® plastics
such as nonylphenol released from ‘soft’ plastics and modified poly-
styrene;” and bisphenol-A, a plastic found in the ‘lacquer’ used to coat
metal cans for preserved food.?

These chemicals are found throughout the food chain and tend to
accumulate in fatty tissue. Ingestion of pesticides increases when diets
are high in foods from animals at the top of the food chain; for example,
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flesh from animals that eat smaller animals, or animals that continually
consume contaminated feed or water. Vegetables containing residues of
pesticides are likely to contain lower levels, and organically grown
produce less again.

Food wrapped or stored in plastic, particularly when the plastic is
soft (like food wrap) or has been heated, can easily become contami-
nated with these xeno-oestrogens. This is a particular problem with high
fat-containing foods because xeno-oestrogens are soluble in fats. Xeno-
oestrogens can also be taken in by breathing air contaminated by
chemicals from industry or the burning of rubbish, or by drinking
contaminated water.

The health implications of these chemicals is unknown. Levels of
DDT are higher in fibroid tissue than normal tissue’ and pre-natal
exposure may alter sexual maturation of the foetus (particularly males)
and influence fertility in later life.! Xeno-oestrogens can increase the
levels of 16-hydroxyoestrone, the metabolite of oestrogen which has
been associated with breast cancer.

Research into the effects of xeno-oestrogens on the risk of develop-
ing oestrogen-dependent cancers in women, however, has produced
conflicting results. While some researchers found no link between expo-
sure to xeno-oestrogenic insecticides,!! others have proposed that
combinations of these chemicals may have profound biological implica-
tions. They found that while xeno-oestrogens singly had little biological
effect, combinations of these compounds exerted effects 1000 times
more potent than any one chemical alone.!?

Some research suggests that although xeno-oestrogens have not been
proven to cause cancer they may increase the aggressiveness of existing
breast tumours. Interestingly, a Danish study showed no link between
oestrogen-dependent breast cancer and exposure to dieldrin, but an
increased breast cancer risk in women with non-hormone dependent
(oestrogen receptor negative) cancers, which has yet to be explained.!?

One class of the xeno-oestrogens is the organochlorines. These sub-
stances are known to accumulate in fatty breast tissue and are excreted in
breast milk, posing a potential risk to infant health. Some studies have
shown that breastfeeding reduces the maternal burden of organochlorines
and is correlated with a lower risk of breast cancer. Despite lactation being
a route of excretion for organochlorines, it is still considered that the
benefits to the baby of being breastfed outweigh the risks.'*

Endogenous oestrogens are only biologically active during the years
of sexual maturity, have a life expectancy measured in days, and
fluctuate from month to month with the menstrual cycle. Xeno-
oestrogens, however, are ubiquitous contaminants in the food chain.
Exposure to them starts with foetal development, they persist in the
body for decades, and their levels continue to accumulate with advanc-
ing years. It is very likely that all of the effects of environmental
oestrogens have yet to be identified.
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Progesterone

Progesterone is the hormonal precursor of many of the other steroid
hormones including the glucocorticoids, oestrogen and testosterone, and
so plays an important biological role not only in menstruation and
reproduction, but also in a number of other metabolic processes.

In the reproductive organs, progesterone is ‘secretory’. It stimulates
cellular and structural changes in organs containing progesterone-sensitive
tissue like the breast and the uterus so that these tissues become capable
of secretory functions. In the uterus, progesterone stimulates the production
of glandular structures in the endometrium which can produce sugars and
also generates the production of blood vessels so that the endometrium
can support a developing embryo. When fertilisation does not occur and
the corpus luteum degenerates, the level of progesterone falls and the
endometrial tissue disintegrates and is shed as menstruation.

In the breast, progesterone initiates glandular changes in the tissue
so that the breast is capable of secreting milk. Progesterone also keeps
the levels of androgens (circulating in women at low levels) in check—
when progesterone levels are high, androgens are low, but once
progesterone production slows or stops, as occurs in the post-
menopausal years, androgen levels tend to increase. The change in the
progesterone and androgen ratio may account for the loss of scalp hair
and the growth of facial hairs seen in some elderly women.

Progesterone has other actions that include improved fat metabolism,
an increase in bone density, a mood-elevating effect and a natural diuretic
action. It also helps to prevent both cancerous and benign breast changes
by counterbalancing the effects of oestrogen in the breast, and has the
same protective and counterbalancing effect on the endometrium.

Progesterone is also the precursor hormone to the production of
corticosteroids, which have many important biological roles throughout
the body, including the maintenance of stable blood sugar, the reduction
of inflammation and the capacity to withstand stress.

The lifespan of a progesterone

The primary source of progesterone is from the corpus luteum—the
remnant egg sac—in the ovary. Small amounts are also secreted by the
adrenal gland. Cholesterol is the starting molecule for progesterone pro-
duction in both the ovary and the adrenal gland. In a step-by-step process
cholesterol is converted into pregnenolone and then to progesterone. The
progesterone might then be converted into any one of the other steroid
hormones including oestradiol, oestrone, testosterone or cortisone.

Progesterone circulates in the blood and interacts with cell receptors,
but eventually it will pass through the liver where it is inactivated and
excreted into the bile and urine.
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Androgens

Androgens are hormones, secreted in both males and females, and are
the hormones responsible for masculinisation. When the secretion of
androgens is inappropriately high, such as polycystic ovarian syndrome
(see Chapter 16), abnormalities of the menstrual cycle and the repro-
ductive function can occur, along with male pattern hair growth,
deepening of the voice and loss of the female body contours, including
a decrease in breast size.

Testosterone is the most abundant androgen found in the blood of
normal women. It is also the most potent. Of the total volume, 25 per
cent originates from the ovary, 25 per cent from the adrenal gland and
50 per cent is derived from the conversion of other adrenal or ovarian
hormones. In muscle, testosterone acts directly on the androgen recep-
tors to produce growth-promoting (anabolic) effects.

There is a natural and gradual decline of androgen production as a
woman approaches menopause. Levels of testosterone of women in their
forties are approximately half those of women in their twenties. After
menopause there is an approximate 15 per cent decrease in testosterone
levels and the adrenal glands account for 50 per cent of production of
circulating levels. Symptoms suggestive of the natural decline of andro-
gens around menopause are loss of libido, persistent fatigue, and lack
of well-being despite oestrogen levels being adequate. This collection of
symptoms has been termed ‘androgen deficiency syndrome’ and remains
somewhat controversial, as there is no consensus on the clinical defini-
tion. In addition, it is questionable whether blood tests are sensitive
enough to measure testosterone at low levels."> Androgen deficiency
syndrome is discussed in more detail in Chapter 9, ‘Menopause’.

Androstenedione is the principal pre-hormone, transformed at sev-
eral sites including the liver, fat and skin, to re-enter the circulation as
testosterone. Conversion is believed to occur in the tissues so that cells
which are receptive to androgens have a local supply, ruling out a need
for high blood levels of androgens which may have undesirable effects.
Androstenedione is produced in both the ovary and the adrenal gland,
the amount from each source seeming to vary with time of day and
phase of ovarian cycle.

Dihydrotestosterone (DHT) is produced from testosterone and
androstenedione and an excess is believed to cause masculinising effects
in women such as male-pattern hair growth, acne and hypertrophy
(enlargement) of the clitoris.

Dehydroepiandrosterone (DHEA) and DHEA sulphate are secreted
by the adrenal gland, with very small amounts also from the ovary.
They are less biologically active than the other androgens and their role
is not clear, however, levels of DHEA decline with age. Some DHEA is
converted into testosterone in the tissues. DHEA sulphate is easily
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measured and provides a reliable means for evaluating abnormal adrenal
androgen levels.

Androstenediol is moderately androgenic and is the intermediate
hormone between the formation of testosterone from DHEA. In hirsute
women the levels of androstenediol is twice that of normal women.

The carrier proteins

Most of the steroid hormones circulate in the plasma bound by
proteins (albumins and globulins). Each hormone appears to have a
specific binding globulin or carrier protein which is responsible for
its transport. When the hormones are bound to the globulins, they
are less able to interact with target tissues than when they are floating
‘free’ in the plasma. They are also protected from inactivation and
breakdown.

Sex hormone-binding globulin (SHBG)

SHBG is synthesised in the liver and its production is increased by
oestrogen, and by an excess of thyroid hormone. It can bind to oestro-
gens and androgens. A number of factors lower SHBG production. These
include obesity, insulin resistance, excessive levels of testosterone, the
administration of progestogens, glucocorticoid hormone excess as seen
in Cushing’s syndrome, growth hormone excess (acromegaly), and thy-
roid hormone deficiency. The level of SHBG controls oestrogenic activity
by reducing the amount of ‘free’ oestrogen that can interact with target
cells.

Cortisol-binding globulin (CBG)

CBG, also known as transcortin, is the carrier protein for both cortisol
and progesterone. More than 90 per cent of progesterone is bound to
CBG, which regulates the amounts of available progesterone in the same
way that SHBG does for oestrogen and androgen.

64 MAINTAINING ORDER AND BALANCE



Maintaining hormonal
balance
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luteal phase defect

In health, hormones (and prostaglandins) act together to initiate the res-
ponses which culminate in a normal menstrual cycle. Many gynaecological
complaints can become apparent when hormone levels change.

These changes can be related to an absolute deficiency of a hormone
(when a woman becomes menopausal for example); or a ‘relative’
deficiency (a hormone may be relatively lower than it ought to be, or
relatively lower in relation to other hormones). This is one theory of,
for example, premenstrual syndrome (PMS), when relatively low levels
of progesterone in relation to oestrogen are thought to give rise to a
range of premenstrual symptoms.

On the other hand, hormone levels can be too high, exposure
to them can be excessively prolonged, or they can occur at levels that
are too high in relation to other hormones. Women with endometriosis
and fibroids, for example, are thought to be exposed to relatively high
levels of oestrogen for too long. Alternatively, conditions may occur
because the growth-promoting effects of oestrogen are not counter-
balanced by adequate exposure to progesterone. This is termed
‘unopposed oestrogen’.
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TOO MUCH OESTROGEN
Prolonged exposure to oestrogen

The main reason modern women are affected by more oestrogen is
simply that they have more periods per lifetime. The average age of
menarche (a woman’s first period) is becoming progressively earlier, the
average age of menopause is getting later, and women are having fewer
children than their forebears.

Oestrogen excess does not occur because the ovaries make too much
oestrogen—on the contrary, there is usually a problem with availability
and clearance of oestrogen. Symptoms may include heavier than usual
menstruation, longer than usual menstrual periods, and premenstrual
tension. Increased incidence of menorrhagia, endometriosis, fibroids,
fibrocystic breast disease and breast and endometrial cancer have been
associated with relative oestrogen excess.

Excessively high levels of oestrogen are comparative and cannot be
detected by a single blood test. Researchers speculate than an imbalance
may be the mechanism of disease initiation and test their hypothesis by
comparing blood levels and/or the length of oestrogen exposure (time
when periods started, number of pregnancies, breastfeeding, menopause,
etc.) of large numbers of well women with those who have the oestro-
gen-dependent complaint.

Environmental oestrogens can also be introduced into the body and
are emerging as significant risks for disease development.

Unopposed oestrogen

Oestrogen is proliferative and stimulates growth of tissues that are
responsive to it, as occurs, for example, in the endometrial lining. An
adequate rise and fall of progesterone is required to facilitate proper
shedding at menstruation, which protects against endometrial hyper-
plasia and cancer. Without adequate levels of progesterone there is also
an increased risk of other oestrogen-related conditions including endo-
metriosis and fibroids. In the breast, unopposed oestrogen may increase
the risk of breast cancer. Many hormone replacement therapy (HRT)
preparations now contain both oestrogen and progesterone, based on
the understanding of the protective effects of progesterone in the endo-
metrium.

Poor clearance of oestrogen

Women today, compared with women of earlier eras, are relatively
over-exposed to the stimulatory effects of oestrogen because the modern-
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day lifestyle seems to impair oestrogen clearance via the liver and bowel,
and favour higher circulating levels of available (biologically active)
oestrogens in the blood.

Diet and obesity increase oestrogen levels
Diet

Epidemiological studies have identified diets containing excessive
amounts of refined carbohydrate, low levels of dietary fibre and high
levels of saturated fats with an increased risk of oestrogen-dependent
conditions including cancers.

Fat intake

Saturated animal fats encourage the growth of intestinal bacteria which
produce an enzyme called beta-glucuronidase.! This enzyme converts
oestrogen into a form that can be re-absorbed from the bowel, and
women who eat more fat have significantly higher blood levels of
oestrogen than those on low-fat diets.? Conversely, reducing fat intake
leads to lower oestrogen levels by increasing oestrogen clearance.?
A high fat intake has been linked with benign breast disease, breast
cancer, heavy menstruation, endometriosis and fibroids. See page 369
for sources of saturated fats and tips to reduce dietary intakes.

Obesity

Obesity is not just being overweight or carrying a few extra kilos. Women
at increased risk are substantially overweight and are in the highest
percentile of the body mass index.* Obesity can disrupt the menstrual
cycle by interfering with normal ovulatory function and is also associated
with elevated oestrogen levels. More fatty tissue means a greater ability
to convert androgens into oestrogens in fatty tissue and can lead to an
increased risk of breast cancer,® fibroids® and endometriosis.”

There is also a suggestion that the type of obesity may play a role.
Women with a high distribution of upper body fat (high waist meas-
urement), tend to have lower levels of SHBG, and therefore more free
oestrogen.®
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Dietary and lifestyle changes to reduce
oestrogen levels

Diet

Dietary fibre

Dietary fibre reduces oestrogen levels in the blood and urine,’ possibly
by influencing the enzyme produced by intestinal bacteria (beta-
glucuronidase). A diet which is high in fibre and low in fat reduces both
the activity of this enzyme and the amount of deconjugated oestrogen
able to re-enter the bloodstream. Vegetarians have significantly lower
bacterial enzyme activity than meat eaters because they tend to have a
higher fibre diet and a lower intake of fats.

The fibre which occurs as a component of whole food is preferable
to fibre-only breakfast cereals which provide no other advantageous
nutrients.

Fibre can be either soluble or insoluble. Insoluble fibre cannot
be broken down by the digestive system although it is modified by the
microflora of the gut. Wheat bran is an example of an insoluble fibre.
Soluble fibre refers to fibre that is water soluble, and includes mucilages
(as in psyllium husks), pectins (as in skins and rinds of fruits and
vegetables) and lignans (as in linseeds). (The soluble fibres have broad-
ranging beneficial effects—they lower cholesterol, reduce elevations in
blood sugar after eating, make bile more soluble and promote the
growth of beneficial gut bacteria.) Lignans exert oestrogenic effects
when converted by gut flora to enterolactone and enterodiol. These
weak oestrogens are believed to protect against the proliferative effects
of endogenous oestrogens and thus, for example, reduce risk of breast
cancer.!?

Cultured milk products and yoghurt

The bacteria in yoghurt, Lactobacillus acidophilus, also reduces the
activity of beta-glucuronidase!' which suggests a positive effect on
oestrogen excretion from eating yoghurt and fermented milk products.'?
Researchers found that eating these foods is associated with a lower
incidence of breast cancer, which they attributed either to the reduced
re-absorption of oestrogen or to other immune-enhancing effects of the
Lactobacillus bacteria.'?

Phyto-oestrogens

Phyto-oestrogens or plant oestrogens have diverse effects on oestrogenic
activity in the body. They can prevent oestrogens produced in the body
from binding to their receptor sites via a mechanism called ‘competitive
inhibition’. They are also capable of slowing down the conversion of
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androgens to oestrogen that normally occurs in fatty tissue;'* and they

can make oestrogen relatively unavailable by increasing levels of oestro-
gen’s carrier protein, SHBG.!S When more oestrogen is bound to SHBG
less is available to bind to oestrogen receptors.

The cabbage family

Constituents found in the cabbage family vegetables and herbs (the
indoles) can increase the rate at which the liver changes oestrogen into
the water-soluble form which can be excreted in the faeces.'® Indoles
also competitively inhibit oestrogen!” and seem to inhibit the growth of
breast cancer cells.!®

The cabbage family vegetables can be consumed regularly by women
who have oestrogen-dependent conditions. They include all cabbages,
broccoli, brussels sprouts and radicchio. Capsella bursa-pastoris is a
medicinal herb from this family which is used for abnormal uterine
bleeding.

Protein intake

Adequate intakes of protein are necessary for the metabolism of oestro-
gen in the liver.” Since many conditions are associated with excess
protein intake, it is recommended that protein be taken in the form of
grains, legumes, lean meat, fish, organic chicken and eggs, and that it
constitute no more than 60 g daily.

Vitamin B,

Vitamin B, apparently has indirect effects on oestrogen. In vitamin By
deficiency, tissues in the uterus and breast have been shown to have
increased susceptibility to the stimulating effects of oestrogen, and
B-deficient women with breast cancer have a poorer survival rate.?’
The positive effects of B, may occur because the vitamin behaves like
a pharmacological agent and alters the bodily changes induced by
oestrogen excess.?!

Alcohol

The effects of alcohol on oestrogen metabolism and oestrogen-related
disorders are complex. Moderate alcohol consumption (one glass of beer,
one glass of wine or one shot of spirits daily) has been associated with
reduced levels of oestrogen, and a lower incidence of uterine cancer
(particularly in overweight women);?> but an increased risk of breast
cancer.”? Women with other risk factors for breast cancer may be wise
to keep alcohol intake to a minimum. For other women, especially
women with an increased risk of cardiovascular disease, a moderate
intake of red wine (one to two standard glasses every second or third
day) seems to be beneficial.
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Liver clearance of oestrogens

Natural therapists treat symptoms related to ‘liver congestion’ with
bitter herbs or foods (known collectively as ‘bitters’). Bitters increase
bile production and dilute the bile salts; they also increase the clearance
of cholesterol and, perhaps, oestrogen. Bitters are Cooling and are
prescribed for symptoms which indicate excess Heat such as irritability,
acid regurgitation, headaches, excessive bright-red menstrual flow, dry
stool and facial acne.

The exact mechanism whereby bitter herbs affect the menstrual cycle
is unknown. Hepatic conversion of oestrogen may be accelerated, perhaps
in conjunction with the increased rate of bile flow known to occur when
bitter herbs are taken. Their primary site of action might be to alter the
bowel flora. The effects are likely to be quite complex, however, since
bitter herbs are a large and diverse group with many different actions.
Some are known to have separate effects on the uterus which may act in
tandem with any oestrogen-clearing effects. The important bitters for
gynaecological complaints are discussed in Chapter 19.

Foods high in methionine assist with the methylation of oestrogen,
the chemical reaction the liver uses to break down oestrogen (oestradiol)
into the less potent form (oestriol). Beans, legumes, onions and garlic
are high in methionine.

Exercise

Exercise helps with oestrogen clearance, and women who exercise tend
to have lighter and less frequent periods.”* See also pages 225-8.

TOO LITTLE OESTROGEN

A relative oestrogen deficiency occurs when too much oestrogen is
removed from the body, too little is recycled via the enterohepatic
(entero—bowel, hepatic—liver) circulation, and/or too little of the non-
ovarian oestrogen is made in the fat cells. An actual oestrogen deficiency
occurs after menopause or when there is diminished ovarian reserve, for
example, following chemotherapy, irradiation of the pelvis, surgical
removal of part of the ovary, and during breastfeeding.

Low bone density, poor fertility and libido, irregular periods, and
premature ageing or excessive dryness and brittleness of tissues including
vagina, bones and skin, can all occur when oestrogen levels are too low.
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CASE STUDY: RELATIVE OESTROGEN DEFICIENCY

Kate's story is a good example of how a relative oestrogen deficiency
might occur. She was 24 when she first visited the clinic and had
problems associated with vaginal irritation and itching, as well as
irregular periods. She had been to a variety of doctors and naturo-
paths and had been told that she had chronic thrush and that her
irregular menstrual pattern was caused by cysts on her ovaries.

She had never responded to any of the medical or natural
treatments for thrush, but had never had a swab taken to identify the
actual cause of the problem. The origin of her ovarian cysts was also
mysterious since she had never had an ultrasound. It seemed like a
good idea to suggest that Kate have a thorough gynaecological check-
up to identify the causes of her mysterious and stubborn complaints.

The gynaecologist found that Kate didn't have thrush, but had the
type of vaginal inflammation seen in menopausal women (sometimes
called senile vaginitis). Her irregular menstrual periods were associ-
ated with erratic ovulation and low oestrogen levels, not cysts on her
ovaries. In fact all of Kate's problems stemmed from a low body
weight which was causing signs of relative oestrogen deficiency.

The gynaecologist sent her back to the clinic for some appropriate
dietary advice. Within two months of being on a sensible diet and
gaining some weight, Kate’s vaginal irritation had disappeared and her
periods showed signs of becoming more regular.

Factors which reduce availability of oestrogen
Body weight

Body weight 15-20 per cent below the ideal body weight can often
cause menstruation to stop and oestrogen levels to fall below normal.?
The cycle can also become erratic, and fertility and bone density tend
to be reduced.

Diet

Fibre

Eating too much fibre, particularly too many wheat-bran cereals, lowers
oestrogen levels and may increase a woman’s chances of developing
osteoporosis.?® Fibre taken as part of whole food does not seem to cause
this problem.
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Vitamin A deficiency

Vitamin A deficiency causes low oestrogen because of decreased activity
of the enzyme 3 beta-dehydrogenase, which is vital to the production
of oestrogen (oestradiol) in the ovary. Dietary beta-carotene from
orange, yellow and green vegetables or fruits is converted to vitamin A.
(Vitamin A supplements containing more than 2500 iu daily are not
recommended during pregnancy.)

Antibiotics

Antibiotics reduce substantial numbers of the intestinal bacteria neces-
sary to convert oestrogen to the more active form for recirculation.
Some phyto-oestrogens, especially the lignans, also need bowel bacteria
for their conversion into the active, oestrogenic form. Women who are
relying on natural oestrogens from these sources may find that antibi-
otics decrease their effectiveness. Yoghurt and cultured milks can
eventually improve bowel colonies, but trying to avoid antibiotics,
except in severe infection, is an even better idea.

Excessive exercise

Over-exercising reduces the levels of circulating oestrogens, and can
cause amenorrhoea and low bone density.?” In addition, excessive exer-
cise when nutrition or energy intake is inadequate in comparison to the
energy expended causes amenorrhoea by disrupting pituitary-ovarian
function.?® The level of circulating oestrogens is reduced, as is bone
density.

Smoking

Smoking alters the metabolism of oestrogen so that more of the inactive
oestrogen is produced. Women who smoke are relatively oestrogen
deficient,”” and tend to have an earlier natural menopause and an
increased risk of osteoporotic fractures.

Phyto-oestrogens can reduce low oestrogen
symptoms

Phyto-oestrogens can significantly reduce the low oestrogen symptoms of
menopausal women and women with a relative oestrogen deficiency. The
isoflavones, coumestrol and lignans can bind to oestrogen receptor sites
and are capable of eliciting oestrogen-like effects such as a reduction in
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hot flushes and oestrogenic changes in the vaginal mucosa. Steroidal and
triterpenoid saponins also seem to have ‘oestrogenic’ and hormone-
balancing effects, and many important women’s tonic herbs contain high
levels of these saponins. Included in this group are Cimicifuga racemosa,
Trillium erectum, Dioscorea villosa, Aletris farinosa, Panax ginseng and
Glycyrrbiza glabra. These effects are discussed in Chapter 18.

Saponins in foods and herbs have additional benefits. They seem to
improve mineral uptake by causing a mild irritation on the bowel wall,
thus making it easier for minerals to pass into the circulation,® and
they can lower blood cholesterol levels.3* Dietary sources of saponins
include soya products, legumes and potatoes with skins.

Phyto-oestrogens can improve bone density. So far researchers have
identified positive effects from Chinese herbal formulas,’° soy products?!
and coumesterol (a phyto-oestrogen).3?

More recent research on high dietary isoflavone intake from soy
protein has shown an increase in bone mineral density in post-
menopausal women but no effect when women are pre-menopausal.’’

Promensil™, a product containing isoflavones from Trifolium
pratense, showed a significant increase in bone density in one small
trial.3® Research into the effectiveness of ipriflavone, a synthetic
isoflavone, to prevent bone losss in post-menopausal women was also
initially promising. A number of early studies showed positive effects,
possibly related to increased rates of bone formation.?” However, it was
later shown that ipriflavone did not prevent acute bone loss immediately
following oophorectomy,®® and in another study, a significant number
of women developed lymphocytopenia.?’

Research into the effectiveness of concentrated isoflavone supple-
ments has been varied. A placebo-controlled clinical trial using
concentrated isoflavone supplements derived from red clover (Pro-
mensil™), showed no significant improvement in menopausal flushing
compared to placebo,* but in a later study also comparing Promensil™
to placebo, a 44 per cent decrease in hot flushes was noted in the
treatment group.*!

PROGESTERONE DEFICIENCY SYNDROMES

After ovulation, the ovary produces progesterone from the corpus
luteum which has developed within the mature ovarian follicle. This
structure becomes filled with blood containing cholesterol as the pre-
cursor to progesterone formation. If pregnancy occurs, the production
of progesterone from the corpus luteum continues for about seven
weeks; if preganancy does not occur, the period begins fourteen days
after ovulation with the demise of the corpus luteum.

Progesterone is not produced when ovulation does not occur, such
as after chidbirth, miscarriage, terminations, after stopping the Pill, and

MAINTAINING HORMONAL BALANCE 73



while breastfeeding. Absence of progesterone secondary to ovulatory
failure is also seen in dysfunctional bleeding patterns, after stressful
events, around and after the menoupause and at menarche.

Over the years, numerous attempts have been made to define the
relationship between progesterone and gynaecological complaints such
as premenstrual syndrome, dysfunctional bleeding patterns, cyclic breast
disorders, infertility, endometriosis and fibroids. Although no consensus
has been reached, inadequacy of progesterone is thought to be impli-
cated in these conditions at least some of the time. Problems might arise
because of faulty progesterone synthesis or availability; an abnormal
level of progesterone relative to other hormones; or because tissues lack
normal receptivity to progesterone.

The scientific literature describes a number of syndromes that are
associated with inadequate progesterone—also known as corpus luteum
insufficiency. These are the the luteal phase defects which cause iden-
tifiable problems with the endometrium and infertility; latent hyper-
prolactinaemia which can contribute to infertility, PMS and cyclic breast
pain; and abnormal tissue receptivity which can lead to problems in any
of the progesterone-sensitive tissues. Other mechanisms associated with
inadequate progesterone levels relative to oestrogen are covered in the
section on unopposed oestrogen on page 66.

Luteal phase defects

The term ‘luteal phase defect’ describes inadequate transformation of
the endometrium during the secretory (luteal phase) of the cycle that
can cause infertility. Luteal phase defects are estimated to affect 3-4 per
cent of women who have unexplained infertility and up to 63 per cent
of women who repeatedly miscarry.*? it has also been shown that 6-10
per cent of women who are fertile have an inadequate luteal phase.*
A number of problems have been described that are associated with a
deficiency in progesterone production or with normal levels of proges-
terone that do not adequately stimulate the endometrium:

Abnormal follicular development

Inadequate secretion of FSH and LH from the anterior pituitary gland
can lead to abnormal follicular development. Normally, FSH stimulates
the granulosa cells of the developing follicle to produce oestradiol from
androstendedione. A decrease in FSH release results in abnormal follicle
development with lower oestradiol levels and decreased progesterone
production.
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Abnormal luteinisation

LH normally stimulates the theca cells of the developing follicle to
produce androstenedione. An adequate LH release can cause a decrease
in androstenedione, and also contribute to the inadquate hormone
production described above (a decrease in oestradiol and lower proges-
terone levels). Additionally, a lower than normal LH surge at ovulation
causes deficient progesterone due to inadequate luteinisation of the
granulosa cells.

Luteinised unruptured follicle syndrome

Luteinised unruptured follicle syndrome is defined as failure of the
primary follicle to release its ovum within 48 hours of the LH blood
peak. This is coupled with lower luteal-phase concentrations of oestro-
gen and progesterone. Hormone levels prior to the expected ovulation
are normal, suggesting that the problem causing luteinised unruptured
follicle syndrome resides in the follicle itself. This syndrome is associated
with infertility and may be more common when women have endome-
triosis.**

Abnormally low cholesterol levels

Cholesterol is the vital starting compound for the production of all
steroid hormones. Abnormally low cholesterol levels result in low-to-
absent progesterone production and luteal-phase defects.

Latent hyperprolactinaemia

Prolactin secretion from the anterior pituitary is inhibited by dopamine
and stimulated by thyroxin-released hormone (TRH) released from the
hypothalamus. Latent hyperprolactinaemia is diagnosed when an exces-
sive prolactin release is observed following an intravenous injection of
TRH. Slightly elevated prolactin levels have been associated with inad-
equate progesterone production and an abnormal menstrual cycle with
a shorter luteal phase.*® Clinically, latent hyperprolactinaemia is sus-
pected when women present with complaints such as premenstrual
breast pain, PMS and infertility.

Uterine abnormalities

Uterine abnormalities cause changes in the blood vessel development
and blood flow of the endometrium even in the presence of normal
progesterone levels. Fibroids, uterine septa and endometritis are respon-
sible for inadequate development of the endometrium.
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Abnormal tissue responsiveness to progesterone

Another way of explaining how problems can arise with progesterone
is the theory that tissues can lack the normal receptivity to a range of
hormones that usually have a role in the development or function of
those tissues. This lack of receptivity may occur in the developing
follicle, the endometrium or other progesterone-sensitive tissues such as
the breast. Tissues may lack receptivity to progesterone itself or alter-
natively may lack hormonal sensitivity to FSH, LH or prolactin,
ultimately causing an abnormality in progesterone production.

For example, when the corpus luteam fails to develop because the
follicular tissue lacks normal responsiveness to either FSH or LH, lower
levels of progesterone will be the result. Alternatively, progesterone
receptor binding might be faulty in the endometrium, causing delayed
development of this tissue and problems with either fertility or the
functioning of the uterine lining during menstruation. In other tissues
such as the breast, a lack of progesterone receptivity might cause cyclic
breast pain. PMS has also been associated with decreased responsiveness
of the progesterone receptor.*®

Progesterone and menopause

Progesterone production is reliant on ovulation and the development of
the corpus luteum. Beginning during the peri-menopausal years, ovula-
tion rates begin to decline and eventually stop with the onset of
menopause. This is the normal biological sequence of events for all
women and results in a decline in oestrogen levels throughtout the
month, along with lower levels of progesterone during the luteal phase
of ovulatory cycles. In those cycles where ovulation fails completely,
progesterone levels are negligible.

Over the years, attempts have been made to delay this biological
certainity and the symptoms that accompany it with HRT. The common
prescriptions are some form of oestrogen with progesterone for women
who have a uterus, or oestrogen alone for those who have had a
hysterectomy. The new form of HRT now being proposed for meno-
pausal symptoms by those who follow the recommendations of Dr John
Lee*” is progesterone (marketed as natural or bio-identical progesterone).

Some women have enthusiastically embraced this form of HRT on
the understanding that ‘natural’ means ‘safe’—or that no side effects
means an absence of risk. Some natural products are quite unsafe and
this may yet turn out to be the case with ‘natural progesterone’. In
addition, the absence of side-effects in the short term is not a reliable
predictor of a lowered risk of diesase with long-term use. Women
considering taking this form of HRT and practitioners who are advising
it should read the section on bio-identical hormones on page 520.
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Making a diagnosis

Progesterone deficiency can be diagnosed clinically or by tests. These
range from simply keeping a menstrual diary to taking the basal body
temperature, determining the length of the luteal phase and, for infertile
women, blood tests for progesterone levels and/or an endometrial
biopsy.

A menstrual symptom questionnaire can be filled out daily for one
or more months to ascertain the type, severity and timing of symptoms.
Symptoms associated with a progesterone deficiency or lack of avail-
ability only occur during the luteal phase of the cycle and include
tension, irritability, anxiety or other mood changes.

Basal body temperature (taken by mouth) can be used to determine
the availability of progesterone in the luteal phase. The temperature is
taken first thing in the morning before any activity at all (including
talking or rolling over in bed), and represents the temperature when the
body is at rest. An old-fashioned mercury thermometer gives the most
accurate reading. The slight but detectable rise in the temperature
associated with progesterone has been shown to be reliable 77 per cent
of the time.*®

The length of the luteal phase can be measured. The exact date of
ovulation is needed and fewer than eleven days from ovulation to the
period are highly suggestive of luteal phase defects. Ovulation can be
detected using the basal body temperature, a mid-cycle blood or urine
test to check for the mid-cycle surge in LH, or an ultrasound scan to
view the developing follicle. A scan is the most accurate way of detecting
the ovulation date—the least effective way is to subtract fourteen days
from the onset of bleeding.

Blood levels of progesterone are usually taken between seven and
nine days after ovulation, and readings consistently below 10 nanamol/
millilitres are indicative of abnormally low progesterone. However,
blood tests to determine progesterone levels are not 100 per cent reliable
because progesterone readings fluctuate widely and can range from
normal to very low within a short time span.*

An endometrial biopsy might also be suggested if women have
undiagnosed infertility to evaluate endometrial development—Iluteal
phase defects are associated with slow endometrial maturation. About
one-third of all women have abnormal endometrial development, and
so the abnormality needs to occur in two or more consecutive cycles
before it is considered as a cause of infertility.

Treatment

Vitex agnus-castus, Paeonia lactiflora and herbs containing steroidal or
triter penoid saponins are used to regulate ovulation, and therefore
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progesterone production. They are all thought to be centrally acting—
that is, they work on the hypothalamic-pituitary-ovarian axis.

The saponin-containing herbs are a specialised group of phyto-
oestrogens found in many of the medicinal plants used for gynaeco-
logical complaints. They have a similar structure to the steroid
hormones. Their precise action is unknown, but they seem to interact
with receptors in the hypothalamus and pituitary glands and increase
fertility and ovulation (and therefore progesterone production). They
are primarily indicated to improve levels of progesterone relative to
oestrogen. Examples of plants containing saponins are Dioscorea villosa
and Tribulus terrestris. An alternative mechanism of action might be to
improve ovarian tissue sensitivity or receptivity to the action of the
gonadotrophins.

Linseed meal has a number of positive regulatory effects on hormones
and menstrual cycles. The lignans enterodiol and enterolactone are
formed in the intestinal tract from precursors in linseed meal. Linseed
meal has been show to increase ovulation rates and lenghten the luteal
phase in women with normal menstrual cycles. Although flaxseed (lin-
seed) meal does not increase luteal phase progesterone concentrations, it
does increase the luteal phase levels of progesterone relative to
oestradiol.’°

Secondary causes of anovulation and/or relative progesterone defi-
ciency also need to be addressed—stress with nervine tonics, sedatives
and adaptogens; low body weight with appropriate diet; excessive exer-
cise with a reduction; and other metabolic or hormonal conditions (for
example, thyroid disorders) with medical, herbal or dietary intervention.

Vitamin B, vitamin E, evening primrose oil and magnesium are also
used for the symptoms associated with progesterone deficiency.

Some practitioners recommend ‘natural’ or bio-identical forms of
progesterone. These are a type of hormone replacement and do not
rectify the underlying problems causing the progesterone deficiency
syndromes. In fact, because of the feedback response where endogenous
hormone level decline in the presence of replacement hormones, the net
result is likely to be a lowering of the body’s attempts to secrete
progesterone. The decision to use any form of hormone as a replace-
ment, natural or otherwise, must be made according to the desired
outcome. Women who are trying to eradicate problems by re-
establishing normal hormone levels might be better served by using
herbal preparations; those who are interested in symptom control could
try either herbs or progesterone; those who have tried herbal treatment
and failed to establish a normal cycle should consider hormonal prep-
arations to protect the endometrium. In all cases, the advice of a
professional skilled in this area is recommended.

Premenstrual syndrome, benign breast disease, dysfunctional uterine
bleeding and endometrial hyperplasia are discussed fully in the appro-
priate sections.
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ANDROGENS

The androgens are a group of hormones found in both men and women
that have masculinising effects. Women usually have much lower levels
of androgens than men, but some conditions can give rise to higher
than normal levels of androgens in women and lead to erratic menstru-
ation or amenorrhoea. Alternatively, androgens can be lower than
normal and might cause some of the symptoms normally associated with
the menopausal transition. The effects of androgens, where and how
they are produced, are discussed in Chapter 4 ‘Hormones’.

Androgen excess

Causes

A number of gynaecological and other conditions can lead to excess
androgen production.

e Ovarian causes:
Polycystic ovarian syndrome, androgen-producing tumours of the
ovary, hyperthecosis.

e Adrenal gland disorders:
Congenital or adult-onset adrenal hyperplasia, androgen-producing
tumours of the adrenal gland.

e Drugs:
Some drugs can cause androgenising effects and can also interfere
with menstrual flow and the regularity of the cycle: Phentoin sodium
(Dilantin), and some of the progestogens such as dydrogesterone
(Duphaston) and danazol (Danocrine); the corticosteroids and
corticotrophins; and the anabolic steroids, such as Deca-Durabolin.

e Metabolic and hormonal states:
Post-menopause, obesity, Cushing’s syndrome.

Signs and symptoms

The most common effect from elevated androgens is excess hair growth,
also known as hirsutism; or excessive scalp-hair loss which is referred
to as androgenic alopecia. Acne can also become worse or can be caused
by elevated androgens, and in pre-menopausal women, menstrual irregu-
larity or amenorrhoea can also occur.
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Hirsutism, also referred to as male-pattern hair growth, is when
coarse hair grows on the chin, upper lip, cheeks, around the nipples and
between the breasts, the buttocks, lower back and the lower abdomen.
Not all hirsutism is caused by high androgen levels, however, and the
amount and distribution of hair is an inherited trait. As a rule, dark-
haired and dark-eyed women naturally have more body hair than fairer
women or Asian women.

Signs which indicate androgen excess can include acne and/or
increased male-pattern hair growth at puberty, accompanied by delayed
menarche; or when women are past menarche, changes in the amount
and coarseness of body or facial hair, especially when this is also
accompanied by menstrual irregularity.

Androgenic alopecia is another sign of androgen excess which can
occur in pre- or post-menopausal women. It is also known as male-
pattern baldness. The hair loss might occur as a generalised thinning all
over the scalp or might be localised to the crown. The rate of hair loss
is variable and the hair usually becomes thinner and finer. Complete
baldness does not occur. Menopausal women can develop androgenic
alopecia, facial acne and hair growth even when their androgen levels
are not markedly elevated above normal. This is thought to be brought
about by the decline in oestrogen levels, which leads to lower SHBG,
along with an increase in, or an increased sensitivity to, adrenal
androgens.

Signs of severe androgen excess, also known as virilisation, such as
enlargement of the clitoris and reduced breast size are rare. Usually,
androgen-producing tumours of the ovary or adrenal gland are respon-
sible for the extremely high androgen levels. Some drugs such as danazol
can also cause virilisation.

Diagnosis

The first step is to test for an elevated serum testosterone level and the
levels of the carrier protein, SHBG. Serum testosterone is the best
indicator of ovarian androgen production and SHBG gives an indication
of how much testosterone is unbound and therefore able to exert
androgenising effects. The free androgen index (FAI) is a measure of
ubound androgens and gives another indication of androgen activity.
Ovarian androgen production is elevated in polycystic ovarian sydnrome
and androgen-producing ovarian tumours.

DHEA sulphate is the most reliable test for evaluating abnormal
adrenal androgen levels when adult-onset adrenal hyperplasia or androgen-
producing adrenal tumours are suspected. Women with adult-onset
adrenal hyperplasia often have a short stature, elevated blood pressure,
menstrual irregularities and hirsutism.
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In many cases of hirsutism, acne or male-pattern baldness, androgen
levels are normal, and the problem seems to arise because of an inherited
sensitivity to androgens in the pilo-sebaceous unit. The treatment for
elevated androgens or for an increased sensitivity to normal androgen
levels is the same.

N
B B The medical approach

The treatment of androgen excess is dependent on the causes. Obesity
requires weight loss; post-menopausal women are often prescribed HRT;
drugs can be withdrawn or changed; congenital adrenal hyperplasia and
adult-onset adrenal hyperplasia are treated with low doses of dexameth-
asone (a type of corticosteroid). Adrenal or ovarian tumours will usually
require removal. Oestrogen may be prescribed to increase levels of
SHBG.

The common medications used for hirsutism are either Aldactone
(spironalactone), Androcur (cyproterone acetate) or the Pill called Diane
which contains a small amount of cyproterone acetate. Aldactone,
Androcur and Diane block the effects of androgens by competitive
inhibition—these drugs prevent the androgens from being able to inter-
act with tissues which are normally responsive to androgens (such as
the hair follicle and the skin) by blocking the receptor sites on the cells.

Some of the new ‘third generation’ Pills—which contain the proges-
togens norgestimate, desogesterol and gestodene (Femoden, Marvelon,
Minulet, Triminulet and Trioden) have low androgen potency. The use
of these types of Pill, however, can increase the risk of blood clot
formation’* and they may not be suitable for all women.

Often, when drug regimes for hirsutism are stopped, the hair will
grow again, and the drug may need to be continued for long periods
of time to successfully control the problem.

The progestogen levonorgestrel, which has androgenising effects, is
contained in many oral contraceptives, and in many cases is unsuitable
for women with androgen excess. A gynaecologist should be consulted
to determine which Pill is suitable when contraception is needed and
androgen excess is a concern. The amount of progestogen in the Pill
used also influences its androgenic potential. For instance, Triphasil and
Triquilar, which have low levels of levonorgestrel, usually do not exacer-
bate symptoms of androgen excess.

Other progestogens with androgenising effects such as Duphaston,
Primolut and danazol are discussed in Chapter 20 ‘Drugs and surgery’.
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Again, the treatment depends on the cause. Women with polycystic
ovarian syndrome (PCOS) will need advice to help to treat insulin
resistance, regulate hormonal balance and re-establish regular menstru-
ation. Post-menopausal women can use vegetarian diets®® and
phyto-oestrogens’® to increase SHBG (which falls in conjunction with
the fall in oestrogen levels) to reduce the masculinising effects of
androgens. Women who are taking androgenising drugs should be
referred to their GP to discuss a change of medication if possible.

Excess male-pattern hair growth or the hair loss associated with
androgen excess can be difficult to control. Serenoa repens has been
shown to improve androgenic alopecia and may also be useful in the
management of hirsutism. The Smilax species (sarsaparilla) and Turnera
aphrodisiaca may block the effects of androgens by preventing them
from interacting with receptor sites on cells. This is known as compet-
itive inhibition. They are not as reliable, nor do they work as quickly
as drugs. When excess hair growth or loss is a serious problem, drugs
first, followed by herbal remedies to maintain the status quo, can be
the most effective combination.

Another method is to increase the rate at which androgens are
converted (aromatised) to oestrogens. Glycyrrhiza glabra, and particu-
larly a component of Paeonia lactiflora called paeoniflorin, increase the
aromatisation process and reduce testosterone levels. Peony and Liquorice
Combination, a formula used in traditional Chinese medicine, is suitable
for excess production of ovarian androgens, but its effects are often
short-lived.®”

Reducing weight or maintaining an ideal weight will help to control
androgen levels when women are obese or have PCOS. Regular meals,
a low-fat intake and low glycaemic index carbohydrates (see pages 359-
60) will help achieve this. Morning exercise, such as brisk walking or
multiple repetitions of weights that increase the heart rate, also increase
the rate of weight loss. Losing weight and a high fibre and phyto-
oestrogen-containing diet increase the levels of SHBG which binds to
androgens, making them relatively unavailable.

When excess hair growth or androgenic alopecia is the primary concern,
treatment must be continued for many months, and in some cases indefi-
nitely. It is important that the chosen remedies are considered safe for
long-term administration. This is not a condition for self-treatment. The
advice of a practitioner with knowledge in this area is essential.

The natural therapist’s approach

Androgen deficiency

The term female androgen deficiency syndrome has been recently pro-
posed to describe a number of symptoms observed in women believed
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to be associated with reduced androgens. This syndrome is characterised
by low libido with decrease in sexual desire, persistent unexplained
fatigue, and a decreased sense of well-being in associating with thinning
or loss of pubic hair’®. Reduced assertiveness and diminished muscle
mass may follow’® The symptoms of androgen deficiency syndrome can
occur even when a woman has adequate oestrogen replacement therapy.

As the decline in androgens usually starts well before the menopause,
the symptoms usually develop gradually and can manifest as early as
the late thirties. Symptoms are more pronounced in women who have
had their ovaries surgically removed because of the abrupt loss of
testosterones production by the ovaries.

Symptoms of androgen deficiency syndrome may also be seen in
women with premature ovarian failure (see page 285). Ovarian failure
induced by the use of GnRH agonists for the treatment of fibroids or
endometriosis, or following chemotherapy or radiotherapy, may lead to
testosterone deficiency. Corticosteroid use can result in reduced adrenal
androgen production due to suppression of ACTH.

Oestrogen therapy may also cause relative androgen insufficiency.
Oral oestrogens in the form of the oral contraceptive pill (OCP) or as
part of hormone replacement therapy have been shown to suppress
circulating free testosterone levels. The Pill suppresses ovarian androgen
production as well as increasing SHBG.®® Women in their late reproduc-
tive years who are on the Pill may have symptoms of low libido
associated not only with age-related declining testosterone levels but
also associated with the Pill.

Post-menopausal women may develop androgen deficiency symptoms
after commencing HRT. This is associated with a replacement oestrogen-
induced increase in SHBG combined with suppression of pituitary LH
secretion, which leads to a lessened stimulus for post-menopausal ovari-
an thecal testosterone production.®!

Diagnosis

Diagnosis is based on clinical assessment and biochemical measurements.
The biochemical measurements that are recommended are total testos-
terone, SHBG and free androgen index (FAI). Testosterone assays in
current use were designed to measure the normal range of testosterone
for men. Currently the normal level of testosterone in post-menopausal
women has not been established, nor is there a definite parameter, such
as free testosterone level, with an accepted limit below which this
syndrome can be diagnosed by blood test results. In addition, the
standard assays for testosterone at the lower end of the normal range
for the reproductive female are notoriously inaccurate, and do not
discriminate low testosterone from mid- to low-normal range.®> A‘sen-
sitive’ testosterone level is considered to reflect the androgen status more
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accurately. Blood for testing should be taken before midday and after
day seven in menstruating women, to avoid a falsely low reading.

Until highly sensitive assays become routine, androgen deficiency
syndrome may be considered in women with characteristic symptoms
and who have a total testosterone below 2nmol/L and a normal or
elevated SHBG level.%3

H N
B B The medical approach

Testosterone can be given as a tablet, injection, implant, transdermal
patch or gel. The effectiveness and safety of most of these therapies has
not been established in clinical trials in women. A 1 per cent testosterone
cream is available for women in Western Australia, but no long-term
studies are available on its use or how the absorption may vary
according to where the cream is applied.®* A small short-term study on
the use of a testosterone patch demonstrated an improvement in well-
being, mood and sexual function in pre-menopausal women with low
libido and low testosterone.®

To achieve a good therapeutic response in terms of enhanced libido,
it is desirable to restore testosterone levels to the upper end of the
normal physiological range for young ovulating women. Symptomatic
post-menopausal women on oral oestrogen therapy who have a normal
testosterone level but high SHBG, and therefore a low free androgen
index, should be changed to non-oral therapy before commencing
testosterone. A repeated blood test and clinical assessment after six to
eight weeks will be needed to ascertain if testosterone therapy is still
necessary. Similarly, taking these women off oestrogens may obviate the
need for testosterone therapy.

Androgen replacement may cause undesirable symptoms and women
may be concerned about the masculinising effects, including the devel-
opment of acne, hirsutism, deepening of the voice and excessive libido.

N

As this syndrome is a newly described condition, there are no traditional
recommendations for the specific complaint ‘female androgen deficiency
syndrome’. More commonly, a woman with symptoms corresponding to
this syndrome would be advised to eat a nourishing diet, exercise
regularly and adopt stress management techniques. Herbal tonics,
adaptogens and/or nervine tonics are prescribed as indicated by other
symptoms. Herbal aphrodisiacs and herbs with a testosterone-like action
are described on page 178 in the section on menopause and low libido.

The natural therapist’s approach
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Prostaglandins

Key words

alpha-linolenic acid fatty acid
arachidonic acid gamma-linolenic acid
dihomogamma-linolenic hydrogenated fat

acid (DGLA) leukotrienes
docosahexaenoic acid linoleic acid

(DHA) omega-3 pathway
eicosanoids omega-6 pathway
eicosapentaenoic acid prostaglandins

(EPA) thromboxanes
essential fatty acid trans-fatty acid

MAINTAINING THE ORDERLY FUNCTION OF
THE REPRODUCTIVE ORGANS

The prostaglandins, leukotrienes and thromboxanes—the eicosanoids—
are a large family of hormone-like substances involved in the regulation
of ovulation, menstruation and labour,! as well as many other non-
gynaecological events. Usually the production of eicosanoid family
members ensures orderly function—when one group causes muscle
spasm, another balances that effect by initiating relaxation; when blood
clotting is triggered, a balancing anti-clotting response is also initiated.

Sometimes, however, a variety of factors such as infection, inflam-
mation, allergy, hormone variations or poor diet cause production to
favour one or more of the family members over the others. These
imbalances may be temporary, or continue indefinitely, and are believed
to contribute to common gynaecological complaints such as period pain,
heavy periods, PMS and endometriosis.
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The prostaglandins family can be likened to an extended clan,
composed of smaller family groupings like a nuclear family. These
families include the prostacyclins and the thromboxanes as well as a
group of single individual prostaglandins. Each member of the extended
family has a broad role to play. For example, the prostaglandins
influence blood clotting, the activity of muscles and the inflammatory
responses throughout the body; while the thromboxanes are involved
with blood clotting and blood vessel activity.

Members of each of the extended eicosanoid clan are identified by
a letter of the alphabet. So, for example, one member of the thrombox-
ane family which is responsible for the clumping together of
platelets is known as TX A—part of the A branch of the thromboxane
family. The leukotriene from the B branch of its family, responsible for
attracting white blood cells to inflamed tissues, is abbreviated to LT B.
One of the prostaglandins is known as PG E, but there are many others.

Within the thromboxane, prostaglandins and leukotriene families,
each member has its own more detailed role. As with all families, some
of the members tend to be nuisances, others are more useful. For
example, one of the leukotrienes will start some of the processes
associated with inflammation, and another one, either a close or distant
clan relative, will have the role of calming everything down.

Finally, to help identify what each clan member does, what they are
made from, and what they look like, series numbers are added to the
names of the different prostaglandins, thromboxanes and leukotrienes.

e Series 1 are anti-inflammatory, relax muscles and are derived from
two fatty acids known as linoleic acid and gamma-linolenic acid.

e Series 2 and 4 come from arachidonic acid, found in the cell
membranes of animals, and are largely pro-inflammatory.

e Series 3 and § reduce abnormal blood clotting and are anti-
inflammatory, and are made from eicosapentaenoic acid (EPA).

The key players in the menstrual cycle

Prostaglandins E, series 2 (PGE 2)

PGE 2 is produced by most tissues in the body and is found in large
quantities in the ovarian follicle, the uterus and the brain. In the
endometrium, PGE 2 stops platelets from clumping together and dilates
blood vessels, leading to heavier menstrual blood loss.? In the uterine
muscle, PGE 2 strongly increases muscle contraction, while in the
Fallopian tube, it causes relaxation.

Prostaglandins F, series 2 (PGF 20)

PGF 20 (the alpha describes the structure of this prostaglandin to a
biochemist) increases as the menstrual cycle progresses, possibly because
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its production is affected by oestrogen and progesterone. PGF 2o has
the opposite effect to PGE 2 in the endometrium where it causes blood
vessels to constrict. In the myometrium, both PGF 2o and PGE 2 cause
muscle spasm and both are elevated when women have dysmenorrhoea.3

Prostaglandins E, series | (PGE I)

PGE 1 is known as the ‘good’ prostaglandin. Amongst other important
functions it stops platelets from clumping; improves sodium excretion,
relaxes blood vessels, decreases inflammation, improves the action of
insulin and regulates calcium metabolism. The exact role of PGE 1 in
the reproductive tract has not yet been determined. It is believed to have
a hormone-regulating effect which is most apparent in the luteal phase.
It may also reduce tissue sensitivity to prolactin.*

Prostacyclin, series 2 (PGl 2)

Prostacyclin (PGI 2) is produced in the walls of arteries, the uterus, the
ovarian follicle and the corpus luteum. It stops platelets from clumping
together, dilates blood vessels and relaxes uterine muscle. Thromboxane
2 (TXA 2) has the opposite effect on blood vessels and platelets. It
induces platelets to clump and blood vessel constriction. PGF 2o, which
causes uterine muscle to contract, has the opposite effect to PGI 2 on
uterine muscle.

Leukotrienes

Leukotrienes in general stimulate uterine contraction and the leukotriene
families C and D are elevated when women have dysmenorrhoea.’
Leukotriene B (LTB 4) attracts white cells to inflamed tissues and is
elevated when women have endometriosis® and may also be involved in
breast cancer.”

The omega-6 and omega-3 pathways

The stimulus for production of the different prostaglandins, thrombox-
anes and leukotrienes is complex. The ratio of each of the different
series produced is not solely dependent on the essential fatty acid
building blocks. Tissues produce eicosanoids in response to a stimulus—
inflammation, for example—and a number of other biochemical and
organ-specific events such as menstruation also influences the series of
prostaglandins, etc. to be produced.

The two pathways by which the fatty acids from foods are converted
into fatty acids which serve as substrates for eicosanoids are called the
omega-6 and omega-3 pathways. See Figure 6.1.
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TX Thromboxanes

LT Leukotrienes
PGl Prostacyclin

Figure 6.1 Essential fatty acid pathways
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The omega-6 pathway

The omega-6 pathway starts with the essential fatty acid, linoleic acid,
which is found as a major component of many seed and vegetable oils,
as well as most nuts, organ meats and human milk. Coconut oil and
dairy products contain very low levels of linoleic acid.

Evening primrose oil, blackcurrant seed oil and star flower seed oil
are also rich sources of linoleic acid as well as gamma-linolenic acid
(GLA). These useful supplements can provide a short cut to the pro-
duction of the series 1 prostaglandins by selectively increasing levels of
dihomogamma-linolenic acid (DGLA).

These seed oils have a number of useful features. They are anti-
inflammatory and can reduce the severity of eczema, asthma and
allergies; they have an important modulatory role in the immune system
and seem to be involved in the activity of the T helper lymphocytes;
and as well, they inhibit blood clotting, lower cholesterol and have a
vasodilatory effect.®

Arachidonic acid, which is converted from linoleic acid or consumed
as part of the diet, is also part of the omega-6 pathway and is the
precursor for the production of series 2 prostaglandins, thromboxanes
and series 4 leukotrienes. This fatty acid is found in animal products
including meat and eggs, as well as in human breast milk. Arachidonic
acid is not an essential fatty acid since it can be synthesised from
linoleic acid.

Changing the amounts of starting materials (linoleic acid, GLA and
arachidonic acid) is believed to be able to change the ratio of the series
1 to series 2 prostaglandins. If food sources are primarily from the
linoleic acid end of the pathway, both the anti-inflammatory and inflam-
matory series (series 1 and series 2) might be produced. However, if
the dietary emphasis is on the arachidonic-containing foods, the pro-
inflammatory series 2 effects will be favoured.’

The omega-3 pathway

The first step in the omega-3 pathway is the essential fatty acid,
alpha-linolenic acid. It is found in linseed and canola seed oils, walnut
oil, soya bean oil and dark green leafy vegetables.

The same sequence of enzymatic reactions found in the omega-6
pathway transforms alpha-linolenic acid into eicosapentaenoic acid
(EPA) and docosahexaenoic acid (DHA). The formation of EPA prefer-
entially increases the production of the series 3 prostaglandins and
thromboxanes and the series 5 leukotrienes. EPA acts as a competitive
inhibitor in the conversion of arachidonic acid to the series 2 and 4
eicosanoids because both compete for the same enzyme to produce their
respective end products. For example, when both arachidonic acid and
EPA are available, a balance of pro-inflammatory and anti-inflammatory,
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anti-thrombotic and blood-clotting, muscle relaxing and muscle con-
tracting eicosanoids are produced.

The last member of the omega-3 pathway is DHA which also
influences eicosanoid production by inhibiting the series 2 and 4
eicosanoids but, unlike EPA, does not serve as a substrate for eicosanoid
production.

EPA and DHA have a long list of therapeutic effects which includes
the reduction of platelet stickiness and the risk of cardiovascular disease;
the reduction of inflammation in conditions like arthritis; and an
improvement in conditions associated with allergic responses such as
asthma and eczema.!® These oils also have therapeutic potential in
gynaecological complaints.

The conversion of alpha-linolenic acid found in seeds and seed oils
into EPA to serve as a substrate for the beneficial series 3 prostaglandins
does not seem to proceed efficiently in humans. When volunteers ate a
low fat diet and took supplements of either linseed oil or fish oils, the
levels of EPA increased more in the fish oil group.'! The conversion of
alpha-linolenic acid from seeds is influenced by the amount of linoleic
acid in the diet and better conversion rates are seen when the omega-6
fatty acids, especially linoleic acid, are reduced.!? Oily, coldwater fish
oils seem to be the most beneficial oils for those trying to prevent or
treat cardiovascular disease, and may also prove to be more thera-
peutically beneficial for gynaecological complaints which respond to
improved levels of EPA.13

Fish oils provide an alternative source of the EPA for the production
of the prostaglandins, thromboxanes and leukotrienes. The best dietary
sources are the coldwater and oilier fish and shell fish. Fish oils are also
available in capsule form to be taken as dietary supplements.

Fatty acids for gynaecological complaints

GLA

A number of gynaecological complaints seem to respond favourably to
the fish oils and to the GLA in evening primrose and other seed oils.
To gain the best therapeutic effects, however, those foods which selec-
tively increase the series 2 prostaglandins should be avoided where
possible. The dietary advice included in Chapter 17 ‘Food for health’
outlines some possible changes that can achieve this.

Menorrhagia

Women with menorrhagia have altered prostaglandin synthesis which
includes higher than normal levels of available arachidonic acid and an
increased prostaglandins E2 synthesis (PGE 2).'* This leads to reduced
blood clotting, dilated blood vessels, and contributes to abnormal

PROSTAGLANDINS 91



bleeding. Normally, a percentage of PGE 2 is converted into prostaglan-
dins F2o (PGF 2a), which constricts blood vessels and improves clotting,
but this conversion is reduced when women have menorrhagia.

These women also have higher than normal levels of prostacyclin 2
(PGI 2). PGI 2 is another potent dilator of blood vessels and also inhibits
blood clotting, leading to increased menstrual bleeding.'S Prostaglandin-
inhibiting drugs, such as Naprogesic and Ponstan, block the conversion
of prostaglandins into PGI 2 and can reduce bleeding.!®

It may be possible to reduce menstrual bleeding by decreasing the
dietary fat intake, increasing intake of foods containing the omega-3
oils, and by taking supplements of fish oils'” or GLA.'® Both of these
oils can reduce the PGE 2 levels in some tissues. Reducing dietary fat
lowers oestrogen!” and, perhaps, arachidonic acid which is the dietary
precursor to PGE 2 production. A relative excess of oestrogen may also
be a stimulus for PGE 2 and PGI 2 production. Women on a low fat
diet often claim that their periods are lighter, but so far there is not
enough research to establish which factors are primarily involved in this
change.

Dysmenorrhoea

Higher levels of both PGE 2 and PGF 20 have been found when women
have dysmenorrhoea, and these changes in prostaglandins production
can explain the major symptoms of primary dysmenorrhoea, including
the increased uterine muscle contractility, the lack of blood flow through
the uterus (uterine ischaemia) and the lowering of the pain threshold.?’

Dysmenorrhoea is more pronounced during ovulatory cycles and is
reduced by the Pill, suggesting a relationship between a relative oestro-
gen to progesterone imbalance and the synthesis of those eicosanoids
responsible for muscle spasm. The action of prostaglandins on the uterus
is dependent on progesterone levels, and high levels render the uterus
resistant to prostaglandins-induced uterine spasm. Dysmenorrhoea
occurs when progesterone levels fall just prior to the period.

Leukotrienes also seem to be involved in primary dysmenorrhoea.
Women with severe dysmenorrhoea have increased levels of those
leukotrienes which increase uterine muscle spasm (C4 and D4)?'—a diet
of oily fish and avoidance of foods rich in arachidonic acid (meat, liver
and kidney) reduces the severity of dysmenorrhoea, and improves the
synthesis of the series 3 prostaglandins and leukotrienes.??

Fish oils seem to be particularly beneficial when dysmenorrhoea has
not responded well to the conventional prostaglandin-inhibiting drugs
(which do not inhibit the production of leukotrienes). Women taking fish
oils at doses between 2000 and 3000 mg per day report a reduction in
their dysmenorrhoea.

Many women also take evening primrose oil for dysmenorrhoea and
report a reduction in their pain. The reasons for this are unclear, but
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may be related to the observed improvement in series 1 prostaglandins
levels and a reduction of the series 2 prostaglandins. No studies have
specifically looked at these changes in relation to dysmenorrhoea.
Improvements in pain are reported from doses ranging from 1000 mg
daily for ten days premenstrually to 3000 mg daily all month.

Hormonal imbalance

One theory of the causes of PMS suggests that when abnormal levels
of prostaglandins are produced in the brain, breast, gastrointestinal
tract, kidney and reproductive tract, the symptoms of PMS develop.
A relationship between the hormones oestrogen and progesterone
(relative oestrogen excess) may be one of the factors contributing to
this imbalance. Drugs that successfully manipulate or inhibit prostaglan-
dins have been shown to relieve PMS,”? but have a number of
undesirable side-effects and cautions, discussed in Chapter 20 ‘Drugs
and surgery’.

Dietary supplements containing GLA such as evening primrose oil
and star flower oil can improve PMS?** and have far fewer side-effects.
They are believed to improve the levels of PGE 1 which reduces the
exaggerated effects of prolactin;®® however, they have not always lived
up to expectations and a number of trials failed to show any benefit in
relieving the symptoms of PMS.?¢

Suggested doses of between 3000 and 4000 mg of evening primrose
oil per day for the entire cycle are often beneficial for PMS, but should
be combined with a low animal (saturated) fat diet and an increase in
omega-3 oils for best results. In many cases, supplements need to be taken
for more than three months before positive results are observed.

Endometriosis

Women with endometriosis have a prostaglandin and leukotriene imbalance
which adversely affects ovulation, fertilisation, embryo development and
the motility of the Fallopian tube. The levels of prostaglandins and
leukotrienes also influence the degree of dysmenorrhoea.?”

Women with endometriosis have higher than normal levels of PGF
20, but lower levels of PGE 2.28 The elevated PGF 2o may contribute
to pain. Leukotriene B (LTB 4) attracts white cells to areas of inflam-
mation and is elevated when women have endometriosis.?’ The increased
activity of these white cells is thought to contribute to infertility by
interfering with either sperm, ovum or the developing embryo.3°

Rabbits suffering from endometriosis were given fish oils to examine
the effects of DHA and EPA on endometriosis. Neither PGE 2 nor
PGF 2o levels increased and the amount of endometriosis was smaller,
suggesting that fish oils are useful in treating both the inflammation
and the severity of endometriosis.3!
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Both GLA3? and fish oils?® reduce the production of LTB 4 and may
help with infertility. Star flower, fish and evening primrose oil also
improve the ratio of PGE 1 to PGE 2 in white cells,’* which may
contribute to a reduction in inflammation and also improve fertility.

Women with endometriosis who have dysmenorrhoea or problems
with fertility will probably benefit more from fish oils than evening
primrose oils (or similar). Doses from 2000 and 4000 mg daily are
recommended.

Benign and malignant breast changes

Animal studies have shown that the leukotriene LTB 4 may be involved
in the development of tumours of the breast,>® and that supplements
containing linseed oil or fish oils can inhibit both the growth of tumours
and the formation of metastasis.’® Whether this is of practical signifi-
cance for women is yet to be proved.

Benign breast changes such as premenstrual pain, swelling and
increased nodularity, are thought to be related to the inflammatory
changes brought about by prostaglandins. The PGE 2 have been shown
to increase heat and inflammation in the breast and cause vasodilation.
Again an imbalance between oestrogen and progesterone (higher than
desirable oestrogen, lower progesterone) has been postulated to cause
an oestrogen-directed increase in the synthesis of the inflammatory
prostaglandins. A second effect, brought about by inadequate synthesis
of PGE 1, is thought to amplify the effects of prolactin on breast tissue,
and aggravate swelling and pain.3”

Oils containing GLA, which selectively enhance the production of
the series 1 anti-inflammatory prostaglandins, are prescribed to moder-
ate the effects of prolactin on breast tissue.
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Adolescence
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In the years when they are beginning to menstruate, young women
experience a range of physical and emotional changes. Some take these
changes in their stride and appear not to be affected by them; others
have a difficult time coping. Generally, it is not the period itself that
causes the problems: the mood swings and physical changes associated
with fluctuating hormones have the biggest impact.

The majority of these changes are normal and transitory. Others can
be overcome with treatment or altering the lifestyle. This chapter is
about signs and symptoms that occur at adolescence; what can be
remedied by appropriate self care and which problems may require the
assistance of a professional.

BODY AND MIND: THE CHANGES

Menstruation usually begins between twelve and thirteen years, but
anywhere between nine and eighteen is considered normal. This is called
menarche. Menarche is influenced by inherited factors, but a good diet,
plenty of rest and ample exercise are also necessary.

Maintaining a normal body weight is a critical factor. Menstruation
starts after a weight of about 47.5 kilograms has been attained, and
when the body weight is made up of between 26 and 28 per cent fat.!
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For menstruation to continue, the weight must be slightly higher than
the level at which menstruation commenced. Most women do not drop
below this weight unless they become anorexic or seriously ill.

About nine to eleven years

Physical changes usually start somewhere between nine and eleven years
(but between fourteen or fifteen is quite normal).

Rapid increase in height: The height and consequently weight
increase rapidly—often accompanied by clumsiness and alternating
bouts of energy and exhaustion. Growth rates are different for all
young women and almost all adolescents find these extremely rapid
changes awkward and embarrassing. This phase can lead to over-
or underweight (not necessarily associated with eating disorders—
discussed later in this chapter).

Changes in body shape: The nipples enlarge, but there is no increase
in the size of the breasts; the waist becomes more defined and the
hips rounder.

Growth of pubic hair: Sparse pubic hair appears, which can be a
paler colour at first. About two years elapse between the first signs
of pubic hair and beginning to menstruate.

Mood changes: Sudden changes in mood are common such as feeling
happy one minute and then sad or grumpy the next (adults have
these feelings too, but have had more practice in disguising them).
These new feelings might make some young women think that they
are going crazy. This entirely normal process is associated with
becoming more intensely involved with the world and other people
rather than having the more limited focus of a child.

About twelve to fourteen years

98

Changes in body shape: The hips and waist continue to change and
the breasts start to develop. The nipples increase in size and become
more prominent. The increasing levels of oestrogen cause other
changes including enlargement of the labia (vaginal ‘lips’) and the
production of vaginal secretions which are clear or slightly whitish.
Body hair: The pubic hair thickens, becomes darker and coarser.
Underarm hair grows about two years after the first pubic hairs
became apparent. These changes are related to the normal produc-
tion of weak androgens (male hormones) by the adrenal glands and
the ovaries.
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e Skin changes: The skin becomes much oilier, particularly over the
chin, nose and forehead, and this sometimes causes pimples. There
is a tendency to blush more easily (which passes).

e Changes in mood: It is usual for young women to experience big
changes in their moods when they are about to start, or have just
started, to menstruate.

e Menstruation: Menstruation starts on average at the age of twelve
and a half. Over approximately the first 40 cycles, ovulation and
menstruation gradually become more regular. Ovulation does not
occur in about 90 per cent of the cycles during the first year after
the period starts, and even after four or five years of menstruation,
ovulation may not occur during around 20 per cent of the menstrual
cycles. The changes associated with menstruation—the cycle, hor-
mones and other physical changes—are described in Chapter 3
‘Menstruation and the menstrual cycle’.

About fifteen to eighteen years

e Establishing a regular cycle: Typically, the period becomes more
regular and predictable, however, there is usually a wide range of
variation in the regularity, heaviness and frequency of menstruation
at this age. Some young women have light periods which last for a
few days, others might menstruate heavily for more than a week and
as a result, can become anaemic.

WHAT WOMEN NEED TO KNOW
The menstrual chart

Keeping a record of menstrual patterns can be useful to help a young
woman get to know her own cycle. (A menstrual symptom diary is
included on page 127, but an ordinary calendar will do just as well.)
Day one of the menstrual cycle is counted from the first day of the
period, and the last day of a cycle is the day before the proper
commencement of the next period, not counting any spotting.

Charting helps to predict the mood changes which can occur pre-
menstrually, and can also help to predict the first day of the next period,
although initially this will often be quite erratic. If supplements or
medication have been suggested to offset menstrual or premenstrual
symptoms, keeping good records helps pinpoint the best time to take
them, and can also indicate whether they were effective.

It is also useful to chart the number of menstrual days, especially
when the period is lasting for more than a week. This is helpful to
doctors and natural therapists who can use these records to prescribe
accordingly.
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Exercise

Young women are sometimes told that they should not perform a whole
range of activities while menstruating, including playing sport, having
a bath or washing their hair. This advice originates from the idea that
women have to take special care of themselves while menstruating
because having a period means being sick. Essentially, though, women
should do exactly as they please and whatever feels comfortable when
they have their period.

There are two cautions, however. First, getting cold (which may be
what the advice to not wash hair while menstruating was all about) can
aggravate period pain, and so women who swim may need to be careful
about the temperature of the water or the changing rooms. Second, some
women experience significantly more pain if they undertake vigorous
exercise while they are menstruating. In these instances, exercise is
counterproductive and should be stopped. It is certainly not the case that
all exercise is good for all menstruating women.

Pads or tampons?

When all is said and done this decision comes down to a personal choice.
Historically, both pads and tampons have been used as forms of
protection—the tampon was written about extensively in history and
used to consist of either wool, linen or, in Egypt, rolled papyrus. Both
pads and tampons have advantages and disadvantages.

These days pads are thin, absorbent and easy to wear because they
have an adhesive strip which attaches them to underwear. They come
in a variety of sizes and shapes for heavy days, night-time use, light
days and so on, and it is best to experiment with the different shapes
and types until a favourite is found.

Some women don’t like pads because pads are messy, they think the
pad might be visible through their clothes, and they are worried about
the odour of their menstrual blood. (Menstrual blood changes in odour
when it comes in contact with air.) Odour can be avoided by changing
the pad frequently and it is not possible to see the thinner pads through
clothing. Some women who have heavy periods find pads much more
convenient, and sometimes period pain seems to be aggravated by
tampons, making pads a more suitable choice.

Tampons are popular because they are invisible and greatly reduce
the possibility of menstrual blood odour. They also make swimming
possible during menstruation, which is a distinct advantage if swimming
is a favourite sport or if it relieves period pain. For a variety of cultural
reasons, some parents do not want their young daughters to use
tampons. It can also take some practice to insert tampons correctly.
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A tampon cannot get lost somewhere inside a woman’s body (it is
impossible for a tampon to pass through the opening in the cervix), and
tampons do not make a woman lose her virginity. The hymen (the
membrane which partially covers the vaginal opening until a woman
has had sexual intercourse) is not intact when women start to menstru-
ate—otherwise the menstrual flow would not be able to pass through
the vagina. The hymen is elastic and stretches to allow a tampon to be
inserted. Very slim tampons are also available.

The biggest problem experienced with tampons is inserting them
properly. Once in the correct position, a tampon should be hardly
noticeable. If discomfort is felt, the tampon should be inserted more
deeply in the vagina. The other rare complication from using tampons
is toxic shock syndrome.

Toxic shock syndrome

Toxic shock syndrome (TSS) is a rare condition, but it can have fatal
effects which are caused by the release of a toxin from the Staphylo-
coccus aureus bacteria (golden staph). The toxin attacks various organs
in the body and causes characteristic symptoms including a rash and a
high fever. ‘Toxic shock’ can affect anyone who is infected by golden
staph, but the term is most commonly associated with tampon use.

Risk factors

The exact reasons why some women develop toxic shock syndrome are
unknown, although a number of risk factors have been identified.

e Tampon use is strongly associated with the development of toxic
shock syndrome, although a few women who have not used tampons
have developed the condition, and men and young children can also
develop toxic shock syndrome if they have a golden staph infection.

e The absorbency of the tampon may be a factor, but this may be
because ‘super-absorbent’ tampons tend to be left in place for longer
which allows time for the bacterial numbers to develop and enough
of the toxin to be produced to cause symptoms.

e The type of material used in tampons may encourage bacterial
growth. Some researchers believe the absorbent synthetic fibres
change the vaginal secretions and allow more bacteria to multiply.

e  Women who use tampons for their entire period seem to be at an
increased risk of developing toxic shock syndrome. The cause for
this is unknown, but again may be related to a vaginal environment
which is conducive to bacterial growth.
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Signs and symptoms

Headaches, sore throat and aches in the joints and limbs, and
‘flu-like’ symptoms are usually the first signs of toxic shock. Typi-
cally these start several days after the beginning of the period.
This is followed by a sudden onset in fever (temperature usually in
excess of 39°C) accompanied by vomiting and diarrhoea.

After about 48 hours, there may be a dramatic drop in blood pressure
which causes the symptoms of shock. These are sweating, paleness,
dizziness, collapse and sometimes disorientation or loss of consciousness.
A skin rash often accompanies these symptoms. The skin becomes
red and then peels as though it is sunburned.

Sometimes the kidneys are affected and fail to produce urine.

Prevention

Not using tampons will dramatically reduce the chances of develop-
ing toxic shock syndrome, but since it is a very rare condition, this
is hardly necessary.

Changing tampons regularly—at least every four hours—may help
to reduce the incidence.

Using the smallest size of tampon that will absorb all menstrual loss
in a four-hour time span will reduce the tendency to leave a tampon
for long periods of time before changing it.

The super-absorbent tampons are associated with the highest risk,
possibly because of their composition.

Don’t leave tampons in overnight. A whole night is too long to leave
a tampon in place and women who use tampons during the day and
pads at night have a lower incidence of toxic shock.

Toxic shock syndrome became much more prevalent when synthetic
fibres were used in tampons and so there is a possibility that natural
fibres, such as cotton, may reduce risk. Tampons made from organic
and untreated fibres are now sold, but there is not yet proof that
they are any better.

Treatment

Toxic shock syndrome is an acute medical emergency, and women who
develop these symptoms should go immediately to a hospital for evalu-
ation. Any tampon should be removed immediately. Toxic shock
syndrome is treated with antibiotics and is likely to require admission
to hospital. This is not a condition to be treated by natural medicine.

Getting to know what is normal

One of the difficulties about getting periods is knowing what is normal.
It’s no use comparing stories with friends because everyone is so
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different. Help or advice should be sought if any of the following
symptoms are noticed:

e Any sudden changes in the menstrual cycle such as the period
becoming erratic when it was once regular; periods becoming sud-
denly very heavy or very light.

e Excessive pain during or before each period or new and unusual
pain associated with the period.

e Abnormally heavy or long periods. An abnormally heavy period
means needing to change pads or tampons every two hours; abnor-
mally long is longer than seven days.

e Any unusual spotting between the periods.

e A yellowish or smelly vaginal discharge, or any vaginal itch or
soreness.

Diet during puberty

Diet during puberty is a vexed issue. On the one hand there is the
tendency for young women to want to ‘go on a diet’ because of body
image concerns, while on the other, there is the dramatic increase in the
nutrient requirement during this time of rapid physical maturation. It
is often a time when girls cut back on sport. The dual aims of
maintaining normal weight and getting enough of the vital nutrients can
only be achieved by that oldest of combinations—regular exercise and
a balanced diet.

The rapid growth rate during this time means a young woman’s
mineral requirements escalate dramatically. Zinc, iron, magnesium and
calcium are in especially high demand. (Information pages on zinc can
be found on page 112, iron on page 248, magnesium on page 361 and
calcium on page 199.)

Surveys have shown that up to 85 per cent of women do not get
enough zinc.? Zinc helps to prevent the development of acne, and may
be especially useful when acne is excessively inflamed. It is an important
component of collagen and plays a vital role in the metabolism of
hormones linked to sexual maturation.? It is necessary for the formation
of insulin and tends to help prevent sugar cravings and blood sugar
fluctuations.

Calcium is essential during puberty because of the rapid growth of
bones. A young woman’s calcium requirements increase by 50 per cent
(from 800 mg per day to 1200 mg) during these years. Calcium is better
absorbed and maintained in bone when magnesium intake is normal.
Researchers found that around 40 per cent of women do not get enough
magnesium from their diets* and about 30 per cent of young women
(between 18 and 29) do not get enough calcium either.’

Iron deficiency is also common and is associated with anaemia,

ADOLESCENCE 103



fatigue, reduced resistance to infection, dizziness, faintness and poor
concentration. Iron requirements increase during adolescence because of
the increase in muscle mass and blood volume; and because of the
increased requirements associated with menstruation—during a period
between 15-30 mg of iron are lost. In general the iron absorption from
animal sources is twice that of vegetable sources.

The physical changes can be very taxing on the body and result in
episodes of exhaustion. When these occur, it is a good idea to get more
rest by going to bed by 10 pm. Energy drinks after school, plenty of
vegetables and, of course, limiting junk food, will also help. Follow the
diet in Chapter 17 ‘Food for health’ for a balanced eating regime.

COMMON PROBLEMS DURING PUBERTY

Mood changes

Depression and anxiety are the most common mood changes experienced
during the years when the menstrual cycle and hormones are becoming
established and regular. This can be related to the hormonal fluctuations
(somewhat like being premenstrual all the time), or to other factors
which become harder to deal with because of the additional stresses of
puberty.

Often other people recognise that someone is depressed before the
depressed person does. Sometimes the person just feels out of sorts or
doesn’t want to do anything, and because of their depression, they find
it difficult to understand their own behaviour. Always seek professional
advice for the treatment of anxiety or depression. The symptoms of
depression might be:®

e Feeling sad, tearful or crying easily or crying at things that would
not normally cause tears or sadness—while watching TV, for example.

e Finding less or no pleasure in activities that used to be fun or feeling
as though these things are boring, too hard or silly.

e Feeling irritable or agitated most of the time with everyone, including
the cat.

e Feeling unwell more than usual—for example, suffering from head-
aches or stomach-aches that are not usual or increasing in frequency.

e Not coping with school work, or being absent from school more
than usual.

e Having difficulty with concentration, daydreaming or fantasising
excessively about better things/times.

e Feeling bored, tired or sleepy all the time.

e Sleeping poorly, dreaming excessively or having nightmares; being
tired during the day and wide awake at night; wanting to sleep all
the time or not wanting to get out of bed.
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e Not eating properly, tending to miss meals, binge eating, unusual
appetite or lack of appetite.

Feeling depressed is the usual response to stress, changes, disappoint-
ment or loss. A list of the common causes of depression is included
below.

Feelings of anxiety can sometimes be hard to identify. It is common
for young women to think that they are being silly, boring, that they’re
going crazy or ‘losing the plot’ when in fact they are suffering from
anxiety. Most of the time, when the major changes in their lives are put
into perspective, they realise that a little anxiety is normal under the
circumstances. Some of the common symptoms of anxiety are:’

e Feelings of losing control, going crazy, that something traumatic is
going to happen, such as someone close may die.

e Fear of unusual things that have never been worrying before, such
as going shopping, driving in the car, going out with friends, having
to talk in front of the class at school.

e Anxiety attacks with symptoms like rapid heart beat (palpitations)
which may be accompanied by dizziness and extreme fear. This might
start suddenly and for no apparent reason, such as when trying to
get to sleep.

e Experiencing shortness of breath, difficulty taking a deep breath or
sighing a lot.

e Trembling and shaking, feeling faint and dizzy.

Like depression, anxiety is a physical and emotional response people
can develop, especially when confronted by a succession of new events.
It is also fairly common to experience episodes of ‘floating anxiety’ or
‘non-specific dread’ that don’t seem to be related to any specific event.
These feelings can sometimes be associated with physical changes like
premenstrual syndrome (see below), but might also be related to the
memory of an anxious event.

Sometimes the symptoms of anxiety and depression occur together
and the person then has what is called anxiety depression. Depression,
anxiety and anxiety depression during puberty are all usually ‘reactive’,
meaning that they occur as a reaction to too many stresses, changes and
unsettling events occurring together.

Following is a checklist of the common events that can trigger any
of these symptoms. Experiencing even one of these can lead to anxiety
and/or depression around puberty.

e A persistently heavy workload at school, especially when there is
difficulty keeping up with the work.

e A relationship break-up, or a severe disappointment concerning a
close friendship or relationship.

e Failing an exam or getting low marks after working hard on a
project.
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e Being teased or otherwise targeted at school.

e Death of someone close.

e Continual tension between parents, or between one/both of parents
and the adolescent.

e Major family changes or problems, such as separation, divorce, a
much-loved brother or sister leaving home, a family member ill or
with a drug problem, family financial problems, or unemployment.

e Other upsetting tensions at home.

e Moving house and/or moving to a new school.

e Being unwell or needing an operation.

e A difficult personal crisis.

Sometimes depression can become very serious and the individual might
even become suicidal. If this happens, they are less likely to be able to
have a reasonable and objective understanding of what is happening,
and family members or friends are often the ones who will need to coax
the person into getting some professional help. Symptoms might be:®

e An obvious personality change, being difficult to get along with or
rebellious, or being withdrawn and introverted.

e Severe changes in eating or sleeping patterns.

e Not caring about personal appearance, dressing sloppily and being
careless about hygiene.

e Saying or feeling they’re a horrible person, that they’re not worth
having around, that they’re poisonous or rotten inside, or that they
are the cause of someone else’s problems.

e Having an unreasonably low self-esteem, being unable to take praise
or feel as though they can achieve anything worthwhile.

e Using/abusing drugs or alcohol, getting ‘out of it’ to feel better.

e Saying that no one cares about them, that they wish they were dead,
that nothing matters any more, generally having a bleak outlook on
the world.

e Giving away their treasured possessions, getting their affairs in order.

e Suddenly becoming unreasonably and unrealistically happy after
having been depressed for a long time.

HE
B M The medical approach

Some doctors may suggest counselling or may arrange long consultations
so they can counsel the patient themselves. Sometimes drugs are neces-
sary, but should only be used as a last resort. The prescription of drugs
for depression and psychiatric disorders is a specialty area and it is wise
to consult a psychiatrist who is likely to be able to make the best
decision about the suitability of drugs for each case. Psychiatrist’s fees
are covered under the Medicare system.
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It is not advisable to treat severe depression, anxiety and suicidal feelings
with herbs or supplements alone. Referral to a doctor, psychiatrist or
counsellor should also be arranged.

The nervines are the group of herbs used and of these the best herb
for depression is Hypericum perforatum. This herb is known as a
nervine tonic and tends to work well in combination with other herbs
that have a calming effect.

Piper methysticum is excellent for anxiety, and is available through
practitioners. Other anti-anxiety herbs are Verbena officinalis, Scutella-
ria laterifolia, Matricaria recutita, Passiflora incarnata, Zizyphus
spinosa, Valeriana officinalis and Eschscholtzia californica.

Vitamin B complex is a general nerve tonic especially where stress,
overwork or too much study are causing the nervousness. Vitamin B
complex is a good idea before exams to maintain mental clarity, espe-
cially if exams fall on premenstrual days.

a Self care

Depression and anxiety are very rarely related to just one thing like
physical problems or stress, and so it is wise to look at all of the possible
contributing causes and not target only one area. Sometimes the stresses
aren’t going to go away for a long time and it may be necessary to
consult a counsellor or therapist for some practical suggestions for
coping with the problem.

Sometimes mood swings can be aggravated by, or related to physical
problems like PMS (see Chapter 8); or sometimes the physical problems
arise as a result of the effects of stress on the body—getting an ulcer
is an obvious example. Some of the common physical causes for anxiety
or depression might be related to hormonal imbalance, ‘burn out’ or
hypoglycaemia. If this is the case, these will need to be treated as well
so that there is an ‘all-round’ improvement.

The natural therapist’s approach

Exercise

LSD—not the well-known hallucinogenic drug, but long, slow, distance
exercise—is very useful for improving the response to stress. It is
described on page 225.

Eating well

Eliminate junk food and any foods or drinks which contain caffeine.
Follow the hypoglycaemic diet (pages 150-2) if blood sugar problems
are contributing to the symptoms.
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Reducing tension and improving sleep

The section on stress in Chapter 10 is well worth reading in conjunction
with this chapter. It outlines some self-help advice on reducing tension,
improving concentration and how to get better quality sleep.

Talk it over

Encouraging the person to talk about problems with friends and family
is usually a good idea. If friends and family are unhelpful or seem
inappropriate, the school counsellor, a trusted teacher or their health-
care practitioner may either be able to help or suggest someone who
can.

Hormonal imbalance

The types of feelings women experience when they are premenstrual are
very similar to those of anxiety or depression. These are known as PMS.
A woman with PMS is likely to have one or more of the following:

e Symptoms which disappear as soon as menstruation commences.

e Symptoms which are only evident in the last part of the menstrual
cycle—that is, in the week or ten days before the period starts.
Physical symptoms which most women experience when they are
premenstrual include breast tenderness, bloated lower abdomen,
pelvic discomfort or pain, clumsiness or headaches.

Hypoglycaemia

Hypoglycaemia, or inappropriate fluctuations in the blood sugar, can
lead to feelings of depression and anxiety. Following the hypoglycaemic
diet for several weeks will lead to a rapid improvement in symptoms if
the mood swings are related to abnormal blood sugar fluctuations.

Acne

About 50 per cent of young women between the ages of fourteen and
seventeen (and about 75 per cent of young men) develop acne. Usually
by twenty the problem has cleared up, but sometimes acne continues
into later life. Acne is embarrassing and can severely diminish self-esteem
so it is advisable to try to prevent it and to treat any sign as quickly
as possible.

Acne is not caused by ‘dirty’ skin, poor hygiene or oily hair on the
face. The real causes of acne are related to the increased levels of
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androgens (male hormones) around puberty, thickening of the tissue
around the openings of pores in the skin, bacteria which grows on the
surface of the skin, and inflammation which occurs as a result of the
bacterial infection.

The curious thing about acne is that some people have hormonal
imbalances, but don’t get any pimples. When researchers look at the
levels of androgens in the blood if someone has acne and compares
these to someone who does not, the levels are the same. This may be
related to the individual’s sensitivity to androgens—some people’s skin
just seems to be more likely to respond adversely to androgens.

Another reason that androgens may cause acne is because weak
androgens can be converted into stronger ones in the hair follicle. This
does not result in large amounts of androgens in the blood—the effect
is much more localised—but the increased levels in the skin can cause
an increase in sebum production, and acne. This seems to be an inherited
trait.

HE
B B The medical approach

Topical applications include retinoic acid (tretinoin or Retin A) for
non-inflamed lesions; or lotions containing antibiotics such as
clindamycin, for inflamed lesions. An older preparation, benzoyl perox-
ide, which comes as a cream, gel or wash, is still suggested by some
doctors. Newer preparations which contain glycolic acid (often called
fruit acid) are gentle skin ‘peels’ to remove dead skin and keep the pores
open.

Sometimes these lotions or creams can cause inflammation of the
skin (contact dermatitis) and they should be stopped until the reaction
settles down. Reducing the frequency of applications sometimes solves
this problem.

Oral treatments for acne include antibiotics or isotretinoin (Roacc-
utane). The common antibiotics used include tetracycline (Mysteclin,
Tetrex, Vibra-Tabs, Minomycin) or occasionally erythromycin if preg-
nancy is a possibility or the patient is allergic to tetracycline. The most
common reasons that antibiotics do not work is because they are not
given for long enough or are not given at high enough doses. To be
effective antibiotics need to be given for at least six to eight months
and doses may need to be adjusted if an adequate improvement does
not occur. They should be taken half an hour before food to increase
their efficacy.

Isotretinoin (Roaccutane) can only be prescribed by a specialist
dermatologist: it has a number of common side-effects including cracked
lips, facial dermatitis, severely irritated conjunctiva and eyelids, nose
bleeds from dry and sore nasal passages and certain forms of eczema.
Some people also develop photosensitivity and sunblock must be used to
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reduce risk of sunburn. Muscle and joint pains can sometimes occur and
rarely, bony outgrowths can develop throughout the skeleton. The blood
lipids usually become abnormal, and occasionally the liver enzymes are
also affected, but return to normal after stopping the medication. Women
taking Roaccutane must be on the Pill or use another suitable contracep-
tive such as a diaphragm because of the certainty of foetal abnormalities
if pregnancy occurs.

Although there are very severe side-effects from this drug, it has
made the treatment of serious acne much more reliable. Prior to this
drug, scarring and cystic acne were difficult to treat with antibiotics
alone and adolescents were faced with prolonged and serious acne that
could not be treated effectively.

N

The natural therapist’s approach combines diet, supplements, hygiene,
hormone regulation, skin healing and bacterial control. Different com-
binations of treatments seem to be effective for different people, so
getting it right can be complex.

Eliminating one supposedly problematic food group, like chocolate
or sugar, from the diet has been shown time and again to be ineffective
in the treatment of acne. But comprehensive diet changes are not a waste
of time—they do, however, have to take several factors into consider-
ation.

The diet should include plenty of fresh fruit, vegetables and fibre,
but be low in fat and refined sugar. Foods which have high levels of
beta-carotene, such as yellow and orange fruit and vegetables and dark
green leafy vegetables, and zinc should be included to reduce inflamma-
tion, assist with healing and to help regulate hormone levels.

Zinc seems to be very useful in acne, especially where the lesions
are excessively inflamed. This is assumed to be related to the general
wound-healing properties of zinc, but this mineral also has diverse
effects on hormone levels including normalising oestrogen production
and reducing excessive androgen levels.’

Chromium, from brewer’s yeast, improves acne.!? Yeast products can
aggravate, or occasionally cause problems with vaginal candida (thrush)
and gut disturbance from yeast overgrowth, especially if antibiotics or
the Pill are taken at the same time. Giving brewer’s yeast with yoghurt
prevents these problems from developing.

Acne that worsens just prior to the period is often helped by vitamin
B, either alone, or better still with B complex or zinc. Some women
take 50-100 mg of vitamin B, with 1 teaspoon of brewer’s yeast in the
week or ten days prior to their period and find this regime very useful.

A number of herbs are routinely prescribed by herbalists for acne.
These include Echinacea angustifolia, Calendula officinalis and Arctium

The natural therapist’s approach
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lappa. Vitex agnus-castus is also useful when there is severe acne
associated with hormonal irregularities, but should only be profession-
ally prescribed.

Antibacterial face washes containing tea-tree oil (such as Blackmores’
Tea-Tree Face Wash) are useful. Some people develop a contact derma-
titis from tea-tree oil products and will need to stop using them. A good
homemade face pack can be made from 2 teaspoons yoghurt, 1 teaspoon
honey and 1 teaspoon lemon or orange juice. For skin that is very dry,
add a drop of olive oil. Apply to the face for 30 minutes, and then
wash off with warm water.

Stress can aggravate acne, perhaps because stress can disrupt the
normal hormonal balance (see Chapter 10). Following the ideas for stress
relief may help to improve acne that worsens during difficult times.

Menstrual problems
Heavy bleeding and erratic cycles

Very heavy periods (menorrhagia) which occur for many months can
lead to anaemia. The cause of the problem should be established before
any treatment is started. Usually the history (the signs, symptoms and
events that accompany the complaint) are sufficient and a physical
examination is not needed.

Menorrhagia and erratic cycles are usually caused by hormonal
fluctuations and erratic ovulation. Very rarely, a congenital blood-
clotting disorder—von Willebrand’s disease—is diagnosed for the first
time during adolescence because it causes menorrhagia.

After a few years, when hormone production is more reliable, the
cycle will develop its own rhythm without any external interference. It
is rarely necessary to interfere with ovulation—either to make it more
regular with herbs, or to stop it altogether with the Pill (although
doctors often suggest the Pill for heavy bleeding). Because stress can
delay ovulation, measures to reduce stress might also be appropriate
(see Chapter 10).

The sorts of natural remedies outlined in the section on functional
menorrhagia (Chapter 11) can be used to control symptoms when
needed. Vitex agnus-castus is not appropriate for adolescent menorrha-
gia, except in a very limited number of cases. Never self-prescribe this
herb because it requires a lot of skill and knowledge to get the dose
and timing right.

Period pain

Ginger tablets, commonly sold for travel sickness, can help with
period pain. They are easy to take and are available in blister packs
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(Blackmore’s Travel Calm Ginger™).

Some young women find two

tablets (400 mg) 3—4 hourly are as effective as conventional pain killers.
Period pain is discussed in Chapter 14.

Deficiency signs and symptoms

e Slow growth

e Hair loss

e Skin conditions of various kinds
e Diarrhoea

e |Immune deficiencies

e Night blindness

e Impaired taste and smell
e Impaired wound healing
e White spots on fingernails

e frequent or severe infections
e Many skin problems

e Delayed wound healing

e Post-operative complications
e Congenital malformations

e Psychiatric disorders

e Dandruff, hair loss

e Impaired glucose tolerance

e Connective tissue disease

¢ Reduced appetite

e Exclusion diets for food allergies

e Infertility/delayed sexual maturation

e Behavioural and sleep disturbances

ZINC FOR GROWTH AND DEVELOPMENT

Sources

Oysters, fresh 45.0-75.0 Peanuts 3.0

Clams 21.0 Chicken, dark meat 2.85
Wheat bran 16.0 Walnuts 2.25
Wheatgerm 13.0 Bread, wholewheat 1.65
Brazil nuts 7.0 Shrimp or prawns .15
Ginger root, dried 7.0 Egg, whole .10
Meats, muscle 4.5-8.5 Milk, low-fat 0.75
Parmesan cheese 4.0 Oatmeal, cooked 0.5

Peas, dried 4.0 Carrots, raw 0.5

Hazelnuts 3.5 Sardines 3.0

Conditions which may be caused by zinc deficiency

Inadequate dietary intake of zinc may be due to

e Anorexia nervosa, fad diets, weight-reducing diets
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e  Strict vegetarianism

e A restricted protein diet

e long term intravenous therapy or nasogastric tube feeding
e Alcoholism

Zinc absorption may be impaired because of

e High fibre diets

e lron tablets

e Coeliac disease

e Low or absent gastric acid levels

e Alcoholic cirrhosis

e Pancreatic insufficiency

e Advanced age when zinc absorption is diminished

Zinc requirements are increased in the following conditions

e Burns, starvation, diabetes mellitus

e Diuretic use

e Use of penicillamine

e Chronic blood loss or renal dialysis

e Exfoliative dermatitis, excess sweating

e |rritable bowel syndrome, intestinal parasites and hookworm
e Alcoholism

e Liver disease, including viral hepatitis

e Chronic diarrhoea and ileostomy fluid loss

e Surgery and trauma

Specific conditions with an increased need

e Cancers

e Growth spurts and puberty
e Pregnancy and lactation

e Psoriasis
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The menstruating
years and PMS

Keywords
aldosterone latent
bitters hyperprolactinaemia
cortisol mastalgia
dopamine norepinephrine
endorphin (noradrenaline)
epinephrine prolactin
functional prostaglandin

hypoglycaemia phyto-oestrogen

glucose tolerance test

THE PREMENSTRUAL SYNDROMES (PMS)

PMS is the term used to describe a number of symptoms that collectively
occur during the luteal phase of the menstrual cycle and abate with the
onset of the period or very soon afterwards. This complaint affects a
large segment of the female population during their reproductive years.

Physical discomfort and changes in mood and behaviour are not
peculiar to the modern woman; they have been associated with men-
struation since ancient times. Originally, these sorts of symptoms were
thought to have quite bizarre origins. One of the more colourful was
the theory of the ‘wandering womb’—the womb was believed to wander
through the body looking for a baby. While on its journeys, it might
cause symptoms of ‘hysteria’ (hystera is Greek for uterus) and suffo-
cation, if it occupied the chest, or a choking sensation if it lodged in
the throat. Of course, when back in its rightful position, the symptoms
would resolve and menstruation would start, which added further fuel
to the idea of the wandering womb.
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There are a number of characteristics of classical PMS. Symptoms
are only seen during those cycles when ovulation has occurred, are
‘cured’ by menstruation, and also stop following surgically or medically
induced menopause. For a diagnosis of PMS to be made, there must be
a symptom-free interval during the follicular phase of the menstrual
cycle. A woman can develop symptoms at any time between puberty
and menopause, but women tend to begin to seek treatment more often
in their early to middle thirties. Obstetric and gynaecological events such
as childbirth or a diagnosis of endometriosis are often anecdotally linked
to the onset of symptoms. While one or several hormonal factors have
been suggested as the cause, tests have not been developed to identify
which group of hormones create the symptoms, and many of the
explanations remain speculative.

One of the biggest changes in the diagnosis and treatment of PMS
came about in 1983 when psychiatrists defined the diagnostic criteria
for what was then called late luteal phase dysphoric disorder, experi-
enced by the small subset of women who presented with severe PMS.
This name was later changed to premenstrual dysphoric disorder
(PMDD) and has been estimated to affect between 3 and 8 per cent of
women.! With the differentiation between PMS and PMDD came more
focused treatments for those women with PMDD and the general trend
in the direction of specific anti-depressants for this complaint.?

For women and their clinicians it is essential to differentiate between
the three syndromes that can worsen premenstrually—PMS, the more
severe premenstrual dysphoric disorder (PMDD), or premenstrual mag-
nification of a pre-existing complaint such as depression or irritable
bowel syndrome. Many other conditions, such as diabetes, anaemia,
abnormal thyroid function or other endocrine abnormalities, might
mimic some of the features of PMS without actually worsening premen-
strually and should also be excluded as a cause of the symptoms.

The symptoms

Despite a lack of understanding of the causes of PMS, a great deal is
known about how it makes a woman feel. A staggering 150 different
symptoms have been recorded in association with PMS. Luckily, no one
gets all of them at once. Most women have a group of complaints that
recur, but sometimes a new symptom might be apparent. Symptoms
might also change after a major biological event—such as the birth of
a child—and women tend to develop different types of symptoms as
they approach menopause. For example, headaches can become more
prevalent.

But it is the timing, rather than the exact nature of symptoms, that
is the most important indicator of PMS. The diagnostic criteria for PMS
is that symptoms must be absent in the first week after menstruation
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and before ovulation; and that the onset of the period must lead to
relief in the severity of symptoms. If a woman does not report this
pattern, other causes of her symptoms must be sought.

The most common and recurring physical and emotional symptoms
are shown in table 8.1.

Table 8.1 The common symptoms of PMS

Physical Emotional and mental
® Abdominal distension ® Nervous tension

® Breast swelling ® Mood swings

® Headaches ® |rritability

® Abnormal appetite ® Anxiety

e Fatigue and weakness e Depression

e Cyclic weight gain ® Tearfulness

® Fluid retention ® Angry outbursts

® Premenstrual acne e Confusion

® Joint pains and/or backache ® Aggression

® Pelvic discomfort or pain ® lack of concentration
e Change in bowel habit e Forgetfulness

e Palpitations ® [nsomnia or excess sleepiness
® Dizziness or fainting

e Altered libido

Incidence

PMS affects a large segment of the female population. Many women do
not consult practitioners for help, often believing that there is little to
be done. Cross-cultural studies have indicated changes in the frequency
of symptoms, but not the in type: Japanese women rarely complain of
breast symptoms; Nigerians often complain of headaches;* Anglo-
Australian women have more psychological symptoms, but Greek,
Vietnamese and Turkish women living in Australia have more physical
symptoms.*

THEORIES ABOUT THE CAUSES OF PMS

The many theories of causes of PMS include abnormal hormone levels,
discrepancies in prostaglandins or neurotransmitters, nutrient deficien-
cies or inappropriate diet. In most cases, there has been an attempt to
link these causes with treatment recommendations. Psychological factors
have been suggested and recently, there has been a shift of focus in
favour of a multi-factorial model that incorporates hormonal, dietary,
lifestyle and emotional factors as the cause of the symptoms that
develop. The symptoms and perhaps the cause also change according
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to physiological events like menarche and menopause, or after the birth
of a child.

Currently, however, management of PMS cannot be aimed at recti-
fying a well-defined abnormality. Despite many thousands of researchers
looking for an explanation we are no are no closer to finding an answer
or answers that can explain all of the physical and emotional changes
that a woman experiences premenstrually.

With the huge range of presenting symptoms that go under the
general heading of PMS, it is very likely that this is a complex multi-
factorial condition with a number of interrelated causes. Some of these
causes suggest treatment possibilities; some are likely to be academic.
The continuing lack of consensus on either cause or treatment leaves
the onus on practitioners to devise a regime that best suits the constel-
lation of symptoms described by each woman.

Hormonal factors
An abnormal reponse to normal hormone fluctuations

Symptoms may be related to central neurotransmitter changes that occur
in response to normal fluctuations in hormone levels. This theory is
described in more detail in the following section on central neurotrans-
mitters. It explains why hormone abnormalities have been difficult to
elucidate; and why therapies designed to alter hormone levels or stop
ovulation can be useful to reduce symptoms of PMS.

Premenstrual dysphoric disorder (PMDD) is also thought to be
caused by alterations in central neurotransmitters, especially serotonin,
triggered by changes in the normal circulating levels of oestradiol and
progesterone.’ The same theory has been proposed to explain the mood
changes seen when women develop PMS during the peri-menopause.
Whether these changes are responsible for all mood changes seen when
women have PMS is unknown.

Oestrogen/progesterone ratio imbalance

This theory proposes that oestrogen is too high in relation to proges-
terone. One study showed a relationship between worsening PMS
symptoms and high levels of both oestrogen and progesterone in the
luteal phase. When oestrogen and progesterone were lower, more posi-
tive moods were reported. The authors postulated that oestrogen excess
increased feelings of irritability, aggressiveness and anxiety by increasing
the availability of noradrenaline in the brain.®

The fluid retention of PMS was thought to be caused by progester-
one deficiency. Progesterone inhibits the activity of aldosterone which
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promotes the retention of sodium and water. When progesterone levels
are low, fluid retention worsens.

This theory has largely gone out of favour because studies of
hormonal profiles when women have PMS have been conflicting, show-
ing either lower progesterone,” higher oestrogen;® or that both oestrogen
and progesterone levels were normal.’

Progesterone receptors

Another theory is that PMS is not caused by abnormal hormone levels, but
by an abnormal response to normal hormone levels.!® In particular, the
progesterone receptors, may be faulty and unable to transport the proges-
terone into the cell.!' (See also pages 73-5.) The adrenal hormones,
norepinephrine and epinephrine, which are elevated during stress, also
block these receptors and make them even less responsive to progesterone.!?

Progesterone receptors are found in all areas susceptible to the
symptoms of PMS, including the brain, nose and respiratory passages,
uterus, skin, eyes and breasts; many of the progesterone receptors are
dependent on oestrogen for their initial activation, suggesting a receptor
‘priming’ problem. PMS also tends to worsen around times of hormonal
chaos (puberty, menopause and following pregnancy) when the oestro-
genic activation of the progesterone receptors is likely to be
inadequate.!?

The adrenal hormones

Abnormal communication between the adrenal gland, the hypothalamus
and pituitary glands may contribute to PMS. The adrenal gland secretes
the hormones cortisol and aldosterone which seem to be implicated in
some of the common symptoms.

Cortisol is often elevated during depression and anorexia nervosa,
but studies on depressed women with PMS indicated that they tended
to have a lower than normal level of this hormone.'* This has been
related to the intermittent and cyclical nature of PMS—when the hypo-
thalamic-pituitary unit sends continual messages to the adrenal gland as
occurs in depression; for example, the level of cortisol increases; but
when the messages only occur some of the time during the menstrual
cycle, the levels of cortisol remains lower than normal.!s

The hormone aldosterone maintains normal levels of sodium and
water in the body and plays an important role in the regulation of blood
pressure and fluid balance. It has been implicated in the fluid retention
of PMS.
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Stress can affect aldosterone secretion by triggering the pituitary secre-
tion of the adrenocorticotrophic hormone (ACTH), which stimulates an
increased secretion of hormones from the adrenal gland. Stress (and
severe blood loss) also trigger a chain of events (known as the renin-
angiotensin system) which starts with the production of an enzyme in
the kidney (renin) and also culminates in an increased production of
aldosterone.

Magnesium deficiency (to be discussed later) and low progesterone
(already discussed) also influence the activity of aldosterone. Oestrogen
also has an effect—when oestrogen levels are high, aldosterone levels
also increase, adding weight to the oestrogen to progesterone ratio
imbalance theory that suggests fluid retention occurs because of changes
in aldosterone levels secondary to low progesterone levels.

Despite the apparent validity of the aldosterone theory, it has been
difficult to verify by testing aldosterone levels. Some women were shown
to have increased urinary excretion of aldosterone premenstrually, but
their blood levels were no different from those of control women.!®

Prolactin

The hormone prolactin is thought to cause some of the symptoms of
PMS, particularly breast soreness and swelling. Prolactin is secreted by
the pituitary gland and is normally elevated in breastfeeding women.
Women with PMS are believed to develop an excessive sensitivity to
normal prolactin levels. The term ‘latent hyperprolactinaemia’ has been
coined to describe this state.

Again, however, the picture is unclear, and although some of the drugs
and herbs used for the symptoms of PMS influence prolactin levels, no
studies have conclusively shown that the prolactin levels of women with
PMS are dramatically higher than in other women.!”

Central neurotransmitters
Serotonin, noradrenaline and dopamine

Ovarian hormones have an effect on many neurotransmitters in the
brain, but interactions between oestrogen, progesterone and serotonin,
noradrenaline and dopamine are of most interest in PMS. Serotonin
regulates mood and a number of other functions, including memory,
pituitary hormone secretion, appetite and sexual urges. Depleted levels
increase feelings of depression. Noradrenaline is involved in the expres-
sion of vigilance and motivation, and high levels can induce feelings of
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hostility and irritability. Together, serotonin and noradrenaline have
effects on anxiety, irritability, pain, cognition, mood and emotion.
Dopamine improves feelings of relaxation and mental alertness, but
when levels are low, anxiety, irritability, tension and mood swings are
likely to result.

Oestrogen and progesterone receptors are found in serotonin-
producing neurons in the brain. Neuronal growth, as well as all of the
functions of the serotonergic pathways, is sensitive to the presence or
absence of these ovarian hormones.!® Women with PMS may have
abnormal functioning of the serotonergic system, which, at least some
of the time, seems to be related to lower serotonin levels and altered
serotonin transmission.!’

Oestrogen increases the production rate and receptor density of
serotonin, as well as that of dopamine, B-endorphins and noradrenaline,
while progesterone may have the opposite effect and reduce these
neurotransmitters.?’ In part, this seems to be related to the effects of
oestrogen and progesterone on monoamine oxidase (MAO) such that
oestrogen decreases, while progesterone increases, MAO activity. In the
presence of high levels of oestrogens, the decreased activity of MAO
reduces the catabolism of neurotransmitters and thus increases their
availability in brain centres; conversely, high levels of progesterone (and
progestogens) reverse this effect.

Oestrogen is also believed to enhance the deactivation of dopamine,?!
and this may be another mechanism whereby luteal phase hormone
changes can affect mood. Dopamine is also known as a prolactin
inhibiting factor because of its effect on prolactin. This raises the
possibility that there is an interaction between breast discomfort, pro-
lactin, dopamine and oestrogen. Other aspects of central nervous system
physiology, including receptors for GABA as well as receptors for the
different metabolites of progesterone, and the neurotransmitter gluta-
mate are also responsive to cyclical variation in oestrogen and
progesterone, and may be collectively or independently responsible for
dysphoria and PMS symptoms.??

Many of these theories remain speculative, and interest has focused
on serotonin and the treatment possibilities seen with the use of SSRIs.
The normal fluctuations in oestrogen levels that occur in the second
half of the cycle are thought to enhance or even trigger the abnormal
functioning or transmission of serotonin in susceptible women. As
already described, increasing levels of oestrogen in the luteal phase could
also inhibit the deactivation of noradrenaline and influence serotonergic
pathways, thus contributing to symptoms of heightened mood such as
aggression, irritability and anxiety and lead to the alterations in mood
seen in PMS. Declining oestrogen during peri-menopause seems to lead
to lower levels of serotonergic activity, which might contribute to the
depression and mood changes that are common during this phase.

120 HORMONAL LIFESTAGES



Endorphins

Endorphins are natural opiates produced in the brain which can elicit
a sense of well-being, but when too low may cause PMS. Opiate and
endorphin withdrawal cause similar symptoms to PMS and provide an
attractive explanation for some of the seemingly diverse and unrelated
symptoms seen when women are premenstrual.??

Endorphins may also regulate the release of pituitary hormones.?*
When endorphin levels are high, the levels of luteinising hormone are
low, but when a drug like the opiate antagonist naloxone is given, LH
levels increase,?’ suggesting an opioid chemical in the pituitary is affect-
ing the production of gonadotropins.

Other factors

Prostaglandins

The symptoms of PMS occur in many parts of the body and are similar
to the symptoms caused by the actions of prostaglandins. As a result,
prostaglandins have become guilty by association without a mechanism
of action having ever been proven.?® Therapies that successfully manipu-
late?” or inhibit?® prostaglandins can relieve PMS, adding more fuel to
the theory.

Candida

Candida overgrowth (also known as systemic candida or candidiasis) is
believed to cause symptoms of PMS because of the toxins that the yeasts
produce in the bowel. This is a very popular theory amongst some
natural therapists, but is difficult to validate, and a mechanism for the
purely cyclic nature of PMS has never been adequately explained. Yeast
overgrowth could occur, however, because of the hormonal imbalance
associated with changes in oestrogen levels. If so, then candida is only
one of many syndromes that can arise as a result of these imbalances.

Nutrients

The popular theory that nutrient deficiencies cause PMS has not been
substantiated. Deficiencies of vitamin B,,?° vitamin E,3° and vitamin A3!
were not found amongst PMS sufferers. This does not necessarily imply
a lack of effect—nutrients taken at larger than dietary doses are capable
of improving symptoms of disease and seem to improve PMS, and some
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nutrients may moderate imbalances in hormone levels or rectify other
problems.

Vitamin B,

Vitamin B, or pyridoxine, is one of the most popular treatments for
PMS and is believed to improve many of the abnormal hormone levels
associated with it.

Vitamin B, improves depression and anxiety associated with the use
of the Pill;*? and because of this a role was assumed for depression in
PMS. It is also necessary for the formation of serotonin and dopamine,
which reduce levels of the hormones prolactin and aldosterone associ-
ated with breast pain and fluid retention.’® Low B, levels may be
associated with a relative deficiency of dopamine, which may lead to
feelings of anxiety and irritability.3*

Vitamin B is a co-factor in the production of essential fatty acids
and the series 1 prostaglandins, and is also known to normalise low
intracellular magnesium levels in women.® Finally, a B, deficiency
increases the responsiveness of oestrogen-sensitive tissues making them
more sensitive to the proliferative effects of oestrogen.3®

Despite these hypotheses, numerous studies have failed to show a
‘better than placebo’ result from administration of vitamin B4. The
ambiguous results may have been the result of questionable trial designs
which failed to include enough women or to give B, at large enough
doses or for long enough, and did not differentiate between women who
had PMS and those who had other cyclic mood alterations.

Vitamin B, given at high doses (between 2 and 6 g for more than
twelve months3”) can cause sensory neuropathy (a type of reversible
nerve damage) which has also dampened enthusiasm for its use.

On the positive side, some larger studies have shown a positive effect
with B, in doses ranges from 40 to 200 milligrams daily,*® or when 300
milligrams is given in conjunction with other nutrients and a healthy
diet.>® At these doses, and for short periods of six months or less,
sensory neuropathy has not been seen.*’

Calcium

In one study calcium supplements relieved symptoms of water retention,
mood changes, food cravings and pain in women with PMS;*! and in
another, calcium with vitamin D improved menstrual migraine.*> Cal-
cium is an important supplement and steps should be taken to ensure
that a woman is consuming the recommended daily intake for her age.
In our clinic we find that women generally consume no more than
500 mg of calcium as an average daily intake; and often around 300 mg
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when they are dieting or have eliminated dairy products from their diets.
Supplements are often necessary to ensure adequate intake.

Magnesium

Magnesium deficiency has been associated with depression*? and
depleted levels of dopamine.** Dopamine improves feelings of alertness
and relaxation, but low levels lead to tension, irritability and anxiety.
Magnesium deficiency can also cause increased aldosterone secretion
and fluid retention but, in a strange twist, aldosterone increases mag-
nesium excretion via the kidneys. As a result, bigger and bigger losses
of magnesium lead to increased aldosterone production and so on.
Magnesium levels are best reflected by testing the red blood cell rather
than serum levels.*

Magnesium is also necessary for normal sugar metabolism. A defi-
ciency leads to increased insulin secretion*® and may cause blood sugar
instability premenstrually.

Low magnesium may be related to the diet. Magnesium absorption
may be reduced by excessive consumption of dairy products, and
excretion is increased by refined sugars. Some women with PMS were
found to eat more dairy products and refined sugars than non-
sufferers.”

PMS sufferers have pronounced premenstrual fluctuations in their
magnesium levels,*® and magnesium supplements reduce PMS symptoms
such as aches and pains, depression, irritability, mood swings and fluid
retention.*” Magnesium deficiency has been shown to be more prevalent
amongst women with menstrual headaches and migraines, particularly
when calcium levels are relatively high in relation to magnesium.’* In
fact, magnesium is one of the unsung heroes in the treatment of PMS,
and it invariably helps with symptoms. An information page on mag-
nesium is included on pages 361-2.

Vitamin E

Vitamin E improves benign breast disorders and pain,’! and also
improves tension, irritability, incoordination and other physical symp-
toms associated with PMS.>? Doses between 150-600 IU are beneficial.
While the mechanisms of action are not known, vitamin E can modulate
the production of prostaglandins and contribute to an overall anti-
inflammatory activity. Vitamin E may also improve the oestrogen to
progesterone ratio in women with mammary dysplasia.?
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Vitamin A

Large supplemental intakes of vitamin A have been linked with improved
PMS symptoms since at least 1937.5* The reasons given for vitamin A
helping the symptoms of PMS range from inactivation of the hormones
thyroxine and oestrogen in the liver to a direct anti-oestrogenic effect.’’
Large doses can quickly result in vitamin A toxicity and are toxic during
pregnancy. They should only be taken under strict supervision. Recent
trials have included vitamin A as a component of treatment and in much
smaller (and safer) doses.’®

Omega-6 essential fatty acids (EFAs)

Evening primrose and star flower oil have been the subject of numerous
clinical trials which have yielded ambiguous results. These nutrients do
not seem to work in isolation and require adequate levels of zinc,
magnesium, and vitamins C, By and B,.°” In fact, many of the reported
successes of evening primrose oil occurred when women took either B
or a multivitamin at the same time.’® EFAs’ role in PMS is discussed
on page 93.

Diet

Blood sugar levels

PMS is often associated with symptoms of hypoglycaemia, such as sugar
cravings; and with faintness, weakness and irritability when meals are
delayed. Research in the 1940s and 1950s showed that women with
PMS frequently had an abnormal glucose tolerance test (GTT) premen-
strually and a normal GTT after the period.*® Some researchers have
suggested that this change in glucose tolerance may be linked with the
luteal rise in oestrogen levels;®® others have proposed that progesterone
cannot be transported into cells which do not contain sugar, and that
progesterone levels drop because breakdown speeds up after a large
meal.®! Later research has been unable to demonstrate a hypoglycaemic
change amongst premenstrual women. Diets like the hypoglycaemic diet
on pages 149-52 improve symptoms of PMS, but this may be more
because of a healthier eating regime than any change in blood sugar
regulation.
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Psychological factors

The biopsychosocial model of PMS

The biopsychosocial (biological, psychological and social) model of PMS
proposes that biochemical changes are the essential first step in its
development, but that both social and psychological factors also have
an impact.®? Under this model, women become symptomatic when the
appropriate social or psychological stressors ‘tip the scales’ and increase
the individual’s vulnerability to hormonally induced changes in neuro-
transmitters.

This model comfortably accommodates the intermittent nature of
the PMS experienced by some women. The belief is that in symptomatic
months, stressors are sufficient to bring about problems with neuro-
transmitters and therefore lead to PMS, while in less stressful months
hormonal changes are not in themselves sufficient to elicit these symp-
toms. Treatment relies heavily on managing stress (rather than
emphasising the regulation of hormonal imbalances) with lifestyle
changes that improve the sense of well-being such as exercise, yoga, tai
chi, meditation and taking time to ‘smell the roses’.

Depression

Depression has been described as the most commonly encountered
women’s health problem in the Western world.®® Two observations have
raised the possibility that PMS is a variant of depressive illness. First,
there appears to be a relationship between prior depressive illness and
the incidence of PMS; as well, many depressed women report PMS
symptoms.

An episode of major depressive illness increases a woman’s chances
of developing PMS and PMDD,** and an association has been observed
between mood changes at menopause and a prior history of affective
disorder. Many women who have had post-natal depression develop
PMS with mood changes, or even PMDD, when menstruation recom-
mences.

On the other hand, women who are anxious and/or depressed report
more PMS symptoms, and large numbers of women with PMS have
been found to be moderately or severely depressed.®

Post-menopausal women report fewer episodes of depression, how-
ever, indicating that hormone fluctuations play a role. In addition, a
study that divided women into three groups—a ‘pure’ PMS group,
a group with premenstrual aggravation of pre-existing depression and
a ‘non-PMS’ group—found that the pure PMS group had fewer incidents
of prior depression and exhibited less neurosis than the premenstrual
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aggravation group.®® This indicates that depression and PMS might
co-exist but are not necessarily related, and that premenstrual aggrava-
tion of depression should be considered as a distinct entity (see pages
139-40).

Genetic factors

Genetics may influence the tendency for women to develop PMS. In
twin studies there is a high concordance rate amongst identical twins
when compared with non-identical (fraternal) twins and other siblings.®”
There also seems to be a familial link to PMS and to other illnesses
such as major depression.

DIAGNOSIS

There are no blood tests that can diagnose PMS. The best method of
diagnosing probable PMS is to use a prospective menstrual symptom
questionnaire which categorises the classical symptoms (see Table 8.2).
The questionnaire should show the typical variations in timing that
suggest PMS—symptoms are absent for the week following the period,
but appear at any time in the two weeks preceding menstruation, and
then decline at the beginning or in the first days of the period. Three
distinct symptom groups have been described. Some women report more
symptoms around ovulation and the week after; others are symptomatic
in the premenstrual week only; while yet others report symptoms from
ovulation through to the first days of the period. Symptoms should recur
during at least two menstrual cycles. A completed menstrual symptom
diary that does not reveal this pattern is indicative of diagnoses other
than PMS.

Merely asking a woman to recollect her PMS symptoms is unlikely
to give a reliable impression of the severity of PMS, or to indicate
whether she has PMS or another complaint—some symptoms are likely
to be forgotten, others to be overstated and yet others assigned less
importance than they should have.

The menstrual symptom questionnaire has benefits in addition to its
diagnostic value. It can be used to assist a woman come to terms with
a diagnosis other than PMS because of the visual evidence that symp-
toms are not actually becoming worse before the period. On the one
hand, a woman can use the questionnaire as a means of establishing
times when symptoms are likely to be severe and use this to change her
lifestyle appropriately, either by adopting the recommended dietary and
other changes, or by scheduling fewer activities to help minimise stress
or other influences that might be exacerbating her symptoms.
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Table 8.2 Menstrual symptom questionnaire

NAME:

AGE: MONTH:

Date

Day of cycle 112 |3[4|5]|6

22

23

24 25|26 |27 |28|29|30|31|32|33(34|35|36

Menstrual flow

PMS with mood changes

Nervous tension

Irritability

Anxiety

Insomnia

Crying/Sadness

Depression

Social withdrawal

Lack of interest in life

Craving sugar/carbs

Headache/migraine

Irritability if hungry

Fatigue

PMS with fluid retention

Breast fullness

Abdominal bloating

Weight gain

Swollen hands & feet

PMS with pain

Period pain

Breast pain

Aches and pain

PMS with depletion

Tiredness

Mental fatigue

Hot flushes

Headaches/migraines

Grading of menstruation

O—none 3—heavy
| —slight 4-heavy and clots
2-moderate

Grading of symptoms

0-none

|—mild—only slightly aware of symptom
2—moderate—aware of symptom, but does not interfere
with activities

3—severe—continually aware of symptom, but not disabling
4-very severe—disabling and unable to function



TREATMENT

For the past 50 years or more, most treatment recommendations for
women with PMS have been developed to reflect a theoretical cause.
These might include, for example, hormones for a hormonal imbalance
or supplements for a nutrient deficiency; essential fatty acids for prob-
lems with prostaglandins; or anti-depressants for abnormalities in
central neurotransmitters. However, because none of these irregularities
individually gives rise to the constellation of symptoms that make up
PMS, and because many of the proposed causes have been found to be
implausible, treatment recommendations in recent years have tended to
focus more on symptoms rather than on an evidence based approach.

In addition, the underlying causes seem to be different for a number
of sub-groups of women with PMS and treatments may need to be
adapted accordingly. For example, women in the peri-menopause seem
to experience more mood changes, which may occur in relation to
decreasing levels of oestrogens; women who have experienced post-natal
depression seem to have a heightened tendency to PMS and PMDD,
women with pre-existing depressive or other mood disorders may
become worse around the premenstrual weeks. All of this points to a
need for consulting practitioners to take the constellation of presenting
symptoms and the possible underlying causes into account for each and
every woman and then devise a treatment that will effectively improve
that woman’s condition.

N
B B The medical approach

The medical treatment of PMS either concentrates on symptom relief or
on the manipulation of the hormonal axis. As symptom relief is not an
acceptable option for many women and hormonal manipulation fre-
quently carries many unwanted risks, many medical practitioners adopt
a conservative approach which comprises some or a number of the
recommendations listed below in ‘A natural approach’, and suggest drug
therapy only for those women who do not respond to these safer
methods.

Many hormonal medications are used in PMS: some to stop ovula-
tion, others to improve the hormonal profile. These drugs include the
Pill, GnRH agonists, Danazol, oestradiol patches or implants, progesto-
gens and progesterone. (These are discussed in Chapter 20 ‘Drugs and
surgery’.) Surgery to remove the ovaries is sometimes suggested as a
radical last option; however, it is unacceptable to most women to trade
the symptoms of PMS for those of premature menopause as well as the
risk of loss of bone density.

Other common treatments are the diuretics; but these drugs will not
improve all symptoms of PMS and have been shown to be useful only
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for those women who gain weight premenstrually.®® A series of pre- and
post-menstrual weight measurements is necessary to identify those
women with weight gain who qualify for the use of diuretics, and those
women who have bloating from other causes.

Prostaglandin-related treatments are also suggested. These include
mefenamic acid (Ponstan) and naproxen sodium (Naprogesic, Naprosyn,
Anaprox), as well as evening primrose oil. These types of treatments
are more successful for the treatment of symptoms related to pain than
for mood changes, and therefore have limited application. Evening
primrose oil is discussed on pages 90 and 93 and the prostaglandin-
inhibiting drugs on pages 523-5.

Psychotropic drugs (anti-depressants and anxiolytics) have been the
subject of intensive research since 1994 when psychiatrists defined
PMDD and became involved in the treatment of premenstrual mood
changes. One type of anti-depressant drug, the selective serotonin-
reuptake inhibitors (SSRIs) accounted for only 2 per cent of
prescriptions for PMS in 1993 but rose to over 16 per cent by 1998,
becoming the second most commonly recorded treatment for PMS.®?
The effects of the common classes of psychotrophic drugs on PMS—the
tricyclic antidepressants, the SSRIs and the anti-anxiety drugs (anxio-
lytics) are described on pages 526-7.

o

d A natural approach

Despite the many theories proposed, many now believe that PMS occurs
because of an aberrant response to normal changes in the levels of
oestrogen and progesterone. Consequently, some sort of hormone modu-
lation is often suggested to influence these hormonal fluctuations and
improve symptoms. In many cases, hormone modulation is all that is
necessary.

For other women, a more complex approach may be required, for
example when sugar cravings, pain or moderate to severe anxiety or
depression accompany the classic PMS symptoms. In these cases, hor-
mone modulation can be combined with appropriate treatment for the
particular complaint.

In all cases, correctly diagnosing the origin of the accompanying
symptom is the key to successful treatment. Some symptoms—head-
aches, irritability, depression, for example—may have multiple associ-
ations. The menstrual symptom questionnaire has some symptoms
appearing in more than one grouping for this reason and can be used
as a diagnostic tool to categorise symptoms and improve insight into
the type of treatments required for an individual.

Lifestyle and dietary changes are helpful and should be recommended
as a first line of treatment for all women with PMS. Exercise, dietary
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restrictions or additions, and stress management techniques are outlined
in the self-care section on pages 141-2.

Hormone modulation in PMS

Hormone modulation is a helpful first line of treatment for those women
who have some troubling, but mild symptoms of PMS. Vitex agnus-
castus and Paeonia lactiflora are two effective herbs to relieve symptoms.
Rectification of latent hyperprolactinaemia has been suggested as one
possible explanation for the positive effects seen with Vitex (see pages
450-4). Increased entero-hepatic recycling of oestrogens may also play
a role. Many women respond to the dietary or lifestyle corrections found
in the self-care section on pages 141-2.

Symptoms

e Mood swings

e Fatigue

e Breast fullness or heaviness
e Abdominal bloating

Treatment

e Lifestyle changes as outlined in the self-care section.

o Vitex agnus-castus extract, 1:2:40 drops every morning, starting on
the first day of the cycle and continued for between three and six
months. It is specifically indicated for progesterone deficiency and
for latent hyperprolactinaemia.

e Paeonia lactiflora is often prescribed with Bupleurum falcatum and
Angelica sinensis for menstrual irregularity accompanied by premen-
strual anxiety and irritability. Paeonia must be prescribed at
appropriate dosages to be effective (see pages 454-6).

Also worth considering:

e Vitamin B, 100-200 mg, or vitamin B complex containing 50 mg
of vitamin B, for ten to fourteen days before the period.

e Bitters can be suggested to aid liver clearance of oestrogens (see
pages 326 and 483-9).

PMS with mood changes

Some women respond adversely to hormone fluctuations by developing
symptoms of anxiety or depression. These mood change symptoms can
be arranged into two categories—one consisting of symptoms relating
primarily to anxiety or heightened (negative) affect; the other to the
more classical depressive symptoms, when withdrawal and fatigue
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predominate. Most women will not fit neatly into one category or the
other, and a certain amount of overlap can be expected in symptom
reporting and in the menstrual symptom questionnaire. The grouping
of symptoms establishes an overall impression of either anxiety or
depression so that treatment can be directed at the relevant presentation.

Increasing levels of oestrogen in the luteal phase are thought to
inhibit the deactivation of noradrenaline and influence serotonergic
pathways, thus contributing to symptoms of heightened mood such as
aggression, irritability and anxiety (category A). Treatment for this
group concentrates on moderating the effects of increasing oestrogen
levels by encouraging improved entero-hepatic recycling and improving
progesterone levels.

Women who are peri-menopausal often experience more category B
depressive symptoms, which might be triggered when low levels of
oestrogen adversely influence serotonin. Those women who report
having premenstrual mood changes at any time during their life are
more likely to present with similar symptoms at the time of the meno-
pause.”? Depression and withdrawal can also occur if oestrogen levels
are inadequate when a woman has diminished ovarian reserve, is breast-
feeding, over-exercising or underweight (see ‘Too little oestrogen’,
pages 70-3).

Another group who also experience category B symptoms are those
women who are generally depleted and who are described by natural
therapists as suffering from adrenal exhaustion. The treatment for PMS
in conjunction with either low oestrogen or adrenal exhaustion is
outlined in the section below on ‘PMS with depletion’.

Symptoms

A B

e Nervous tension e Depression

e Irritability and angry outbursts e  Social withdrawal

e Anxiety e Lack of interest in daily life
e Crying e Sadness

e Increased sense of vulnerability e Waking through night
e Insomnia

Treatment

Hormone modulation will need to either reduce adverse effects of
increasing oestrogen (pages 66-70), address problems associated with
declining oestrogen (pages 70-3) or rectify adrenal exhaustion (page
215). This should be combined with:

e Dietary changes to increase the serotonin precursor tryptophan, such
as increased frequency of smaller volumes of food; no sugar or
refined carbohydrates; regular protein intake at each meal with
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increased consumption of fish, legumes, egg, lean meat and/or low-
fat yoghurt.

e Reduced intake of caffeinated drinks and alcohol.

e Herbal anxiolytics may be indicated for the increase in anxiety
and/or irritability. These herbs are usually commenced in the luteal
phase of the cycle, just prior to the expected onset of symptoms and
include: Lavandula officinalis, Valeriana officinalis, Scutellaria
laterifolia or Eschscholzia california for anxiety.

o Withania somnifera for anxiety with exhaustion.

e Anemone pulsatilla tincture for tension headache with nervousness,
especially when combined with Passiflora incarnata.

e Betonica officinalis is used for headache and anxiety states, especially
in combination with Scutellaria laterifolia.

e Hypericum perforatum may be indicated in category B symptoms
but, unlike anti-depressant drugs which are often used during the
luteal phase of the cycle only, Hypericum should be taken all month
for best results.

e Psychotherapy and counselling have been shown to improve mild to
moderate depression and anxiety as effectively as anti-depressants.
Various types of counselling and psychotherapy techniques are theo-
retically useful for women with PMS, although there have been few
suitable studies to evaluate these techniques. One study looked at
the effectiveness of cognitive behavioural therapy in PMS and found
that it was useful in improving symptoms.”!

PMS with food cravings

Sugar cravings and/or excess intake of refined carbohydrates, causing a
sugar-induced sensitivity to insulin, may be both a cause and effect of
premenstrual sugar cravings. The hypoglycaemic chart on page 149 can
be filled in during the premenstrual week and just after the period to
establish the presence and/or severity of symptoms. Abnormal glucose
tolerance may be worsened by a magnesium deficiency, an imbalance in
prostaglandins or prolonged stress. Changes in serotonin levels are also
associated with sugar and carbohydrate cravings.

Migraines or headaches are commonly seen in conjunction with sugar
cravings and careful differentiation of the underlying phenomena is
required. Oestrogen fluctuations, sinusitis, food allergies, neck and back
problems, and weather changes can all trigger migraines and may need to
be considered as causes instead of poor glucose tolerance (see pages 138-9).

Symptoms

e Craving for sweets and refined carbohydrates
e Increased appetite
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Fatigue
Headaches or migraines
Irritability, especially when hungry

Treatment

Treatment for hormone modulation combined with:

Magnesium: 200-800 mg daily of elemental magnesium in the form
of magnesium phosphate, aspartate, orotate or chelate.

Restricted sugar, refined carbohydrate and salt intake combined with
small, frequent meals, and adequate protein and complex carbo-
hydrates as outlined in the hypoglycaemic diet on pages 150-2.
Dietary and herbal bitters to regulate glucose tolerance (see
page 326).

Nutrients that improve glucose tolerance such as zinc 20-50 mg per
day, chromium 50-400 mcgm daily and manganese 10-20 mg daily
may also be indicated.

PMS with fluid retention

Fluid retention is thought to be brought about by an increase in
circulating aldosterone levels. Aldosterone may be elevated in response
to the lower progesterone secretion, elevated oestrogens, magnesium
deficiency, serotonin or dopamine irregularities, or stress. Prolactin may
be implicated when breast symptoms predominate.

Symptoms

Breast fullness
Weight gain
Abdominal bloating
Swollen extremities

Treatment

Treatment for hormone modulation combined with:

Magnesium: 200-800 mg daily of elemental magnesium in the form
of magnesium phosphate, aspartate, orotate or chelate.

Taraxacum officinale leaf as a tea is a mild diuretic and reduces
fluid retention. This herb should be taken in the morning.

Vitex agnus-castus is specifically indicated as a herbal hormone
modulator for premenstrual breast pain or swelling.
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PMS with pain

An increased sensitivity to pain is believed to be associated with pros-
taglandins imbalance. One explanation is that an excessive dietary intake
of animal fats provides the precursors for the series 2 prostaglandins.
Alternatively, rising oestrogen levels in the luteal phase can favour the
production of these pro-inflammatory prostaglandins (see page 87).
Cyclical breast pain is discussed in more detail later in this chapter.

Symptoms

e Breast pain

e Dysmenorrhoea

e Reduced pain threshold
e Aches and pains

Treatment

e Magnesium reduces sensitivity to pain in doses of 200-800 mg.

o Essential fatty acid supplements, such as evening primrose oil or star
flower oil. Daily doses of 3 g of evening primrose oil containing
216 mg of linoleic acid and 27 mg of gamma linoleic acid. The
supplements can be taken all month or from mid-cycle until men-
struation to rectify the deficiency of PGE 1.7? Vitamin B, and zinc are
necessary co-factors in the production of the series 1 prostaglandins.

e Restricted animal fats, but increased intake of raw vegetable and
seed oils to selectively decrease the dietary precursors of series 2
prostaglandins and increase the series 1 prostaglandins.

e Vitamin E, between 100-600 IU per day, can also positively influence
prostaglandin ratios. Doses of vitamin E 400-800 IU per day are
necessary to treat breast tenderness.

o Tanacetum parthenium is a prostaglandin inhibitor and is useful for
dysmenorrhoea and migraine headaches.

PMS with depletion

One group of PMS symptoms seem to be related to lower levels of
oestrogen, as is common in the peri-menopause, when a woman is
underweight, exercising excessively, or has diminished ovarian hormone
reserves for other reasons (see pages 70-3). This group of women most
commonly report premenstrual symptoms of depressive mood change
(see category B symptoms in Table 8.2 ‘Menstrual symptoms question-
naire’) in association with other low-oestrogen symptoms such as hot
flushes, migraines, fatigue, memory loss and poor word-finding.

Herbs for hormone modulation are those that regulate the fluctu-
ations in oestrogens and promote ovulation and therefore progesterone
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production where possible. Dietary phyto-oestrogens reduce symptoms
associated with oestrogen decline when consumed regularly.

Another group of depleted women are those experiencing extreme
stress leading to ‘burn out’ or adrenal exhaustion. These women might
develop concurrent mood changes from either category A or B in
Table 8.2 ‘Menstrual symptoms questionnaire’, depending on whether
they are in the ‘resistance’ or ‘exhaustion’ phase of the stress cycle (see
Figure 10.1, page 211). There is considerable overlap in symptoms with
those seen when oestrogen is low—for example, both groups can
experience hot flushes, physical fatigue and poor cognition. The history
and other accompanying symptoms will determine the direction of the
treatment.

Hormonal modulation for women who develop PMS in conjunction
with adrenal exhaustion should combine the adrenal adaptogens and
tonics with nervine tonics and anxiolytic herbs to counteract the adverse
effects of stress on the nervous system (see Chapter 10 ‘The usual
suspects’). Lifestyle changes as outlined in the self-care section should
also be adopted.

Symptoms
Low oestrogen Adrenal exhaustion
e Category B mood changes e Category A & B mood changes
o Fatigue o Fatigue
e Poor word-finding, memory e Mental fatigue, poor
loss concentration

e Hot flushes and night sweats e Hot flushes and night sweats
e Headaches or migraines

Treatment

LOW OESTROGEN

Hormone modulation with:

e Phyto-oestrogens from dietary sources (see Chapter 18, pages 394-
419) are an essential part of the treatment plan. Linseeds are
indicated because they are believed to improve ovulation rates and
therefore have the capacity to normalise both oestrogen and proges-
terone levels. Eating soya products seems to improve memory’3 and
can also reduce hot flushes.

e The herbs which contain steroidal saponins such as Asparagus
racemosa and Dioscorea villosa; or herbs with triterpenoid saponins,
of which the most important is Cimicifuga racemosa. These herbs
improve symptoms associated with low oestrogen levels.

e Glycyrrhiza glabra can also be useful, but is contraindicated when
fluid retention accompanies symptoms.
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e The Chinese herbs Amngelica sinensis combined with Paeonia
lactiflora are of benefit for peri-menopausal women or when oestro-
gen levels are low for other reasons.

o Cimicifuga racemosa and Lavandula officinalis are indicated when
premenstrual headaches are caused by a rapid drop in oestrogen
levels.

ADRENAL EXHAUSTION

Hormonal modulation with:

e Adrenal adaptogens and tonics, including Eleutherococcus
senticosus, Panax ginseng, Codonopsis pilulosa, Schizandra chinensis
or Panax quinquefolia.

MOOD CHANGES

Hormone modulation with:

e Nervine tonics and/or anxiolytics are often recommended for the
fatigue and insomnia that frequently accompanies hormone and
mood changes. Examples include Lavandula officinalis, Withania
somnifera and Scutellaria laterifolia.

e Hypericum perforatum is often suggested for depressive symptoms
in conjunction with hormone-modulating herbs.

PREMENSTRUAL DYSPHORIC DISORDER
(PMDD)

A subgroup of women with PMS, estimated to be between 3-8 per cent,
have symptoms primarily related to a serious mood disorder.”* This
condition is a more severe variant of PMS, and is characterised by
symptoms of irritability, anger, internal tension, dysphoria and mood
lability.”> It is referred to as premenstrual dysphoric disorder (PMDD)
and should be suspected when symptoms are rated as very severe in
Table 8.2 the ‘Menstrual symptom questionnaire’ (grading 4).

Symptoms

An outline of the types and severity of symptoms required for this
diagnosis was first described in an appendix to the 1994 Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition (DSM-IV)—see
Table 8.3. For a diagnosis of PMDD to be appropriate, the symptoms
must be confirmed by prospective daily ratings during at least two
consecutive symptomatic cycles. At least one of the symptoms must be
severe depression, anxiety, mood lability or anger.

Women with PMDD are severely troubled by the mood changes that
occur premenstrually, to the point of severe disruption to their ability
to perform daily tasks at work or in the home, unlike women with PMS
who may report the same symptoms but of a less disabling nature.”®
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The mood changes seen in both PMDD (and PMS) must be differentiated
from premenstrual magnification of an underlying major psychiatric
disorder.

Table 8.3 DSM-IV criteria for Premenstrual Dysphoric Disorder’’

A. In most menstrual cycles of the past year, five (or more) of the following symptoms, which begin
during the last week of the luteal phase (after ovulation) and end in the follicular phase (menses),
were present most of the time and absent in the week post menses. At least one of the symptoms
must be |, 2, 3 or 4.

markedly depressed mood; hopelessness; self-deprecating thoughts

marked anxiety, tension, feeling ‘keyed up’ or ‘on edge’

marked affective lability (feeling suddenly sad or tearful; increased sensitivity to rejection)

persistent and marked anger, irritability, or increased interpersonal conflicts

decreased interest in usual activities

difficulty concentrating

lethargy, easy fatigability, or marked lack of energy

marked change in appetite, overeating or specific food cravings

hypersomnia or insomnia

sense of being overwhelmed or out of control

physical symptoms such as breast tenderness or swelling, headaches, joint or muscle pain,

bloating, weight gain

B. The disturbance markedly interferes with work, school, usual social activities, and relationships with
others.

C. The disturbance is not merely an exacerbation of the symptoms of another disorder, such as major
depressive disorder, panic disorder, dysthymic disorder, or a personality disorder.

D. Criteria A, B and C must be confirmed by prospective daily ratings during at least two consecutive
symptomatic cycles.

— O 0N AW —

Treatment

For women with PMDD, anti-depressant drugs are an appropriate
consideration in keeping with the severity of their symptoms. The
favoured medical treatment is the class of drugs known as selective
serotonin reuptake inhibitors or SSRIs.”®

Trials involving Zoloft,”” Cipramil®® and Luvox®' were positive,
indicating that many, if not all, of the SSRIs are likely to be beneficial
in the management of PMDD. Efexor (venlafaxine), a new-generation
anti-depressant that selectively inhibits serotonin and norepinephrine
reuptake was also shown to be useful in the management of PMDD.%
Many of these drugs have been successful when used in the luteal phase
only, and trials are ongoing to determine whether this is a realistic
option for all women with PMDD.

Not all women are comfortable with the psychotropic drug option
and will want to try herbal medication as a first line of treatment. It is
questionable whether herbs will be effective for all cases of PMDD,
given that symptoms can be very severe, and a decision to use herbs
will need to be made on a case-by-case basis. Hypericum perforatum
would be the herb of choice, and is frequently prescribed with Withania
somnifera, an anxiolytic such as Lavandula officinalis, and a hormone-

81
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modulating herb such as Vitex agnus-castus. Unlike the SSRIs, this
regime should be taken all month to bring about positive results, and
if improvement has not occurred within two cycles, an alternative
treatment should be sought.

Although the primary symptoms of PMDD are mood-related, many
women also experience other symptoms that may need management with
the strategies outlined in the section on PMS—‘A natural approach’ on
pages 129-36. Lifestyle and dietary changes are also important, as are
recommendations that women with PMDD seek appropriate counselling
or psychotherapy.

(PRE-)MENSTRUAL MAGNIFICATION

Many complaints can become more severe or occur more frequently
during the luteal phase of the cycle. This is known as menstrual distress
syndrome, or alternatively as (pre-)menstrual magnification. The most
common disorders are migraines, depression, infections, irritable bowel
syndrome and hypoglycaemic symptoms. Less common are various types
of epilepsy, allergies, asthma and chronic fatigue or other fatigue syn-
dromes.

Headaches and migraines

More than 50 per cent of migraines or headaches experienced by women
occur around menstruation and ovulation. One possible explanation is
that the drop in oestrogen known to occur at these times in the
menstrual cycle leads to lower levels of serotonin. Regulating oestrogen
levels seems to be able to reduce the incidence of migraines by influ-
encing one of the subtypes of serotonin receptors responsible for
preventing serotonin-induced blood-vessel spasm and inhibiting the pro-
inflammatory changes that cause the pain of migraines.

However, oestrogen fluctuations are only one of a number of triggers
for migraines. Most women who have menstrual migraines also experi-
ence migraines at other times during the cycle, indicating that their
migraines are caused by factors other than changes in hormone levels.
The common triggers are blood sugar fluctuations; muscular tension and
structural problems in the neck and upper torso; food allergies; sinusitis;
motion from travelling in car, bus or boat; various weather patterns;
and changes in sleep cycles.

In other words, many women who experience menstrual migraines
have menstrual magnification of a pre-existing migrainous problem that
is exacerbated by the changing levels of oestrogens. It is therefore
appropriate to suggest some intervention that will assist with changes
in hormones, while primarily focusing on identification and rectification
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of the underlying triggers. Treatments can therefore be complex, and in
addition to hormone modulation might involve appropriate dietary
changes (hypoglycaemic diet, exclusion of identified food triggers),
chiropractic or osteopathic treatment for neck and back problems,
appropriate remedies for chronic sinusitis and introduction of stress-
management techniques.

H N
B B The medical approach

The most common medical treatment for menstrual migraines is either
oestrogen patches to regulate oestrogen levels, or the Pill; however, some
women develop migraines while taking the sugar pills (with no hor-
mones) triggered by the drop in oestrogen levels. Peri-menopausal
women are usually given oestrogen patches because the levels of oestro-
gen remain more stable than when oestrogen is taken orally. Some
women will continue to experience migraines if the dose is too low
while others might experience symptoms if the dose is too high, particu-
larly if there are additional surges of endogenous oestrogen. The
progestogens necessary for women who have a uterus can exacerbate
migraine, but this can be reduced with low-dose continuous patches
where possible.??

gé A natural therapist’s approach
To control menstrual migraines, a herbalist might suggest Vitex agnus-
castus in combination with Cimicifuga racemosa throughout the cycle.
Tanacetum parthenium is also useful as a prostaglandins inhibitor that
can reduce incidence and severity of migraine headaches. Lavandula
officinalis and Verbena officinalis are useful as relaxing nervines, while
Corydalis ambigua is an effective anodyne. Magnesium supplementation
may help because of the tendency for levels to be low amongst migraine
sufferers premenstrually.4

A trial examining the effectiveness of soy isoflavones in combination
with Angelica sinensis and Cimicifuga racemosa decreased migraine
incidence by more than half, pointing to a possible hormone modulating
effect of isoflavones and the two herbs.*> Women who have migraines
also frequently have lower levels of the anti-inflammatory prostacyclin
PGI 2. Fish oils may improve the ratio of this protective prostaglandin
and help to reduce the incidence of migraine®® (and period pain®’).

Depression and anxiety

Women with depressive disorders or anxiety states often report a
worsening of symptoms during the premenstrual phase of the cycle, and
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some women will make an initial contact with a practitioner believing
these symptoms to be PMS. As might be expected, a prospective
questionnaire over several cycles will indicate the presence of mood
changes all month and should make differentiation between PMS and
depression or anxiety relatively easy. Women with premenstrual magni-
fication of psychiatric conditions may require some hormone
modulation, but their primary treatment should centre on the manage-
ment of the affective disorder.

Increased infection rate

Many women suffer from an increased rate of infections during the
luteal phase of the cycle. Problems might include genital or facial herpes;
sinusitis; increased rate of colds and upper respiratory tract infections;
recurrent non-specific flu-like symptoms such as chills and fever, swollen
glands, sore throat (especially amongst women with chronic fatigue
syndrome); urinary tract infections and vaginal thrush.

In some cases hormone modulation alone is sufficient to correct this
situation and herbalists often prescribe Vitex agnus-castus until improve-
ment occurs, usually within the first three cycles. Some women will
require additional herbs or supplements to improve immune response,
and these might include Echinacea purpurea or E. angustifolia; zinc and
vitamin C; or Hypericum perforatum as a specific treatment for herpes
simplex virus. Fungal infections may also require dietary modification
such as restricted sugar and alcohol intake.

Irritable bowel syndrome (IBS)

IBS can aggravate during the luteal phase of the cycle and cause pelvic
pain that can be confused with gynaecological problems such as endo-
metriosis. Hormone manipulation may be required, but most often
symptoms will abate with the regular use of the seed breakfast as
outlined on pages 296-7.

Functional hypoglycaemia

Hypoglycaemic symptoms often mimic PMS, but many women have
symptoms all month that worsen premenstrually, indicating that they
have an ongoing problem with poor glucose tolerance. These women
should try the hypoglycaemic diet outlined on pages 150-2 before
adopting strategies to modulate hormone levels.
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a SELF CARE

Diet

Bitter foods, cabbage family vegetables and a high fibre intake can help
to modulate rising oestrogen levels in the luteal phase of the cycle.
Another dietary intervention to control PMS symptoms is to increase
the intake of complex carbohydrates and to eat more frequently—a
‘grazing’ or hypoglycaemic diet (see pages 150-2). This helps to reduce
the food cravings many women experience premenstrually. The positive
effects may be related to normalisation of glucose tolerance as well as
to indirect influences on progesterone or serotonin. One theory is that
progesterone cannot be transported into cells which do not contain
sugar, and that progesterone levels drop because breakdown speeds up
after a large meal.®® Another is that the levels of serotonin are stabilised
by eating foods rich in the amino acid tryptophan.

When fluid retention, bloating, breast soreness or heaviness and
weight gain are prominent symptoms, salt intake should be restricted
and dietary potassium in the form of vegetables, grapefruit juice and
bananas increased. Most processed cheese is high in sodium and should
also be restricted.

Women who experience breast soreness, muscle or joint pains or
period pain respond well to reducing animal fats, processed vegetable
oils, coconut and peanuts; and increasing the intake of foods containing
essential fatty acids and vitamin E.

Coffee, alcohol, sugar and chocolate aggravate feelings of depression,
irritability and anxiety, as well as worsening many breast symptoms.
Restriction or complete avoidance is warranted during the premenstrual
phase. Limiting these foods might also improve insomnia.

Many of the symptoms of PMS have been attributed to magnesium
deficiency. Where this is the case, it may be beneficial to eat more
magnesium-containing foods (see pages 361-2) and restrict dairy prod-
ucts in the diet. On the other hand, a good calcium intake has also
been shown to be beneficial. A calcium information chart is included
on pages 199-200. Both calcium and magnesium are essential for bone
health for all women and an adequate intake of both should be
maintained throughout life.

Sleep disturbance accompanying PMS can be managed by adopting
a regular pattern of getting to sleep and getting up. This helps to rectify
poor sleep latency—the tendency to get to sleep and then wake a few
hours later. Alcohol, sugar and caffeine also aggravate this problem.
Eating a protein-rich meal at night, such as fish and vegetables, rather
than rice or pasta, can also be beneficial.
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Phyto-oestrogens are indicated for PMS associated with the peri-
menopause and improve symptoms thought to be associated with a rapid
decline of oestrogens just before the period such as headaches, migraines
and depression.

Exercise, stress management and other techniques

Women with PMS who use long, slow, distance exercise or yoga seem
to be able to handle the physical changes much more capably than
women who do not incorporate these lifestyle activities in their daily
life. Exercise minimised negative mood premenstrually,®® and a better
effect was noticed amongst those women who were categorised as high
exercisers compared with those who exercised less often.’® Another
study found that aerobic exercise reduced fluid retention.”!

Suitable stress management techniques such as meditation, and coun-
selling are also useful. Women with PMS improved with progressive
muscle relaxation in conjunction with guided imagery.”> An interesting
study of the use of foot, ear and hand reflexology showed that women
who received pressure to actual reflex points responded significantly
better than women who were given treatment of incorrect reflex
points.”> Acupuncture and massage’* are also very effective techniques
to relieve the severity of PMS.

CYCLICAL BREAST COMPLAINTS

Cyclical breast changes and pain are common complaints. Half of all
women complaining of PMS have breast pain, unless they come from
Asian countries like Japan where the incidence is very much lower.”’
The pain can be associated with lumps, breast enlargement, nipple
soreness, a sense of warmth or burning, increased ‘ropiness’ when the
breast is palpated, and soreness or congestion into the armpit. The
symptoms may effect one or both breasts. Lumpiness or structural
changes can also occur without any pain; however, the most common
symptoms are pain and lumpiness in the upper, outer quadrant of both
breasts, which occurs in the luteal phase of the cycle.

Disease or normal changes?

When examined, individual women’s breasts show a wide variation in
nodularity and other structural changes which occur as a result of
normal cyclical effects of oestrogen and progesterone. Oestrogen is
‘proliferative’, or makes cells in the breast grow in size and number.
Progesterone changes the cells which line the ducts so that they become
‘secretory’ and able to produce milk if pregnancy occurs. The blood
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supply to the breast is also enhanced by progesterone and this leads to
a greater amount of fluid build-up in the breast tissue because some of
the fluid in the blood vessels seeps into the surrounding tissues.

During the period, there is a time of relative cellular dormancy when
the proliferative glandular tissue stimulated by both oestrogen and proges-
terone involutes. For reasons which are not entirely clear, this process of
involution can be incomplete, leading to breast changes which range from
palpable breast lumps to microscopic changes in the breast tissue.

Fibrocystic breast disease was once the term used to describe these
findings and is sometimes still used as a diagnosis.’® Fibrocystic breast
disease technically means ‘fibrous and cystic breast changes’, but many
women who have been given this diagnosis have breast changes which
fall within the normal range of cyclic proliferation and involution
already described. Additionally, some women with breast pain have
neither of these changes, while women who do have fibrous and cystic
changes might have little or no pain.

Terms such as benign mammary hyperplasia, mammary dysplasia
and benign cystic hyperplasia, which technically only apply to those
changes detected microscopically, are also sometimes used.

Understandably, this leads to a lot of confusion and concern as many
women equate these types of diagnoses with malignancy. Medically, the
favoured term is ‘aberrations of normal development and involution’
(ANDI); however, to avoid confusion and unnecessary concern, many
practitioners will use simple terms such as cyclical breast pain, mastalgia
or non-specific breast lumpiness to describe to the woman the benign
changes which occur before her period.

Diagnosis

A woman might visit her practitioner after discovering a discrete lump
or generalised breast lumpiness; with a complaint of cyclic or persistent
breast pain; or a combination of these problems. The possibility of
cancer can be a major concern for a woman who discovers breast lumps,
but many women simply want some sort of treatment for bothersome
pain and are convinced that their problem is ‘just hormonal’. For a
diagnosis of a purely cyclic and benign complaint to be given, however,
all other possible causes of the symptoms must be first excluded.

Diagnosis usually proceeds down a fairly well-worn path. When a
woman has a symptom of breast pain only, her breasts should be
examined after the period to rule out the possibility of breast lumps.
Many women palpate their breasts when they experience discomfort—
before the period—precisely the time when non-cyclical changes are
most difficult to find.

When women have breast lumpiness, referral for a breast examin-
ation should be arranged after the period if the problem has not been
resolved. All breast changes which persist after the period—even if they
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have the characteristic ‘hormonal’ pattern of worsening premenstru-
ally—need thorough evaluation. The current myth that lumps that are
painful, or symptoms that worsen premenstrually, will not be cancerous,
is incorrect. Up to 10 per cent of women with cyclical breast changes
may also have cancer.

There is absolutely no problem in waiting until after the period to
re-examine breasts, even when breast cancer is a distinct possibility,
because all changes take many months to develop. It is much easier to
find breast changes when palpating breasts in the post-menstrual phase,
and there is less likelihood of making an inaccurate diagnosis.

When a woman or practitioner feels a woman’s breasts, they might
find either generalised lumpiness, a dominant lump, or an area of
thickening which is quite different to the rest of the breast tissue.

A dominant lump or area of thickening might be:

e Cancer, which is often an immobile, hardened, non-discrete area.

e A well-defined breast lump, which might be a fibroadenoma, a cyst
or a lipoma.

e A less well-defined area of thickening or lumpiness.

The discovery of a dominant lump suggests the need for referral to a
breast clinic or specialist to rule out the possibility of breast cancer. On
average, one in every five breast lumps discovered is malignant, and the
incidence of malignancy increases with age.

Investigations for these findings are fairly routine:

e mammogram and/or ultrasound
e needle aspiration and histology
e lumpectomy and biopsy.

More commonly, breast changes will be cyclical and present as a
generalised lumpiness of the breast, which represents a normal variation
of hormonal activity in the breast. These changes may require no further
investigation apart from regular monitoring.

Causes

As with PMS, the cyclic nature of mastalgia suggests variations in
ovarian hormones as the cause of the symptoms.”” Adding weight to
this theory, women taking hormone preparations that contain oestrogens
or progestogens also suffer from breast pain, and stopping these medi-
cations can result in markedly reduced symptoms.”® It is also possible
that elevated prolactin is responsible for structural changes in the breast
and breast discomfort. Despite these theories, no hormonal changes have
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been consistently identified that can explain the existence of premen-
strual breast pain.””

There is also a strong possibility that an oestrogen-induced increase
in the pro-inflammatory (series 2) prostaglandins may increase blood-
vessel dilation and give rise to breast pain. Diets high in omega-6
polyunsaturated vegetable oils and animal fats, but low in essential fatty
acids, may also be responsible for, or exacerbate, the increase in pro-
inflammatory prostaglandins. On the other hand, women with cyclic
breast disorders may have low serum levels of the (anti-inflammatory)
series 1 prostaglandins,'” which may in turn increase sensitivity to
prolactin and contribute to pain. Coffee consumption, which also
triggers pro-inflammatory changes, has been linked to breast pain and
breast changes.!'®!

Cyclic breast pain also seems to be affected by lifestyle factors. One
Australian study found that women who developed mastalgia exercised
less than other women, and had either not breastfed or had done so
for less than two months.!0?

When pain is severe enough to warrant treatment, it is wise to wait
and monitor the symptoms with a menstrual chart (see page 116) for
two cycles first. This not only provides a record of the frequency and
severity of the symptoms, it can also help to monitor the effectiveness
of subsequent treatment. As many cases of mastalgia are short-lived,
expensive or unnecessary treatments may also be avoided.

HE
B B The medical approach

Bromocriptine reduces prolactin levels and breast soreness; Danazol also
has a high success rate (around 70 per cent), but both drugs are
accompanied by many unwanted side effects. GnRH agonists improve
mastalgia by inducing a menopausal state, but also have side-effects.
Tamoxifen is an anti-oestrogen and can lower prolactin levels. It is
effective in reducing cyclical breast pain, although long-term safety in
pre-menopausal women has not been proven. It is usually only recom-
mended when all other drugs fail.

Between 70-90 per cent of women on the Pill have a much lower
incidence of cyclical breast complaints, especially when the oestrogen
level in the Pill is low.'%> However, some women on these medications
experience more breast pain.'’ Women who are 40 and older, or who
have abnormal HDL:LDL cholesterol ratios should take between
400-1200 IU vitamin E while on this regime to prevent the progestogen-
induced reduction in HDL and increase in LDL.!%

Progestogens such as Provera have been shown to reduce symp-
toms.'% Various trials on progesterone (‘natural’ progesterone) found
no difference in response rates between progesterone and placebo.!?”
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Controversially, antibiotics are sometimes suggested, despite a lack of
rationale in the treatment of cyclic breast pain.!®® These drugs are
discussed in Chapter 20 ‘Drugs and surgery’.

R

Natural therapists believe that cyclical breast disorders are caused by a
number of inter-related hormonal factors which culminate in pain,
swelling and tissue changes. Principal among these are the changes
caused when oestrogen levels increase in the luteal phase of the cycle
without adequate levels of progesterone, and a prostaglandins-induced
sensitivity to prolactin.

Improving oestrogen—progesterone balance is achieved by restricting
fats and increasing fibre; using herbs such as Paeonia lactiflora and
Vitex agnus-castus to improve progesterone levels (discussed in Chapter
19 ‘Herbs’); increasing phyto-oestrogens to compete with the more
active endogenous oestrogens, especially linseeds (which additionally
improve the oestrogen—progesterone ratio); and using bitter foods and
herbs for oestrogen clearance.

Vitex agnus castus is one of the most reliable herbal treatments for
the control of premenstrual mastalgia and also seems to reduce the
incidence of premenstrual breast lumps. Positive effects can be expected
within the first two cycles, although very occasionally some women
experience a temporary increase in breast discomfort and fullness when
first started on Vitex that usually settles in one to two cycles.

The Chinese herbal formula Cinnamon and Hoelen Combination
(Gui Zhi Fu Ling Tang) is also effective. A clinical trial assessing the
efficacy of this formula in the treatment of premenstrual breast com-
plaints found it to be effective for pain in 88 per cent of women, and
to reduce the size of breast lumps in 40 per cent of the women treated.
Positive effects were seen in the majority of cases within the first cycle.
The formula is believed to act as a weak GnRH antagonist, reducing
levels of LH, FSH and oestrogen, and may also act as a weak anti-
oestrogen by actively competing with oestrogen in breast tissue.

A variety of supplements are regularly suggested for breast pain,
including the omega-6 essential fatty acids which are found in high
quantities in evening primrose, star flower, black currant and borage
seed oils. Enthusiasm for their use has continued even though studies
have found that there is a substantial delay between commencing
treatment and a reduction in symptoms—up to three months in one
study'”®—and that less than half of all women who take these supple-
ments respond favourably.''® The recommended dose of evening
primrose oil for breast pain is 3000-4000 mg per day.!!!

The natural therapist’s approach
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Vitamin B, is also commonly recommended; however, the only
controlled study for cyclic mastalgia compared 100 mg B, daily and
placebo for two months, and found no difference between the two
treatments.!!? Thiamine or vitamin B, has also been used for breast pain
since World War II, when prisoners of war who developed gynaecomas-
tia (excessive development of the breast in males) responded to
treatment with vitamin B;. Vitamin B, is necessary for the hepatic
metabolism of oestrogens, and since relative oestrogen excess may be
responsible for cyclic breast disorders, the use of B, has continued. Doses
of between 60-100 mg per day are usually recommended, and although
improvement is occasionally reported, no double-blind studies have been
published.

Better results can be expected with vitamin E. A study of vitamin
E, 600 IU per day, reduced breast pain in 85 per cent of women;'!"? in
another, vitamin E improved the oestrogen to progesterone ratio in
favour of progesterone.!'* Combining vitamin E with 25-50 mcgm of
selenium is also beneficial.

A French trial showed that a standardised extract of Gingko biloba
(containing 24 per cent Gingko flavone glycosides and 6 per cent
terpenoids) was an effective treatment for breast pain. The double-blind
study monitored 165 women over two menstrual cycles who took
160 mg per day of the standardised extract or placebo from day 16 of
the menstrual cycle through to day 5 of the following cycle.'’> Gingko
biloba decreases abnormal capillary permeability, increases capillary
resistance and reduces oedema. The terpenoids also counter the effects
of the pro-inflammatory platelet-activating factor (PAF) which may also
contribute to tissue swelling.

Some women may develop breast lumps because of an underactive
thyroid gland. This may be sub-clinical (not detected with blood tests)
and manifest as a low basal body temperature, increased sensitivity to
cold and erratic menstrual cycles. Hypothyroidism causes levels of SHBG
to fall, which may contribute to a greater availability of oestrogen. These
women often respond to iodine-containing herbs such as Fucus vesiculo-
sis, or the addition of seaweeds to the diet.

Additional benefits are also seen when herbs which improve lym-
phatic drainage are prescribed. These include Calendula officinalis, Viola
odorata, Phytolacca decandra, Galium aparine, Stillingia sylvatica and
Trifolium pratense (which has the additional benefit of containing
phyto-oestrogens). These herbs are believed to improve the removal of
cellular debris during normal involution of breast tissue in the menstrual
phase of the cycle.

Topical applications of creams containing Zingiber officinale 15 per
cent and Phytolacca decandra 10 per cent (as tinctures), applied twice
daily, also improves pain and breast lumpiness.
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a Self care

Some of the best results clinically and experimentally have been associ-
ated with dietary change involving reduced fat intake.!'® Fats to avoid
include saturated fats such as those found in full-cream dairy products
and meat; and those from coconut, avocado and peanuts. A group of
women who were counselled to reduce dietary fat intake and substitute
kilojoules with complex carbohydrates were shown to have substantial
reductions in breast swelling and tenderness.!!”

Because oestrogens can increase the pro-inflammatory (series 2)
prostaglandins, oestrogen modulation may be useful. Increased fibre
improves oestrogen clearance, and the cabbage family vegetables
improve liver conjugation of oestrogens. A diet which contains very little
fat, is high in fibre, contains large amounts of phyto-oestrogens, vege-
tables, grains and legumes is our recommendation. Depending on
complicance, dietary intervention may be the best and only intervention
needed.

Avoiding methylxanthines (caffeine, theobromine and theophylline)
in tea, coffee, cocoa and cola drinks also leads to dramatic improve-
ments in many cases. Exercise also reduces breast pain and regular
exercise throughout the cycle is beneficial.'!®

148 HORMONAL LIFESTAGES



FUNCTIONAL HYPOGLYCAEMIA

Hypoglycaemia means low blood sugar and the term ‘functional
refers to an inability of the blood sugar stabilising mechanisms to
function in an appropriate manner, leading to poor glucose tolerance.

Functional hypoglycaemia often accompanies other complaints,
especially those associated with prolonged periods of stress or anxiety,
including chronic fatigue syndrome and post-viral fatigue syndrome
sufferers. PMS has many symptoms which are similar to those of
functional hypoglycaemia, and is often improved by a hypoglycaemic
diet.

Table 8.4 Questionnaire for suspected functional hypoglycaemia
Score symptoms from 0-3 depending on severity or frequency

Common desire for sweets and quick energy foods

I
2 Fatigue relieved by eating or drinking o
3 lrritability before meals o
4 Get shaky if hungry o
5 _ Feel better after breakfast or early morning coffee, etc. o
6  Need to eat often o
7 Faintness when meals delayed o
8  Headaches or heavy head relieved by eating or drinking -
9  __ Sleepy during the day and after meals o
10 Heart palpitations if meals missed or late o
Il Number of cups of tea/coffee: o
Score | for 2-3 cups, 2 for 3-5 cups and 3 for more than 5 cups daily
12 Number of teaspoons of sugar in beverages: Score | for | teaspoon, 2 for
2 teaspoons and 3 for 3 or more teaspoons
I3 Low energy o
14 Reduced stamina, tire easily and quickly on exertion o
I5  Sluggish or lethargic in the morning o
I6  Tiredness in mid or late afternoon -
|7 __ Sleep disturbances or dream disturbed sleep o
I8  Hot flushes and/or night sweats o
19 Difficulty concentrating o
20 _ Cannot decide easily -
21 Fluctuating emotions o
22 Frequent anxiety o
23 Become tearful easily for insufficient reason o
24 Bouts of anger or unreasonable behaviour o
25 _ Magnify insignificant events o
26  Periods of depression or melancholy o
27 Above symptoms worse premenstrually o
28  Cigarette smoking o
Score | for |-10/day, 2 for 10-20/day, 3 for more than 20 per day
29 __ Alcohol consumption o
Score | for average | glass daily, 2 for 2 glasses daily, and 3 for more than
3/day

THE MENSTRUATING YEARS AND PMS

149



A diverse group of symptoms can be associated with hypogly-
caemia—~having one or a few symptoms is not necessarily diagnostic
of hypoglycaemia because these symptoms could accompany other
complaints. True hypoglycaemia should respond to adequate dietary
change within a week. If this does not occur, other reasons for the
symptoms should be sought.

The main symptoms

e Tiredness, vagueness or shakiness which is alleviated by eating.

e Tiredness or irritability if meals are late, or first thing in the morning.

e Sugar cravings.

e Hungry all the time or soon after eating.

e Headaches when meals are delayed.

e Inappropriate feelings of anxiety or inadequacy which disappear
after eating.

e Waking in the middle of the night feeling abnormally hungry.

Causes

e Prolonged stress
Prolonged periods of stress trigger the ‘fight or flight' mechanism
which causes a series of changes in hormone levels and fluctu-
ations in the blood sugar levels.
e Diet
A number of dietary factors adversely affect glucose tolerance
including an over-consumption of refined carbohydrates and
sugars,''” and an inappropriate alcohol intake (alcohol without
eating, or alcohol with sugar-based mixers).'2°
Dieters often develop hypoglycaemia because of their low
energy diets. This causes them to ‘break out’ and eat large
amounts of starchy or sugary foods. The rapid drop in blood
sugar initiates a very counterproductive cycle of sugar craving,
hypoglycaemic symptoms'?' and, no doubt, weight gain. Follow-
ing the diet for hypoglycaemia (below) is a successful way to lose
weight slowly and progressively because it breaks the cycle of
‘fast and feast’.
Chromium,'?? niacinamide'?* and magnesium supplements
improve glucose tolerance.

122 124

Diet

The most effective treatment for functional hypoglycaemia is dietary
change. Usually strict adherence to the diet is required for about
three weeks and then a slightly more relaxed routine can be adopted.
This will depend on each individual’s response to the regime and the
severity of both the complaint and the underlying causes.
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Some general guidelines

e Eat small amounts of protein regularly at meals and with snacks.
e FEat small, frequent meals.

e Avoid all sugar, honey and dried fruit.

e Consume only small quantities of unsweetened, diluted fruit juice.
e Avoid all stimulants such as tea, coffee, chocolate and cola drinks.
e Avoid alcohol and cigarettes.

e Eat only whole grain foods. Avoid white flour and refined cereals.
e Always eat breakfast.

Complementary proteins

All animal protein is ‘complete’, and therefore meals containing milk
products, eggs, meat or fish provide first-class protein. Incomplete
(plant) protein foods, however, need to be combined to provide the
same quality protein as animal protein.

Beans with grains: tofu and rice, lentils and rice, corn and beans,
buckwheat and tempeh, muesli and soya milk, kidney beans and
barley.

Beans and seeds: tahina and beans, tofu and sesame seeds.

Grains and nuts: nut butters on bread, rice and cashews, rice and
peanut sauce.

Suggested menus

Breakfast

e Fruit with yoghurt, seeds and ground almonds.

e Whole grain bread toast with nut butters, hommus or egg.

e Homemade muesli: oats, rolled barley, triticale, rice flakes, rice
bran, seeds, coconut, and crushed almonds or cashews. Add fresh
fruit and soya milk, low-fat milk or yoghurt as desired.

e Cooked cereal: e.g. oats, rice or buckwheat, with a selection of
seeds.

Morning, afternoon or supper snack

e Mixed seeds and nuts.

e Avocado, tuna and balsamic vinegar dressing.

e Soya milk with seeds and nuts.

e Small container of low-fat yoghurt.

e  Whole grain dry biscuits with nut butters or hommus.

e Energy drink: Blend together: ' cup fresh fruit or juice, 5 cup
low fat yoghurt, and seeds with almonds, and/or wheatgerm and
lecithin.

Lunch

e Mixed vegetable salad with protein—either fish, cheese, hommus,
meat or other appropriately combined vegetable proteins.

e Salad sandwich with protein as above.
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e \Vegetable soup with yoghurt, cheese, or a combination of beans

and grains.
e One of the dinner choices.
Dinner

e Bean and grain dish: e.g. stir-fry vegetables with rice and tofu,
dhal with vegetables and rice, tortilla and beans, buckwheat
noodles with vegetables and tempeh, vegetable soup with barley
and red kidney beans.

e Grain and nut meal: e.g. steamed vegetables with rice and peanut
sauce, stir-fry vegetables with cashew nuts, pasta and pesto sauce
(wheat and pine nuts).

e Beans and seeds: many of the Middle Eastern vegetarian meals
are based on this principle, e.g. felafel and hommus.

e Meat or fish with plenty of vegetables.

Meal sizes should be reduced so that the overall food intake does

not increase above normal: six snack-size meals should be substituted

for three normal-size meals.
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Menopause

Key words

androgen menorrhagia
androstenedione oestradiol
climacteric oestrone
endometrium peri-menopause
follicle-stimulating phyto-oestrogen

hormone post-menopause
GnRH agonist pre-menopause
gonadotrophin-releasing SHBG

hormone testosterone
HRT female androgen
luteinising hormone deficiency syndrome
menopause

Imprinted in the collective psyche of mid-life women is the picture of
the ‘typical’ menopausal woman they might become. Anxious, nerves
jangled through lack of sleep, she struggles through her day forgetting
everything and being constantly overwhelmed by debilitating hot flushes.
Well on her way to becoming incontinent, she neither looks for nor
gains any sexual pleasure. Her life over, depressed and forgotten, she
might just as well curl up in the corner with her aches and pains and
dowager’s hump, and let the world pass her by.

This so-called ‘typical’ menopausal woman rarely comes through my
clinic door. The menopausal woman we usually see may have some
problems with menopausal complaints but, by and large, they don’t stop
her from getting on with her life. Instead, she might be running her
own business, or occupy a senior position in a company, school or the
public service. She might be an active member of her church group; or
looking after her grandchildren; she could be a painter, photographer
or sculptor; she might be studying, taking a degree in something she’s
always been interested in; she could have a new lover. Whatever
she’s doing, she’s usually busy, organised, out there and achieving.
Often, she has an exercise program: swimming laps, walking, dancing.

MENOPAUSE 153



Far from becoming an old crone overnight, the menopausal woman
is often more financially secure, and is energetic and ready for the
challenges this new phase can bring.

Being fifty-something isn’t old, but for all sorts of complex reasons,
women have somehow confused ageing and menopause. Many lump
together the years between menopause and 80 with the tag ‘post-
menopausal woman’; and it’s not the energetic 50-year-old, it’s the
80-year-old they visualise.

Menopause is a time of change. And making it a time of positive
change is not just pot-luck! There is now plenty of evidence to suggest
that preparing sensibly for mid-life with a good diet, lifestyle and an
exercise program will greatly influence the way a woman experiences
her menopause—and beyond.

Menopause defined

Menopause literally means ‘stopping menstruation’. The word is made
up of Greek meno (monthly) and pausis (to stop). Women won’t know
menopause has occurred until a year has passed since the date of the
last period—the actual date can only be decided retrospectively. Meno-
pause, then, occurs on one distinct date and is not what most people
mean when they describe themselves, or the women who consult them,
as ‘menopausal’.

The more correct term, the ‘climacteric’, is rarely used; peri-
menopausal is now the favoured lay and medical term. The peri-menopause
is analogous to puberty and the years when the menstrual cycle starts
to become established; both are characterised by hormonal and sometimes
emotional fluctuations, and menstrual irregularity.

Age and menopause

Menopause which occurs between the ages of 45 and 55 is considered
normal. For most women in Australia, menopause occurs between 48
and 53. Body weight tends to influence the age of menopause: thinner
women are much more likely to have an earlier menopause than women
who are heavier. Being very overweight may delay the onset of meno-
pause until well into the fifties.

Premature menopause

Premature menopause is when the last period occurs before the age of
40. The ovaries may stop working prematurely, menopause can be
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deliberately induced for medical reasons, or prematurely brought on by
surgery, drugs and certain illnesses.

Premature ovarian failure

Premature ovarian failure is diagnosed when a woman of less than
40 years of age experiences amenorrhoea for more than four months,
has low oestrogen levels and an FSH level above 40 IU/I. This condition
is different to premature menopause in that ovarian function can occur
sporadically. Premature ovarian failure is discussed in detail on
pages 285-7.

Medically induced menopause

Medically-induced menopause is more frequent now that drugs can
be used to induce a temporary menopausal state to treat conditions
such as endometriosis and uterine fibroids. These drugs are called
gonadotrophin-releasing-hormone agonists (GnRH agonists), commonly
Zoladex. The menopausal state is reversible.

Nevertheless, the changes are the same as would be experienced by
any naturally menopausal woman for the time that the drug is taken:
bone density loss, vaginal dryness, hot flushes and mood changes are
common. Although each of the symptoms is reversible when drug use
is discontinued, bone thinning may occur at an age when regaining the
bone density is very difficult.

Menopause can also occur after radiation therapy for cancer, par-
ticularly of the pelvic region. Sometimes this is not deliberate, but the
changes can be permanent. The ovarian tissue degenerates and fails to
produce follicles in the usual way, and menopause is the result. The
herb Angelica sinensis may help to protect the ovary from the effects
of irradiation when destruction of ovarian tissue is not desirable.! Some
drugs used in the treatment of cancer, such as cyclophosphamide,
chlorambucil, mechlorethamine and vincristine, can cause menopausal
symptoms. Some women develop premature ovarian failure or early
menopause. For other women, menstrual cycle regularity can slowly
return after a number of months.

Tamoxifen, used as an anti-oestrogen in the treatment of breast cancer,
can also cause menopause-like symptoms. Hot flushes, vaginal dryness
and itch, and vaginal bleeding have been reported.?

Surgically induced menopause

Although much less frequent because of the efficiency of GnRH agonists
and anti-oestrogen drugs like Tamoxifen, menopause may be deliberately
induced by removing the ovaries. A complete hysterectomy and bi-lateral
salpingo-oopherectomy where the ovaries and uterus are both removed,
or removal of the ovaries only (but not the uterus) will immediately
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lead to menopause. This type of surgery may be performed for
endometriosis, oestrogen-responsive breast cancer, ovarian tumours or
ovarian cancer.

A hysterectomy which leaves the ovaries intact should not be asso-
ciated with an interruption in ovarian activity. Up to one-third of women
having this type of hysterectomy, however, experience symptoms that
indicate they have become menopausal.’

If menopause does not occur immediately after a hysterectomy, on
average, it will occur five years earlier than in women who still have
their uterus.* Some data supports the theory that in certain individuals,
hysterectomy may result in disruption of ovarian blood or nerve supply,
producing symptoms of diminished ovarian function.® A controversial
theory holds that tubal ligation may also be associated with premature
menopause for much the same reasons,® but this is a hotly debated issue
which requires more research to be resolved.

Normal transition or disease!?

When the HRT debate was at its peak in the early 1990s, many doctors
were describing the menopause as a deficiency disease, characterised by
a lack of oestrogen, and comparable to other (medical) conditions
caused by hormone deficiency such as diabetes, Cushing’s disease and
hypothyroidism. At the Sixth International Congress on Menopause held
in Bangkok in 1990, doctors explained (to each other) how every
woman was a hormonal tragedy waiting to occur.

Hormone deficiency diseases, they were claiming, are defined as
states where the administration of the deficient hormone can reverse or
prevent adverse effects in the body. Naturally, said the proponents of
this theory, hormonal medication is needed to treat the deficiency and
return the body to normal. They vigorously endorsed the use of replace-
ment hormones and believed that all post-menopausal women, having
outlived the functional lives of their ovaries, were diseased and in need
of continued medical attention until they died. Even the acronym
everyone has now adopted—HRT (hormone replacement therapy)—
implies a deficiency state needing hormonal medication to correct it.

There are two issues for menopausal women. The first is the need
for a safe and effective way to manage the symptoms of the transition
phase of menopause; the second is the need to reduce risk of chronic
degenerative diseases. Women now live much longer than their forebears
and many will spend approximately the last third of their lives without
oestrogen. This means that the protective effects of oestrogens on bone
are lost and the risk of heart disease, also to some extent ameliorated
by oestrogens, starts to increase. If menopause was a deficiency disease,
then replacement hormones could be relied upon to correct both of these
issues. But it wasn’t to be.
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It is now apparent that HRT is not the panacea for the menopause.
In fact, for menopausal women who are well it seems to have more
potential risks than benefits. The debate over menopause as a deficiency
disease or a normal phase of a woman’s life has become inconsequential
as the medical profession tries to develop safe and appropriate medi-
cation regimes for women with menopausal conditions.

Natural therapists have always viewed menopause as a normal
transition. Menarche, menstruation and menopause are seen as normal
phases which affect women in their passage through life, and which
may need supportive treatment. Rather than encouraging mid-life
women to believe they have a disease, most natural therapists (and many
like-minded doctors) encourage menopausal women to adopt positive
lifestyle changes, good eating patterns and a positive attitude to this
phase. For many women, these changes do not only improve symptoms
during the transition phase when hormones first start to decline, but
also reduce the risk of osteoporosis and heart disease.

A positive lifestyle

Researchers in one study found that the well-being of mid-life 