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Bradbury, Diane   0:18
We are starting, so welcome everybody.
To this, our second menopause cafe that we've had this year.
Brief introduction.
I am Brad Bray.
I'm a police officer with Cumbria Police and really, really welcome that we've been able to organise this event today only through the support and fantastic cooperation with Cumbria Fire and Rescue service, the Fire Brigades union, that's the FBU and UNISON who have helped to fund and build this.
Event.
So thank you to those people involved.
We are absolutely privileged once again to have doctor Kath Munro with US hosting and leading this session today. Session will be from 11:30 to 1330 and we're going to have a little break around 12:30 just for a leg stretch. And just to do us su.
For 5 minutes.
So a little bit about.
Cath. So Doctor Catherine Rowe, she ISG pay in Kendall.
And she's actually Cumbria's only metal specialist GP.
She moved here to South Lakes two years ago from Stockport, out where Cathy been AGP for 15 years.
What a fantastic understanding. A long standing interest in Women's Health.
Cath has had trained for five years in urology before training to be AGP and we are really privileged that Kath is on a mission.
To make sure that menopause and perimenopause and all of those hormonal transition issues are recognized by doctors across the county and that that is investing in training people.
To have that understanding, Kath has worked within a network of women from all backgrounds, including yoga instructors, coaches, nutritionists and therapists, and all of whom share that common interest in providing.
Health and well-being information for women in Cumbria and hopefully beyond.
So you've all had opportunity.
I hope to submit questions before this event started, but you can submit questions as the chat is ongoing and there will be picked up by our colleagues in Cumbria, Fire and Rescue.
So without further ado, I will hand over.
To.
A Cath and we'll start this presentation. Thanks everybody.
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Thank you, Dai. In true fashion.
So I have a dog sat next to me on my desk who has just started barking.
So apologies if there's a bit of interruption from him. I may well kick him out of the room at some point, but at the moment I'm trying to hope that he'll behave.
So thanks Dave for the introduction.
It's really lovely to come back and have another chat with with some of you who may have come before and obviously new people to do this collaboratively. I have done a talk.
To Cumbria Fire and Rescue.
I can't remember when it was, maybe November last year or just after Christmas.
I went up to Carlisle to do a talk there.
I may have met some of you there and obviously did the talk for the police team earlier on this year, so it's lovely to be back.
I've tried to change the presentation a little bit. I guess in the context of things that have been happening in and around the menopause world.
For me, it feels like a lot for you. For for others it may be something that you've not heard about at all, and for some it may just be that you've heard a load of different things and you completely mixed up and confused.
So I guess what I'm going to try and do is, first of all, we'll look at some.
Questions that have been submitted.
If you want to put up the next slide up actually for me, Emily, that'd be lovely.
Then these are some of the questions that were shared.
I've kind of incorporated those, or I'm hoping that I'll cover off some of those in the presentation. If you still have a question and you feel like it's not really been covered, then feel free.
We should have plenty of time.
I've got just so for those that are counting, I've got 34 slides in total.
And we'll stop kind of intermittently to see what questions people are asking. But equally at the end, I'm hoping there'll be plenty time for people to ask things, clarify things.
And hopefully get exactly what you need out of this presentation. So I'm not a big fan of just giving out a load of slides and kind of talking kind of boringly for the next two hours. What I'd like to do is make sure that it's an interactive thing.
I appreciate we can't do that directly through the chat and through conversation on here, but I'm hoping you'll all use the chat function that that you should have access to, and then we can kind of keep this conversation going and I'm sure you'll go away. Hope we'll hope.
Feeling like you've learned something today?
So if we go on to the next slide, please.
So I guess where I'm starting is things I hear regularly.
From either people that I talk to in some of the stuff we do around Kendall, I mentioned that in a SEC or just with patients that come in or just talking to relatives and friends. And I guess it's just to kind of bring out a few of those.
Things here.
Perimenopause and menopause is A is a strange time.
And you know, it creeps up quite often.
I will come back to a bit more about that in a little while, but I think there's a subtle change in the way we understand ourselves.
So to go to that point of more than on more than one occasion, I've had people feel the described feeling two-dimensional. I've had people describe just not knowing themselves at all.
I've felt I've heard people describe a feeling of going mad and a feeling ignored as well.
And I repeatedly hear people being told they're too young for menopause, and we'll definitely cover that off.
And I guess different people, clinically people.
I guess of group people my age certainly have grown up and trained and worked in in a setting where HRT hasn't been the top of people's lists and so most people haven't had loads of training in it and some people have more expertise than others and so.
Traditionally, there was a thing about having HRT for five years and then stopping it again.
We'll cover that off.
So I guess and certainly some of the questions covered, when do I stop it?
You know how long do I stay on it?
All those kind of questions.
I think from a kind of seeing the doctor side of things, you know, I think there is that you told you too young for menopause or you told to stop it, but also sometimes and maybe not just in. I mean I think in all sorts of settings feeling.
Brushed aside, whether that be feeling brushed aside in a clinical consultation, or whether that's just a a societal feeling brushed aside, feeling like you kind of spent and you know you've had your time, now you've got to give it to somebody else.
I'm a keen advocate that we all have our values.
And that grows with our expertise and experience.
And so we've got to make the best of ourselves throughout our lives, and particularly at this time when when we can start to feel that kind of change towards being less significant or less important and the going mad things are really common thing. You know, am I going?
A bit crazy here. Or is there something going on that you know that I can do something about? And I guess my feeling is that for most things we can do something about it.
And so hopefully you'll get more of a sense of of all of this and conversations around it in in the coming presentation.
So can we have the next slide please, Emily?
So I guess to just go into that in a little bit more depth.
What I hear from from doctors, whether that be less so in my practice now, but from people that have perhaps been to the hospital, perhaps seen a gynecology specialist or seen somebody in a different field.
And they've been told they're too young for menopause. I think there's plenty occasions still where people are told that HRT is too much of A risk.
And I think also that on the other side of that.
Being told that and being slightly flippant with this, this one, but you know you can have as much estrogen as you want or you feel you need, but actually we'll come back to that and that is for those of you that might have seen Panorama or some of.
The the kind of media stuff that's been out in the last few weeks, then this is one of the key things that people have been talking about.
I did a presentation recently with in Kendall with a well with the outgoing chair of the British Menopause Society, who is a great menopause specialist.
But we had a really interesting conversation about brain fog. I think when you look into the data around menopause, a lot of a lot of the evidence is only around night sweats and hot flushes. And so that there are those that say.
You know that they're the only thing that we should measure with with HRT.
I don't agree with that. I also hear from some in the menopause world and other places, brain fog is not a thing. I would also disagree with that.
I've heard people say that.
Actually, it's just people have low iron and they need to replace their iron and then they'll be fine.
I've heard people say, oh, it's all about sleep. You know, if you get your sleep right, you'll be fine.
And that's easier said than done.
A lot of the time I've heard that hormones are the solution, and I've heard that hormones are the enemy and a lot of that, interestingly, isn't just in the media.
Or depending which papers you read, but also within the menopause community.
And again, I'm being deliberately provocative in the statements, but they are kind of things I've heard.
So I just want to pick up. This is the kind of tone of where we're going with the presentation to try and cover off some of these things and hopefully do a bit of myth busting, but also explore a bit of science around things as well, Emily can.
You go on to the next one.
Social media is another.
Kind of whole kettle of fish in itself and.
And I guess for those that are in perimenopause and menopause or even before and just exploring things, certainly if I look on to my Instagram my.
I can't remember the word. The word I'm looking for, but the stuff that comes up for me is all targeted at menopause.
The women, understandably, because that's what I look at a lot, but I find you know the next collagen supplement the next activity.
That's right, the next diet supplement, the right things to eat, the right kind of exercise, and a lot of them are contradictory. And it really does.
Feel quite bewildering.
You know, there's there's been a kind of over the last few years, a lot of talk on cold water swimming. And I know a lot of people find that enjoyable. I've heard recently that actually warm water soaking is the right thing to do.
But again, I think there's something about trying to navigate through this Maya and find what works for you, and that's another theme that we'll talk about through the the presentation.
I think one of the things that absolutely we find is.
That a lot of the menopause business is.
Well, I think it's just a massive thing now, you know, and there's every invite to spend a fortune on supplements, but very few of them have any evidence base whatsoever.
And that's not to say that people won't benefit from them.
They might do, but it's not that.
There's the evidence there. So you know other things I hear are things like take magnesium.
I think there's probably is a bit of evidence for that, and certainly I've talked to a lot of people that find it beneficial.
Take collagen, which I have mixed-use on which we can always come back to if need to be, take testosterone and well, I got some a slide on testosterone.
Data. But you know that I think there are those that benefit from it and that there are those that don't, you know, avoid all to process food.
I've done quite a lot of work just recently with a sports nutritionist called Rena McGregor. If any of you are interested, or if any of you are athletes or ultra runners or marathon runners, or just playing normal runners, then she's done some really good books. One called more.
Fuel you I think nutrition is really important when we're in menopause.
But it's perhaps something to look at, but I think you know she does a lot of eye rolling around a lot of the social media around up to processed foods and fruit and vegetables and things like that, which we can always cover off if anybody wants to expl.
In a bit more detail.
Next slide please.
And for those of you that did, I guess and or didn't see Panorama, this was a couple of weeks ago now the and there was a documentary which was so the BBC actually approached me about speaking on it and I declined.
But the foot it was about over commercialisation of menopause and the first part of it was about supplements.
But the second-half of it, honed in on a particular clinic and a particular very well known menopause specialist.
But, but in particular around oestrogen dosing and progesterone progesterone.
Which again, we'll come back to to hopefully help people understand what that means and where there should be concerned and where you shouldn't be concerned at all.
Because I think it left certainly left me as a menopause specialist, a bit confused as to what they were trying to say.
So yes, and if you if you follow a lot of menopause specialists on social media, then you'll have heard different things on the back of that as well.
So this is what we're just trying to kind of create this image of.
It's all a bit confusing, and navigating it isn't always that easy. Next slide please, Emily.
So I'm going to take us back to basics and then delve into just a little bit of science as well.
I think when I did my medical training and probably for a long time, if I'm honest, I kind of had these points in our lives and in a patient's life. As you know, you go through puberty and then you have periods for a time and then your.
Periods stop and you go through menopause.
And it's not quite as straightforward as that.
And I think that's I was referring to that earlier on.
This is a very slow transition time and it creeps up quite quickly on some people and I think periods wise.
I think is worth noting.
You know you have about 3 or 400 period or most women will have 3 or 400 periods in their lifetime, which is about twice as many as women had 100 years ago, and probably not even 100 years ago.
But and that's because we obviously have less pregnancies. Our periods tend to start earlier.
And although menopause is probably shifting slightly earlier, it's we still find that we're having more, but obviously more of us survive through to our menopausal years.
So it's a lot of a lot of cycles to go through in that time.
We have many more eggs than that, and although they break down over time and obviously it menopause, things become kind of more of a those the the egg production really winds back and and then at menopause stops. I think some people have a really lovely straight Rd. journey.
Through their reproductive lives. Or they might have that through their their menstrual life, their reproductive life.
And then things go bumpy afterwards.
Some people have a very windy, bumpy course and I think the other the.
Picture at the bottom of the three.
Is that the the kind of falling off a Cliff which people talk about surgical menopause so or where people have treatment that induces menopause, which might be cancer treatments, chemotherapy and things like that, that can stop the ovaries suddenly. And actually some people that go through a A.
Or chemotherapy induced menopause will get their periods back at some point and will then have a second one so.
You know, it's just to know that there are those different scenarios.
And I think the thing with a surgical menopause and for those that experienced that, I think most people describe a feeling of falling off a Cliff.
And it is an overnight change and I see all sorts of women kind of who've had hysterectomies and have been told, Oh yeah, don't start HRT for six weeks or don't make start HRT ever or don't blah blah.
And I think you know, if you are under the age of 51 and we'll come back to this later, then HRT is really important to after a hysterectomy.
One to stop those sudden symptoms.
But two, to manage the long term risks of not having a cycle and not having oestrogen.
The other bits, the other bumpy bits that people might experience, are so PMS premenstrual syndrome.
Pmdd, which is that more severe end of the spectrum of PMS where people really do get into deep depression.
Feel suicidal?
You know, it really is a severe end of the spectrum. Some people have really heavy periods that that 'cause their bumpy roads and someone we will have endometriosis.
Which again, we could do a whole presentation on that in and of itself, but we I will touch on that a bit further as well.
So I guess the key here is that things happen gradually.
Perimenopause will often creep up on you, and it's just worth kind of having it in mind, you know.
None of this needs to be scary.
We just need to be able to anticipate what anticipate and understand what's happening and if you go on to the next slide, please, I'll touch on early and premature menopause as well.
So menopause definition is one year after your last period, so you only know you're there when you get there, if that makes sense.
So some women, their periods might have changed and become further apart.
You might have a period and then a gap for nine months, but if you have another period, you're still not menopausal.
You're in that perimenopausal phase.
So very, very strictly, menopaus is one, one day, 12 months after your last period. The day after that your post menopausal and the day before that you still perimenopausal and it's just trying to create some kind of finite episodes within the reproductive cycle in spite of what I.
Said about it all being a gradual process.
Yeah.
It's worth knowing that menopause occurs in about one in a hundred women under the age of 40 and still one in 1000 under the age of 30. Now when it happens under the age of 30, it's probably more likely to be genetic.
So it might be that there's a genetic defect. Some people with Down syndrome and Turner syndrome and things like that may may have never have any periods, but they still need some estrogen replacement.
For women under 40, you know it's often with associated with a family history of early menopause.
Can also be associated with with things like under active thyroid or celiac disease, or autoimmune conditions.
So things like rheumatoid and lupus and things like that can be associated as well. So we'll often.
Kind of delve quite deeply into patients who appear to be going through menopause under the age of 40, which I will come back to as well.
Perimenopause lasts five to seven years on average.
Menopause, I said earlier. The average age.
5150 to 51. So if you think if there's a kind of a range, a bell shaped curve where the average is 50, that means half of women are going through menopause later than that. But half are going through it earlier.
And so perhaps, you know, it's not unusual therefore, to to see women going through their menopause their month year after their last period in their late 40s. If perimenopause lasts five to seven years.
Then it really isn't a surprise that women are going through perimenopause and changing symptoms.
At the age of 40, or possibly in their early in their later 30s, if they're going to go through menopause at 45, for instance.
So I think that the reason I emphasise that is that nobody is too young to experience menopausal symptoms.
It's unusual to be menopausal, but the perimenopause symptoms can creep up and certainly be presenting earlier, and that the reason that it's important, particularly under 40, is that those women that go through an early menopause have an increased risk of cardiovascular disease. So heart attack and stroke.
They've got an increased increased bone loss at an earlier age, which means that they're going to face probably osteoporosis at an earlier age.
They are definitely there are studies that show that there's increased risk of cognitive decline in early in premature ovarian insufficiency, which is menopause under 40.
They often will have kind of more of a reduced libido, but I mean, that's something that does come with it for everybody.
But there's that increased risk of urinary symptoms involved over vaginal symptoms, of which we will come back to as well.
So earlier menopause increases the risks, but all of us, once we've gone through menopause, we'll have those added risks at some level.
So it is worth thinking about where we can optimize ourselves, not just through hormones but through our lifestyle to minimize those risks and.
Back to that and I think, you know, I talked to a lot of people about menopause, as you might imagine and certainly from some doctors I've had the kind of eye roll.
It's not a disease.
So what?
You worrying about, but I think for me what is important is that the impacts can be considerable and can impact a lot of women.
And so it's really, really important that we kind of talk about this and think about it and think about how we look after ourselves and each other at this time. Next slide please, Emily.
So we're going to go very briefly into a little bit of science.
Don't worry, it's nothing scary.
It's just to talk about how our periods work and how our hormones work.
So can I have the next slide, Emily?
It's just helpful.
I think this to to kind of understand a little bit about what our hormones are doing in kind of a normal menstrual cycle. If there is such thing. So on the left hand picture, we've got the way the where the hormones come from that drive our reproductive Cy.
Men have a very similar pattern, just to say as well, but this is a female.
Kind of picture.
So we have our hypothalamus, which sits somewhere, I think most people can probably see me sit somewhere kind of behind our foreheads and below that just below is the pituitary gland that sits just kind of between our eyes and goes straight back from there.
The hypothalamus is like the main driver and produces something called Gnrh which stimulates the pituitary gland to produce LH and FSH.
And it's those hormones that drive the ovary.
To produce eggs and produce estrogen and progesterone.
When the ovary produces oestrogen and progesterone, we have what's called negative feedback loops. So as estrogen levels rise, it's more subtle than this and I'll talk about the picture on the right in a second.
But the those hormones then suppress the Gnrh activity, so there's always this fine balance feedback loops or something in that we should. If we've done biology at school, it's something you learn about.
So there's always that balance to try and keep things under control and in balance.
And moving to the right hand side, this is kind of if you imagine one month of a period.
So from your first day of your period.
To the first day of the next period and that. So if you look at the bottom of that, the endometrial cycle, you'll see that kind of breaking down in the first few days. If you imagine it's 28 days, the whole thing here.
So kind of about three to five days.
Is that shedding bit?
So where there's the broken bits and it goes from thick to thin, and then it thickens up through the cycle, particularly in the second-half of the cycle, which is under the influence of progesterone. And then if you look at that blue curve above, when that progesterone level.
Drops. That's when your period starts.
So this is all important when we start to talk about.
About HRT particularly and bleeding patterns and what can go awry.
If you look at the top, what that's showing the follicular development in each cycle.
10s and 20s of of eggs develop, but one becomes a dominant follicle. And as that follicle becomes more dominant, it produces a lot of oestrogen.
That triggers something called the LH surge, which is that hormone from the pituitary, which is that little spike just before the ovulation.
Then we ovulate. The the egg goes on its merry way, and what's left behind is something called the corpus luteum.
Which is that white, irregular, blobby thing.
That thing produces progesterone until the point it just breaks down, and that's when that progesterone drops.
So that's what a normal cycle looks like. If we go on to the next slide, please, Emily. So again, if you go to translate back from that previous slide, each of the in pre menopause on this slide, each of those.
Swings up and down.
Is what was represented within that, so it one month is that kind of that dark blue strike up and down with a yellow double spike with that dotty line spike as well?
So that's what's going on there and you'll see what happens then in perimenopause. And this is subtle. Again. You know, if you imagine that line is more like a grayed out phase, which is different for each of us, we might see our period starting to change a little.
Bit.
And then what we also have associated with that is our ovaries don't produce eggs in a regular fashion.
And our hormones become a bit wandery up and down.
So what might happen is that we don't ovulate at all in a cycle, and we might skip a period, or we might get several ovulations in one cycle and that can create these double spikes of oestrogen, which can be quite messy for us, but we'll also get SL.
When we don't ovulate or just intermittently in the cycle slumps in oestrogen as well.
And so I guess what looks like a roller coaster there is what we might feel an experience.
During our perimenopause.
You know, with mood swings with various other things which will come to it's all a bit of a rollercoaster. And then as we move into into menopause and post menopause, the estrogen level and the progesterone level become very, very balanced and straight. That Dottie line is the F.
The thing that drives and that's the thing that we test, which I'll come back to later, that becomes high in a long term fashion because it's no longer suppressed by those at those other hormones.
And so in theory what happens is you go from a monthly cycle, which most of us have had periods would would know what that feels like at different levels.
Some people get very few symptoms. Some people get quite a lot.
In perimenopause for some people, that can be incredibly bumpy.
But then when you get into the post menopause symptoms wise things tend to settle down in most people at some point, but the at some point is a bit of a piece of string and the in most people means that I've got patients that I see in their.
70s and 80s and the other one in their 90s that still describe hot flushes that we have no other cause for and that we assume is something to do with what's going on around hormones.
But it's very difficult to kind of quantify what, what, what that means in an in an older person and what we should do about it.
Next slide please.
I'm just going to pause there actually just for one second.
And can I just check Andrew and Emily?
Are there any particular questions or themes coming through fine?
If not, I'm happy to carry on, but it's probably a it's 1/2 hour point, so anything to pick up.
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Yeah. Thanks.
Thanks, Doctor Monroe.
Yeah. Thanks for everyone who submitted questions as well. A couple of themes of developing participants asking what options are available to help with symptoms. If HRT is not an option, couple of people have asked that. Thanks.
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OK. We'll we'll definitely come to that. That's coming in the next slide. And I've deliberately started when I start to talk about treatments and starting with the herbal and non and non hormonal options.
And I also talk about jigsaw puzzles and I think one of the things that I've seen, so I've been doing talks for various groups of women in the 2 1/2 years now that I've been around candle and South Lakes.
And I think I probably started out talking a lot more about HRT, but realised that quite often there were those people that weren't HRT or those people that have been told they can't either rightly or wrongly been told that they can't and actually a much better way to.
Talk about menopause is to talk about a kind of a whole jigsaw puzzle of solutions.
Because what I find is that HRT can be absolutely brilliant in a lot of cases, but actually it's one part of a jigsaw.
For some women, it's a very small piece of a jigsaw.
For some women, it's not in the jigsaw at all.
Some people really struggle to tolerate it and come off it.
Some people just find it doesn't help and some people just don't want to have it or can't have it. So I think I will come back to it.
It's definitely coming in the slides, but yeah, the context of the whole presentation is to think of HRT as one part of a jigsaw puzzle and that we need to make sure we're thinking about all the other bits as well. Is there anything else, Andrew, or should I?
Move on.
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Move on, Doctor Monroe.
We'll pick up.
We'll pick up the other ones as we go, but please, please continue to send your questions in. Thank you.
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Oh, fine.
Actually what I will do just because I'm I'm gazing left at the questions I wrote them down as well.
So can so.
I'm hoping that the person that asked can I be perimenopausal in my 30s knows they can be perimenopausal in their 30s.
Can you get pregnant in perimenopause and may or may not come back to you?
So I'll say now you can get pregnant in perimenopause and if you go on HRT, it sometimes makes you more likely to get pregnant in perimenopause.
So it's really, really, really important that you think about contraception and thinking about it. I don't think I've put my slide in on contraception.
But definitely think about contraception.
And there are some kind of options for HRT that are more around contraception, which we will come back to.
Yeah. So there was also a question about assumptions of medical professionals about I think anxiety and also about.
Depression, I think.
I've hopefully covered that to some extent, but yeah, just to say, in fact, I'll I'll make sure I cover it because again, I'm trying to hopefully help you build a.
Approach that where you can know what to ask for at the doctors and also push things a little bit if needs be and it's a good segue actually into this slide.
So I guess this slides about how how do I make a diagnosis?
You know, there's a very traditional model that some doctors use still for making a diagnosis, which is ask the patient some questions.
Know that you've got had some training and then come up with a plan.
That's the doctor's plan.
Hopefully most GPS are trained and more hospital doctors now as well to treat making a diagnosis as a collaboration and and I think if you think of it that way, it's really, really important to come to the doctor's armed with information as much as possible and this will.
Be a theme through some of the slides that are coming up, so it really really helps me.
When people come having tracked their cycle, or at least can tell me over the last 6 or 12 months what's been happening with their periods.
So you know, are they getting close together?
Are they getting further apart?
Are they getting heavier?
Are they getting more painful?
Are there new pains that you've not had before and this is relevant not just in perimenopause, but just in general? If you're going to talk about periods, try and give a bit of a story about them because it is so, so helpful to be able to understand from.
A clinical perspective, what's going on and I guess more relevant to perimenopause and menopause is tracking symptoms.
And the the table on the side is not intended to be read.
It's a symptom questionnaire.
Which is kind of built around the glean.
Sorry, the green climactic scale, green is Greene.
So you can you can download that or find that online or there are plenty of symptom trackers that you can use.
Balanced menopause is the one that always springs to mind.
There's a really good symptom tracker on the balance app, and so you can track your symptoms there and the reason that that's important is that.
In perimenopause you can have someone.
The way you've ovulated and everything feels fine and you can have other months where everything's awful and what people find out like tend to tend to find is that.
And I'm sure I did this myself.
That you think that you have a terrible time, but then the next month it's fine.
You think?
Oh, I'm OK actually.
And then the next month's terrible again.
And you think, oh, I need to book that appointment with the doctors. And then the next month it's fine again. Or it might be fine for a couple of months. And you think? No, I'm fine again.
But this is it's a roller coaster by definition.
This, this, this period of life or it can be.
So tracking those symptoms and being able to look back is really, really useful.
The other time it is really useful actually is.
So I had a consultation with a lady yesterday who's been on HRT for 18 months.
I didn't start her on it.
And she said, I really don't know whether it's helping me.
And I said, well, what did you go on it for?
She said.
Oh, I don't really know.
And I said, well, did you track your symptoms?
She said no.
And so there's something about knowing why you go on it at the start to know, has that improved further on? And I will come back to that in further slides.
So tracking your symptoms is important generally.
But also, if you're taking a treatment so that you can see whether it's improving, because sometimes it's just hard to be objective about that because it you feel how you feel on that day and you might remember or mis remember what's happened three months ago, whatever else. So.
It can be really, really helpful. The other bit, and I think somebody might have asked about blood tests and things like that.
The main reason I would use blood tests around perimenopause and menopause is to rule out other causes for symptoms.
So things like hot sweats, tightness I said before, didn't I about low.
Can sometimes cause symptoms and problems, as can thyroid, and so primarily we're doing blood tests to check things like your thyroid, to check for anemia, to check iron levels and things like that. We would use. So FSH that hormone that we talked about before over the age of.
45 we don't use it at all.
Because it just actually isn't that helpful.
Because it only is one.
It's only really reliably elevated in people a year after their last period.
So if you're in that in between phase, it's going to be it might be up one day, but it might be down the next.
So it really isn't that helpful.
We do use it for people that we work under 45 with symptoms that might be perimenopause, the British Menopause Society would say you need two elevated readings to diagnose.
Poi, premature ovarian insufficiency or early menopause?
And if you can't diagnose it because those tests are OK, people need referring to a menopause specialist.
But as diet said earlier, I am the only menopause specialist in Cumbria with no current remit to work in a menopause clinic.
So certainly for women in Cumbria, it's not very helpful to be told all your blood tests are OK. I can see you're having loads of symptoms, but I'm going to refer you because there's nowhere to refer you to.
So what I'm trying to on my mission is to try and tell clinicians that it doesn't matter really if those blood tests aren't abnormal.
If the symptoms sound menopause related and if periods are changing, then the likelihood is people are experiencing perimenopausal symptoms and so because.
The the symptom benefit of having.
HRT is usually pretty clear, a trail of hormones, if that's the thing that you're going to do, is you could take it for three months and see if it improves your symptoms. If it does, brilliant.
If it doesn't, it's probably not that, and so long as you're doing those other tests to look for thyroid and anemia and other things, then we're we're on a kind of a safe bet really to try some HRT as long as we've done the risk assessment and things.
Like that.
Next slide please.
Symptoms wise I know I put this slide up last time, but I guess rather than go through all those words, I think it's just to say that menopause and perimenopause symptoms can occur from the top of your head to the tip of your toes.
So it can be dry skin, dry eyes, dry hair, hair loss, concentration problems, brain fog, depression, anxiety.
But it can just as easily be breast tenderness or palpitations, or hip pain or bladder symptoms, or knee pain or itching or.
All sorts of different things.
Which is why it's important to kind of track things a little bit. I think last time I did this presentation, I talked about my story at the start, but I, as the clueless woman with AGP with an interest in Women's Health.
I started with symptoms in my early 40s, probably actually my late 30s and I was itching and I was fainting and I was getting palpitations and I had a flare up of migraine and I had all sorts of bits. None of it happened all at once it all.
Happened intermittently and then I broke my ankle and had a bone scan and found out that I had a slightly low bone density and my mum had osteoporosis.
So I thought, well, I'll try some HRT to protect my bones and all the symptoms that I didn't been experiencing went away. So and it was only kind of looking back that I was like that's what was going on all along.
That was what was made me feeling like that, and that was after seeing a cardiologist and having a lot of chats with my GP about what might be happening.
Yeah. Anyway, so just to say they can creep up on you.
You might not get all of them at once.
Things might change over time as well.
And so it's just worth knowing that it's lots of different things that can happen.
Next slide please, Emily.
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Clarke, Andrew   37:43
To Monroe, just while you're talking about symptoms, you've had a question and asking if you could.
[image: ]
MUNRO, Catherine (THE JAMES COCHRANE PRACT.)   37:44
Yeah, yeah.
[image: ]
Clarke, Andrew   37:47
You have Utis as a result of many pause.
[image: ]
MUNRO, Catherine (THE JAMES COCHRANE PRACT.)   37:51
Absolutely, definitely.
And I'm going to come back to that in the context of looking after our vaginas and vulvas and it definitely so you're so during perimenopause, our hormones change. Obviously, as we've discussed. But what that does result in is a change.
So the reduction in estrogen in the vagina and around the vulvar and vagina causes a change in the cells there.
So we get less of the the mucus that's normally produced by the cervix.
We get a change in bacteria in the vagina.
We end up more likely to get soreness, more likely to get discharge, more likely to get thrush more likely to get BV.
So bacterial vaginosis, but also that estrogen is really crucial around the urethra as well. So around the water pipe and around the bladder and pelvic floor.
So the drop in oestrogen means you're more likely to get incontinence. Continence problems, you're more likely to get frequency and urgency and you're more likely to get water infections just because the bacterial balance changes.
So yes, it's the short answer is yes, you more likely to get Utis.
And I will come back to it.
But the the key really is even if you don't have other kinds of HRT to look at having vaginal estrogen because restoring the estrogen balance in the vulvar and vagina and therefore by default around the pelvis will help bladder symptoms in a lot of women.
Again, I saw a lady yesterday who last year was having recurrent water infections and incontinence problems.
She started doing some pelvic floor exercises.
She she changed her fluid intake and reduced her and almost stopped her caffeine and her water infections have gone away.
Symptoms that she was getting around leakage and feeling just not right down there have all settled down.
So it's something we will come back to, but yeah, hopefully that just answers that question while we're there.
Just a little word on hot flushes and night sweats. As I said before, it's where the evidence lies and it's the thing that we can reliably.
I can, if people aren't clear on whether the symptoms have settled and hot sweats and hot hot flushes and night sweats have been an issue at the start of their treatment.
Will I'll always use that as a bit of a parameter of? Well, if they've gone away, we're probably doing OK, although we still need to address the other symptoms.
So just again, bit of science just for a second, we have AI talked before about feedback loops and balance and we'll all have experienced that, you know, feeling cosy and warm.
Go outside.
Temperature drops. You suddenly feel cold.
And you start shivering or getting in a bath, suddenly feel very hot and you can start sweating.
That's a normal thing that happens for all of us from.
Childhood from when we were first born and but the thresholds for sweating and shivering are wider apart as we go through perimenopause and under the influence of estrogen. We think that thermal neutral zone, the thing that recognizes too hot, too cold, narrows.
And that's where we start to experience symptoms.
And so it's just worth knowing that because one of the treatments that I'll mention later, which isn't available on the NHS yet but probably will be next year, is focused on managing this thermome neutral zone.
So that in terms of, are there other treatments outside of hormones? There are more and more developing and there's a particular focus around managing symptoms like this, but I just find it's helpful to understand what's going on and why and why we might kind of experience be hot.
In a room where everyone else is ambient or be cold in that same situation.
Next slide please.
So I guess I've been thinking for a while about how what the best way to to kind of manage symptoms and perimenopause and actually just reproductive cycles and yeah, what the best way to look at this is really and you'll know I mentioned the symptom questionnaire before, but.
I'll find that I might get 10 different women with 10 different scores on that Symptom questionnaire.
Sorry, 1010 symptom scores are the same on that questionnaire, but each of them is impacted very differently by those symptoms.
So you might get one person that's functioning going to work, but really quite significant symptoms, while someone else with exactly the same symptom score is really struggling.
Might be, you know, housebound.
Might be stuck in bed, might be feeling very down and depressed and and kind of unable to function as a result of that.
So I think the symptom questionnaire by itself is a little bit cold.
And So what I what I try and talk to people about and I think this important for when you go and see a clinician to talk about your symptoms.
Is what are the impacts of those symptoms on me?
How is it impacting my life?
What am I not able to do that? I used to be able to do you know is that about concentration?
Is it about exercise?
Is it about getting out, doing your normal things?
Is it about cooking a meal?
What all sorts of things and every each one of us is very individually impacted by our symptoms and just by way of starting to build a kind of a management plan almost, there's something then about, well, what are my priorities to sort here?
What is it that I want?
Improve and you know if there were these three things that I could sort, this would help because that kind of thing and therefore on on the back of that actually because so there's the actions, what what do I I expect when I go and see a clinician what?
Do I want them to do for me, but also what actions can I put into place by myself so you know that might be a lifestyle thing or it might be a mindfulness thing, that there are whole kind of role of things that there's doctor actions and person.
Actions and there might be family actions.
Partner actions work actions and that's where work policies and things come into play. You know, what are the things that we can do here that are really going to help me, but to think of it in that way, not just I think we certainly in social media I.
Think things have been very oversimplified that you know, just take some HRT.
It'll all be better, especially if you take 3 hormones.
You'll feel fabulous, but not everybody does.
And so I think it's just important to think about in a very structured way.
And hopefully that will be a helpful way for people to think about things. Emily, can I have the next slide?
And just a word on impacts. And again, I think this is has been wholly underestimated in general.
But still a lot of clinicians I find just don't get this.
So you know there are impacts around mental health.
There are impacts around relationships, more women in perimenopause and menopause initiate divorces than at any other time.
There's something about ability to work.
There's something about ability to function outside of work as well, and I think that you know that's even before we think about the the symptom impacts and the medical impacts as well.
So there's a society impact, and then there's a personal impact, and then there's AI.
Guess there's a broader impact of things like bones, which is on that. That's what that graph is at the top right of the slide, which I will come back to as well.
So I won't go into now.
So yeah, just next slide, please, Emily, because I'm just going to explore that a bit further.
So I guess just hormones in general, not just perimenopause menopause.
Just worth when I've had this slide before, I've had a little picture of superheroes in the corner because I think there's something about recognizing that in spite of we all function highly well.
And you know, we do a lot, you know, and achieve a lot in spite of 90% of women experiencing some kind of PMS symptoms.
40% experiencing more symptomatic symptoms and two to 8% experiencing PMDD.
So that's that severe PMS that we talked about before with depression, suicidal thoughts and things, we can still function often in spite of some of these things, 80% of women will experience period pain at some point in their lives. 10% of women will experience heavy period.
10% of women will experience post naked depression and around 80% of women will experience symptoms of menopoles, which also means 20% of women won't.
Experienced symptoms of menopause, which is also an important thing we think oh, we're all doomed. But actually there are a group of women that sail through and don't get any symptoms whatsoever.
So I guess it's just a pause really to think that our hormones have a big impact on us from the day we start our periods and the impacts of not having hormones at the other end of life are also quite significant. Next slide please.
So just in terms of the impact on us from a mood perspective and depression perspective, so 16 fold increase in depression in women aged 45 to 52, which I think we can conclude is to do with perimenopause and a sevenfold increased risk of suicide in women.
Aged 40 to 50, these are massive, massive numbers that we need to kind of just register.
This is important stuff for us to think about.
59% of women take time off due to symptoms of menopause.
18% of women take more than eight weeks. Sick leave and I guess that the thing to really hold on to is that half of those women that take more than eight weeks off will then retire.
Early, so I think it all have amended their work patterns significantly as a result of that time off.
So again, that societal impact is massive as well as the personal impact and family impact. Next slide please.
I mentioned bows on a couple of slides ago.
I guess it's just worth contextualizing that the place we hear lots and lots of noise and understandably is around breast cancer risk and HRT, and we'll come back to that shortly.
But it's just worth noting that the most common.
Or hip fracture rather is more common than breast utrine and ovarian cancer combined.
One in two women will have a osteoporosis related fracture and one in five men will. Now a lot of that impact is in older life. So in people in their 70s, eighties, 90s and beyond.
But it's something that we can do stuff about. And if you just look at the little graph that I've got in the corner, the pink is women. Blue is men.
So you see that we all reach peak bone density in our 20s to 30s. Men obviously achieve a higher peak bone mass than women.
And then what happens around perimenopause?
That little drop off that you can see is a 25% bone density reduction around perimenopause.
So that's massive.
And we really need to register that and think about right how we're going to do something about.
And I think so.
And you'll see. Then once you get past perimenopause, we align with men in our in our kind of reduction in bone density over time.
But we're starting from a lower position.
Which is something we're thinking about.
And again, I'll come back to and just so you know, so osteoporosis, the pictures there show kind of normal bone, which is quite kind of lots and lots of kind of a network inside it. But with osteoporosis, that network thins.
The bone becomes more porous and therefore becomes weaker.
And is prone to fracture and hip fracture. That's a kind of kind of cartoon, if you like, of a hip joint that that the kind of between the bubble and the other bit that is the neck of the femur. And that bit is the bit that's most most.
Prone to fracture and as a weak spot, but I guess the good news is that bone is a live organ no matter when we what age we are.
So even at 7080 and 90, our bone is a live organ and it renews itself every 10 years.
So what we do our actions that we take now.
Now might be in our 30s, Forties, 50s, whenever we'll have an influence on our bone health.
And so I've started doing quite a bit of work with a nutritionist, but also with.
Some some physios and runners.
I think I mentioned before and and some exercise physiologists who very much are focused and passionate about bone strength and I will come back to this. But but bone strength is really important and we can do things that improve it.
And so, you know, if you've had a diagnosis of osteoporosis or osteopenia, don't think that's the end of everything.
Oestrogen can help, but equally if you can't have oestrogen then the lifestyle stuff that we do day in day out will will have an influence on our bone health and we can make a change to it Cath the next slide please, Emily.
So this is risk factors around bones and osteoporosis, and it's just worth thinking about about these for a second.
So I'll start at the bottom with lack of vitamin D.
Most of us that live up north.
Don't get much vitamin D.
You know, I think this summer's a really good example of we've not really had much sunshine and actually when we did when it is sunny, we'll all put sun factor on. That stops us absorbing vitamin D.
So it's something really important if I do a hundred blood, we don't do loads of blood tests for vitamin D, but where we where we do, we often find it low, especially in the spring when people have had a winter without vitamin D exposure.
So it's it's important for most of us at least to think about our vitamin D.
We don't get much in food.
It's probably worth taking a vitamin D.
Supplement for most people, at least through autumn and winter, there is evidence for that. It's not expensive.
You can buy vitamin D sprays, just oral sprays, and that that will adequately replace vitamin D for a lot of people.
So definitely worth thinking about.
Diet's really important.
So what we eat?
Having a good microbiome, good microbiome is probably important.
And.
Having adequate calcium intake is really important as well.
I'm gazing left because I know somebody wrote something about calcium, but I've not made a note of that.
But calcium is really important.
We need to check our intake.
Is sufficient and the Royal Osteoporosis Society think I've got a link on my last slide.
Royalosteoporosisros.org you can go on there and check your calcium intake.
If it's insufficient, try and look at ways that you can improve it.
Most people don't need a calcium supplement, but it's worth just checking that you're getting enough in your diet.
Low body weight.
I'm going to put my hand up and say I was this person with abmi under 18 for a lot of my 20s and 30s.
Thankfully, it didn't affect my periods, but I'm sure it's contributed to having a lower bone density in my 40s, and if you are one of those people that has been on the on the slimmer side for a long time.
If, especially if your periods have been affected, it's worth just thinking about talking to somebody or or checking. Getting your bone density checked. If you've got a family history of osteoporosis that makes things makes you more likely to get osteoporosis, and Asian women of Asian origin and with.
Darker skin in general tend to have a higher risk of osteoporosis. Those of us that are more inactive have a higher risk.
Smoking increases your risk of osteoporosis, and alcohol will.
Have an effect to displace calcium out of bones.
Also cause problems, so it's just worth knowing that they're the risk factors.
Some you can't do anything about, but some you can.
So think about calcium in your diet.
Check that you're getting enough.
Think about vitamin D.
Stop smoking if you're smoking, if you can, or ask for help with that and look at your alcohol intake and I've got colleagues that would say stop drinking altogether.
I think a lot of us find that drinking is not as pleasant as it was was once, but, but certainly just remember that when you do drink it can impact, but I don't think it means drink nothing. It just means drinking moderation.
Next slide please.
So just summarising those things, I think a couple of things.
So you can, I said about getting your bone health, your bone density checked.
You can do if you go download FRAX plus or go onto online to FRAX plus org you can.
There's a checker that you can check and it will come out with a you fine, or you might need a dexa scan, or you might be osteoporotic and needed extra scans to diagnose it.
So if you do, it's a very short questionnaire and it's fine.
You know you can just access that and if you do come out at risk and it is worth having a conversation with your GP about to see whether they can arrange a dexa scan for you diet.
We've talked about the one thing I would say is, so if there are people on that kind of do a lot of exercise or kind of prioritize protein intake, it's worth thinking the adequate protein is important.
But if you take too much protein in your diet.
It can displace calcium again out of bones because it makes you your your blood more acidic.
So you just, it is adequate protein.
I'm not a nutritionist, so please don't ask me for details on this, but you need an adequate amount of protein.
You need enough carbohydrates.
So one of the social media trends is around glucose spikes.
All of us spike glucose, glucose and it's a normal reaction. You know, if we exercise, our glucose goes up.
I think we need to look at not having too much refined sugar, but equally recognizing that carbohydrate is an important part of our diet and it's good for our bones and it's good for fueling us around exercise.
And with exercise.
I think weight bearing exercise is good.
So running, walking, jogging, jumping, skipping all those things are helpful.
But actually there's more and more evidence around strength building and building muscle and getting muscles pulling on bones and around joints in the stimulation of our bone strength.
So it is important to think about.
Depends who you talk to.
Some people say lift heavy.
I think just lifting or doing some weights is enough.
It doesn't need to be at the gym.
You can kind of.
Well, there's plenty of people doing strength training around now.
And you might want to lift heavy, and that's fine. But equally, resistance weights and things like that can sometimes help or resistance training.
So there's all sorts of things that you can do, but just think about building a bit of muscle, not body building to Arnold Schwarzenegger type potential, but just a kind of just kind of building muscle.
It's hard actually to build big muscles for any of us, let alone impairing menopause.
So don't worry that your bulk out, it's just really good for bones and my little example on that is.
Tennis players.
Their bone densities checked in their tennis playing arm and their other arm. They will always have a higher bone density in their tennis playing arm because of the repetitive movement and the repetitive muscle pulling.
So it you know it's individual limb exercises will pretend to be build bone strength in just that place you want to think about doing something that's an all body workout.
But like I say, it doesn't need to be in a gym.
It can be at home or you can book 1 to one type strength, building type training and things. If you don't want to be in a gym with a load of gym bunnies.
Next slide please.
I wonder whether it's 27 past, so it's not quite half past.
Should we just pause and see if there's any questions popping up, Andrew? And then just take a 5 minute comfort break.
[image: ]
Clarke, Andrew   56:27
Talk to Monroe.
So yeah, plenty of questions have come in.
One we've had says if you haven't been able to conceive or carry a pregnancy full term, will this impact hormone changes?
[image: ]
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Potentially.
There are.
There's some evidence around.
People that have struggled with fertility, particularly if you've got a lower egg reserve and there are blood tests that not available on the NHS but there are blood tests that you can do to look at egg reserve.
It doesn't necessarily predict menopause, but it can sometimes be helpful at least knowing in kind of childbearing potential they do those kind of blood tests in the fertility clinics often.
So there's definitely some links with people that have struggled with fertility.
And age at menopause.
But it depends.
I think the easiest answer is it depends.
It's worth talking to either your specialist if you've got one, or your GP about it.
But again, if you're tracking your symptoms and you're tracking your periods, that's the best sign of where you are.
And I guess if you've got that history, then it's best to do that from an earlier age potential. If you do kind of notice subtle changes start to just track things to see.
[image: ]
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And can HRT supercharge fibroid growth?
[image: ]
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Oh, that's a good one so.
I would say yes, and I've see I've had patients supercharged. Is a really good word, but perhaps not super charged, but so it's really normal for most women in their 40s to have some fibroid growth. And what that is is it's just the muscle in the womb that.
Grows that overgrows itself benign, benign, not anything cancerous, but overgrows itself into little balls of muscle.
But for some people, they can be bigger. And what we've always said in the past is when you hit menopause.
Your estrogen levels drop and those fibroids will shrink away.
But obviously more of us are having HRT and are possibly likely to have HRT into our 50s and 60s and for some beyond. And so there will be that longer term stimulation of those fibroids with oestrogen.
Now I've had a couple of patients who I've had to refer gone on to HRT and have had significant problems with their with their fibroids.
And the conversations I've had with gyne are actually that the chances that the that the doses of oestrogen in HRT are probably not going to have a significant effect.
But I think what it underlines is everybody's different.
So if you if you have started HRT and you know you've got fibroids and you're starting to get some pelvic symptoms, which might be a feeling of fullness or bloating or it might be a bit of Constipation or it might be a change to urinary symptoms, then it.
Definitely worth a conversation with the GP and an ultrasound scan will show.
Fibroids will show where they are will show the size of them and will be a good starting point to know if that is something that that is happening to you if.
If people do have.
Issues because of this?
Certainly, patients that I've sent to Guinea, there's a treatment, a medical treatment that you can have that suppresses.
We talked about Gnrh from the hyper hypothalamus earlier. That suppresses that hormone and adds back a little bit of HRT to try and give a balanced and continuous dose, which is supposed to be less impactful on fibroids. But I've had patients have a mixed experience that I've that.
I've worked with on that.
And obviously, then there's other I guess there's always the option of coming off HRT or having some treatment for fibroids.
And fibroid treatment might be they sometimes clot them off.
So do an embolisation procedure. Sometimes surgically remove them, or if there's a lot of fibroids and a lot of other symptoms, they might do a hysterectomy. Yeah.
Anything else, Andrew?
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Clarke, Andrew   1:00:13
Yeah, lots more questions, but perhaps we'll pick those up in the second-half.
[image: ]
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OK.
All right, so if everyone wants to have a breather, we could come back.
It's 1232 now, so 1237, if we come back then.
Then it just gives me a chance to rest my voice and fill up my water. Thank you.
37 so I think I've got about 10 slides left, which should hopefully leave plenty time for discussion.
So hopefully that everyone's had a little chance for a break, but it's kind of build a little bit on what I said before about. So if you remember, we talked symptoms, impacts, priorities and actions.
So when you think about priorities, it really is what what we're trying to get to.
I think what we're recognizing is that menopause is a very individual experience.
And.
Everyone's jigsaw pieces.
I've said a few times is slightly different, and it becomes particularly important for people around not going down an HRT route, but actually I think it's almost as important for people going down an HRT route.
So thinking about right.
I know what my symptoms are.
I've got my little score.
I know where they're impacting me most, but what then are the things that you know, if I could only change two things, what what would those two things be?
So start with a few things, chunk it up and start to kind of have a bit.
Political approach to things.
So I guess what would be most impactful if I could sort it?
What will help me live better work better, enjoy life better, and if I solve X where X might be concentration or energy or pain or anxiety or mood swings or urinary symptoms or vulvar soreness or and, and then life would be better. And I think it's just such.
An important thing to think about ourselves, but also then to be able to articulate that to.
A clinician if?
If that's the place that you're having a consultation.
Emily, next slide.
Thank you.
So I think there's just something within this then about what do I need.
So kind of what?
What personal stuff can? It's almost the actions bit, but but what is it that I need to do?
So there's life stuff and I think you know, it's just worth recognising that we seem to accumulate stuff through life stuff in inverted commas, being children in the nicest sense of the Word family, so older relatives or people that we care for.
Partners.
May have different levels of need or need for support or whatever.
We have houses, we have jobs, we often rush around and don't give much time to ourselves.
Now some of those things are pretty fixed, but often there are things that we can tweak a little bit and make to make life more manageable.
And I do see a lot of people that are waiting, waiting for everything, for HRT or for something to fix it all.
But actually, sometimes it's just worth standing back and thinking.
Right. What are all those bits for me? And actually, where can I make a tweak?
Who can I ask for help?
If I'm going to keep trying to be a superhero, which is what I think we all do, and certainly I do quite often, who can ask for help with this, or what can I actually do?
You know what this isn't important for now.
So I think it's just an important thinking process to go through.
Exercises worth thinking about so activity and as we've talked about before, whether it's just getting out for a walk, if you're going from, from doing nothing, getting out for a walk can be really, really helpful. Getting out for a run, building yourself up, having kind of site of.
Some kind of achievement?
Which might just be a couch to 5K.
Or it might be doing a part run every week, or it might be something more.
It might be a 10K or a half marathon or whatever, but having having something to focus on will often help.
And as I said before, the cardiovascular exercise and weight bearing exercise is helpful. But actually to think about something strength related as well, it can be really important.
So I boulder.
I don't really like gyms.
I don't like lifting weights particularly, although I'm having talked with all these exercisey people.
I probably will start doing a bit more, but I do I boulder so I climb walls and put a lot of force through different places as a result of that.
That's my thing, and actually I'd encourage lots of people to do that.
There aren't many women. When I there's a bouldering league and so I keep saying for my age I'm elite.
I think there's four people in Lancaster that go onto the bouldering league in my age group, so I'd really like some competition. So if you are around the area.
Join and practice with me and come and beat me.
Nutrition wise, we've talked about already, but actually the things that you know that you could make a difference to.
So you know, actually sometimes it can be quite mindful to cook, you know, finding time to do those things. But equally thinking about what you're eating, thinking about, probably avoiding some of those ultra processed foods. If you're eating a lot of them, but actually thinking about you know.
Cooking from scratch or making sure you're getting some plenty of fruit and veg doesn't need to necessarily be cooking from scratch.
But thinking about getting those fruit and veg in in different ways and nuts and pulses and legumes and chickpeas, beans, all those things can be really helpful.
Feed you got microbiome and that's good for your brain.
I think I probably said last time my little anecdote for this one.
Somebody did a study somewhere where they took poo of depressed apologies.
Lunchtime. If you're eating a sandwich right now and took the poo from depressed people and put them in, put it into germ free rats.
So rats that have been bred without any bacteria in them. And though the rats that were have the poo transplant.
Of from depressed people took on the depressive behaviours that were in the the humans and I think what we what that kind of the conclusion from that was that there's a.
A gut brain access and that there's a communication between them.
So if you've got the wrong kind of bacteria and you got, then that will that will influence our behaviours and how we feel.
So the the healthier I got microbiome, usually the better we will feel.
Day-to-day.
And there's a biochemical reason for that. Not just. It feels good to eat nice food.
It's worth thinking about mindfulness and relaxation.
So, you know, having some yoga or Pilates or Tai chi or something else in your exercise regime is helpful, but it can be as simple as doing a.
A 10 minute mindfulness app.
Kind of contemplation or a just a breathing exercise or something along those lines. And then we come onto HRT non hormonal options and herbal options as supplements.
There's a reason why I put an asterisk next to HRT and I can't remember what it was, but I guess just to emphasize, I know I've mentioned jigsaws a few times.
I think it's just a really good way to think about how we manage this time in our lives and for each of us, those jigsaw puzzles.
Jigsaw puzzle pieces are of different sizes, so just kind of working out what the puzzle is for us and which bits are the most important can be really helpful.
Next slide please.
So a little bit on herbal remedies.
There's a few around I would say that if you can't have HRT for instance, because you've had breast cancer or for other health conditions, it's always worth checking what you can and can't have.
So things like red Clover you can't have if you've had a history of breast cancer.
St.
John's wort, which is quite good for depression, interacts with quite a lot of different treatments and things as well.
So it's just worth checking that what you're taking if you're on other medications to make sure that there isn't interaction sentence, what can also interact with things like epilepsy medications, but the the kind of things that you'll find in herbal remedies are black cohosh, red Clover, ashwaganda sa.
St.
John's wart star flower oil, magnesium and collagen. Magnesium. A lot of people swear by in often.
In creams.
And things that you can apply directly onto sore muscles.
It can help with cramps.
It can help with sleep.
And I think there is some evidence of that being beneficial and I think I probably see speak to a lot of women that do find that beneficial.
You want to be careful not to overdose on it.
And so always check what the dosing kind of instructions are on things that you buy.
Star flower oil for people that do go on to HRT and experience breast pain, but also for women that experience breast pain in perimenopause and actually around periods as well.
Star flower oil and evening primrose oil are both really helpful.
You need to take quite high doses of those, but they can be super helpful.
And then you know, there are other things beyond what's on here.
So Lion's Mane is another thing that people will often take for the calming kind of qualities.
So some of this is around kind of an equivalent to hormone replacement, but some of it is also around just the calming benefits of things like Sage ashwagandha. Also lavender as well.
Collagen is an interesting one.
I can't.
Kind of make sense of the science of it.
You take collagen orally, then digest and breaks down into its constituent parts and your gut and gets absorbed.
There's no, there's no logical reason why that would reform itself automatically into somewhere in joints.
But having said that, we know that there is some evidence around collagen benefit.
For joints for some people, so for muscle pains and joints and some people take it for skin as well.
I think it for me.
The jury's out, and I certainly people are contemplating taking collagen.
Appetite all over my social media with all sorts of very young looking celebrities promoting it, but I would say don't spend too much and certainly don't get into the monthly subscriptions to things that you cut that are difficult to get out of unless you know that it works.
For you, it might work for you, and that's great.
But don't don't be kidded into thinking you've got to buy the most expensive one.
Just try it and see and if it doesn't seem to be doing anything, it probably isn't.
Hope that's helpful. Next slide please.
So when we talk about symptoms.
Like I said before, HRT will cover cover a lot of different symptoms in the way it works because it's replacing estrogen and a lot of symptoms that to do with estrogen deficiency.
For people that can't have HRT or choose not to or want to try something else.
There are alternative prescription medications.
It's not a great kind of range of things, but it can be really helpful and you know there are non prescribed things as well.
So I'll start with CBT.
Cognitive behavioural therapy talking therapies have been shown to be helpful not just for sleep apnea, but also for sweats, because there's something about the way we feel when we have a sweat or a hot flush, the embarrassment and those kind of things.
And talking therapies can help us in the way that we think and respond to those to kind of make, because if you feel stressed when you have a sweat or a hot flush, then that will wind things up and then it will get worse and it will get.
Worse, so if you can kind of find channel a bit of thinking that kind of says actually it's not that bad.
You can break that cycle a little bit and it can go away much more quickly and there is hard evidence that that is that is helpful.
Obviously, for aches and pains, there are painkillers.
There are also chronic pain medications, things like gabapentin and pragabilin.
Neither of those are brilliant medications in terms of they have potentially addictive qualities and are controlled drugs.
But they can help some people, even sometimes at quite low doses.
So they are things that you could you can go down that road if you need to.
But I mean again what I haven't put on here because I've already mentioned it is exercise and sometimes it feels like I'm too in too much pain to exercise.
But often, if you can build muscle and support around joints, then your pains will often settle down.
So it is worth think probably should put exercise on here as well.
For moods and sweats quite a lot of antidepressants can help.
I saw a lady yesterday, another one who was on antidepressant and had a Marina coil and said she didn't have any symptoms at all and it was probably a factor of she may be one of the 20%, but equally.
She may have had a symptoms being controlled through different means other than HRT and more kind of focusing on sweats, clonidines and old fashioned blood pressure tablet. And I mentioned before the tablet that changes that thermal neutral zone phase and there's a few others that are coming again.
Not on the NHS at the moment, but will at some point arrive in the in the NHS prescription things that we can give to people.
Remains to be seen at the moment. Whether that will be focused for people that have had breast cancer or whether it'll be for a wider population choosing not to have HRT.
But so there are a few things.
And again, as I said before.
It's really important to know what it is you.
This is where the symptoms and priority bits are really important.
What is my priority to sort here?
Is it anxiety and mood?
Is it sweats?
Is it pain?
Is it sleep because all of those things we can try and target a bit more if we know where we're trying to aim for next slide, Emily.
We're finally here, HRT.
And again, not for everybody.
So bear with if you're one of the people that it's not for you, but just a few things to say on it.
So oestrogen I guess.
The mantra I would normally say is estrogen for symptom relief and progesterone to protect the womb.
Lining, however, progesterone can help with quite a lot of symptoms and some people with a Marina coil will say I haven't really got any symptoms, any menopause symptoms. But then when you take the coil out, they will get them.
So we know that progesterone, we know that it helps.
It can help with sleep.
So you digest on the body.
Identical progesterone is really helpful for sleep for a lot of women. Not everybody.
It's also quite calming, and so for people with anxiety, it will calm those symptoms down again, not for everybody. For some people, it'll have the direct opposite effect.
So progesterone has a role beyond protecting the womb lining, but the main function of it within an HRT prescription.
Is to protect the womb lining. So for women that have had as a hysterectomy.
You don't need progesterone.
You can still have it if you find that the symptom benefit, but you don't actually need it.
So.
In that sense, it's a functional thing to protect the lining of the womb.
Estrogen we use for symptom relief, as we've just said, but also for the long term health benefits that we've described and for women starting HRT under the age of 60 and within 10 years of menopause, we know that there's a cardiovascular benefit. We know that it, there's hard.
Evidence that it does help with with reducing those risks.
And probably if people then have staffed it in their 50s, if they carry it on, it probably has some kind of sustained benefit. But we haven't got the evidence that says that at the moment.
Progesterone's wise, there are a few different ways to have it.
I've just mentioned progesterone in Utergestin, which is the body identical 1.
There's also the Marina coil, which I've also mentioned that that's really good for people that are getting period problems.
It doesn't.
Somebody asked about does it does it?
I can't remember.
Does Marina impact on menopause?
It doesn't.
You're it doesn't really suppress have an effect to suppress that cycle that we showed the hormones, Gnrh, FSH, LH.
For most people, their hormone cycle will continue in the background, but because your periods have gone, it's harder to track.
Where you are with that. But if you track symptoms again, it doesn't greatly matter if you're not getting many symptoms because the Marina will treat some of those.
But if you are very young and think that you might be perimenopausal, then we can still track that FSH level to see if people are becoming menopause in the background. When estrogen would be an important thing to have.
There are synthetic progestogens, so if you look at the femissome box on the slide, that's estradiol and digestion.
That's one of the progestogens in the Everl Conte patches.
So the combined patches, we have something called northersterone.
And there are a few other ones that pop up 11 a gastrol in the Marina coil is also in one of the other patches in the FEM. 7 patches.
When we give progesterone, if you've started HRT and it's close to your last period.
And so or you're still having periods?
So somebody asked about can I have HRT if I'm still having PT? Absolutely can, but you need to take the progesterone cyclically and that's to try and emulate what's going on with your own cycle.
So the aim is always to try and get people onto a continuous dose of hrti usually use two years as a bit of a gauge, but certainly beyond five years. Everybody should be on a continuous dose of HRT.
There's been some specific guidance come out this year around estrogen doses and progesterone's.
Certainly.
That says if people have had a sequential dose for more than five years, there is an increased risk of something else.
I'll talk about shortly.
Endometrial hyperplasia.
So the womb lining getting thicker.
So it's something to be aware of if you have been on HRT for a while and you're on a bleed preparation, which way you take the progesterone for some of the month and not the different bits of the month then you need to be speaking to GP about.
Going on to that continuous dose.
There is another progesterone that's licensed in HRT now called RISPERANONE.
It's a.
It's a.
A mini pill. So it's contraceptive.
It's not licensed for menopause treatment and perimenopause treatment, but it's the BMS have recognised it as an alternative option for, say, somebody that needs contraception but also is having some bleeding problems and is also wanting to go on some HRT.
It's a good place to start to go on that and you can add in estrogen on top of it. So for some women, I think that's going to be really helpful, but it's only something that we've started to prescribe really in the last 12 months.
And I think somebody asked about.
Evidence of benefit for body identical rather than bioident.
No, they didn't.
They asked something about natural versus synthetic hormones and I wasn't quite sure what the question meant.
So we've got synthetic hormones which are in the to the older style HRT tablets.
So Premarin a particularly good version of that estradiol that's infamous on body identical.
As it is in the patches and gels.
And.
Progesterone.
His body identical.
The other progester gems are synthetic.
So doctors will prescribe a range of synthetic and body identical progesterins.
The other thing that people talk about, our body identical verses, bioidentical hormones and if you go to so there are private menopause clinics that are I would say tend not to be run by medical doctors and certainly wouldn't be doctors from a British menopause society background who will.
Measure different hormones and do things like.
Dutch tests and things which in general aren't recognised as an evidence based thing to do, and then they will give prescriptions of a bit of oestrogen, maybe a bit of testosterone, a bit of DHEA and a bit of progesterone according to what the levels are, the problem with.
That is that our levels of our hormones, I mean you saw on the pre on the science bit before that our hormones are changing all the time and through the month.
And even more so in perimenopause.
So if you had the same blood test three or four times, you'll get three or four different readings.
And so there isn't any real benefit of having those weird combat.
I shouldn't say weird of having those combinations of hormones above and beyond estrogen, progesterone and testosterone so we can come back to that if somebody wants to kind of ask that question again. If I've not quite got the point of what they're asking. But the important bit on.
Here is if you have a womb.
It's that tiny writing at the bottom. You need progesterone and it needs to be at the right dose.
Can I go on to the next slide please?
And back to the Panorama episode that was all the second-half of it.
And the bit that they were focusing in on on private clinics.
Is around estrogen dose and progesterone?
There was a big document that came out from the British Menopause Society in collaboration with Royal College of Obstetricians and Gynaecologists and various others earlier in the year about getting estrogen doses right.
And they've classified different estrogen doses now to help us decide what dose of progesterone people need.
There's been it's kind of been a bit on police that people have put people on higher and higher doses of estrogen.
And kept the progesterone dose the same.
And what we're seeing is that not all progesterone are as effective at controlling that womb lining. And so particularly for you, registine, if that's something that you're that you take, if you're on a dose above 75 micrograms of an estrogen patch.
So if you're on 100, that's now classified as high dose, as is 4 pumps of estrogl and as is 6 pumps of lensetto 6 sprays of lensetto.
So if you're on high dose estrogen, you need to have.
A higher dose of progester of Utergestin to go alongside that if you've got a Marina coil, it doesn't matter if you are on a 75 microgram patch of oestrogen and you had vaginal lesion alongside it, that's absolutely fine.
Vagina lesion doesn't absorb into the system enough to be of concern, but we the big concern from the British Menopause Society is if we don't do this, we are increasing people's risk of wound line thickening and in particular endometrial cancer and those that saw panorama so it.
Saw a few cases.
Perfectly around that.
So we do really need to take this stuff seriously.
It's it's important if you are on a dose and you not sure that you've got the right thing to go along to doctors and have a chat with them about it. Anyone that's on HRT should have an annual review and hopefully doctors will be picking this stuff up.
But again, it's something that's like at the top of my priorities in that I do a lot of menopause work for other people.
It won't be.
And so they may not have thought to think about it, but it is something to check with your clinicians.
Next slide please.
So I'm kind of going back a little bit, but benefits of HRT, British Menopause society would say that the main intention of HRT is symptom relief.
So I do speak to a lot of people saying, oh, I'm a bit worried about osteoporosis.
Can I go on HRT for that now?
There is benefit.
There is evidence of benefit of HRT and it is first line under 60.
But if you're over 60, then there are different things that are considered better.
By science anyway, for bones, rather than taking estrogen.
So it's still for everybody.
We should be thinking about symptoms primarily.
If you've got osteoporosis, then we can be thinking about estrogen under 60.
But yeah, so it's.
I guess it's just being mindful that the main reason to have it is for symptoms.
Can you start it too early?
Somebody asked, as I think I've covered it before.
You know, there are reasons why you should start it early if you've got. If you've had a menopause under 45 and especially under 40.
But you know, there's no no harm if you've got symptoms that feel like they might be perimenopause in having a trial of of HRT.
So that transdermal estrogen is safe in a lot of women, it's if you have a trial of it for three months, if it helps, great.
If it doesn't, you know it's not perimenopause, and so long as you've had other causes looked at and ruled out.
But we also know that that there are benefits of HRT as we said about bone protection, cardiovascular risk. If people take just to counteract the panorama slide and if people take their HRT at the right dose.
So if you've got the right dose of oestrogen with the right dose of progesterone.
Then the risk of endometrial cancer is much, much lower.
Than it is in the background population and the other thing to say about that is because bleeding on HRT is not unusual.
But if you do get bleeding, and if you're taking your HRT correctly and it's within the right parameters, the chances of it being cancer are very low.
Obviously you still want to get rid of the bleeding, but we would still investigate it.
But the chances of it being anything significant are low.
It's usually to do with the. We need to change the estrogen dose or we need to change the progesterone dose.
But for most women, we would want to investigate leading if it's kind of changed from what what they've been used to before.
We also know that HRT reduces the risk of bowel cancer.
And with dementia is a funny one.
It's for some people. There's a clear benefit for clear benefits. Some studies show that benefit.
What we do know is that women have a higher, higher incidence of dementia than men and women going through an early menopause of a higher risk of dementia if it's not treated with oestrogen, and so those things would infer that there's a benefit to being on HRT and.
Reducing the risk of dementia.
It probably does reduce the risk of vascular dementia, but with Alzheimer's we just don't know yet.
The studies aren't there to say. Next slide please.
Again, I'm not gonna spend ages on this, but there are a lot of people that that have been told they can't have HRT for a range of different conditions.
So to look at the box.
So dvts.
So if you had a clot in your leg or a clot on your lung, you can have estrogen through the skin in most cases.
For people that have had.
A straight forward DVT so straight forward clot in the leg I wouldn't ask.
Kind of a hematologist for advice on that, but for somebody that's had maybe several clots on the lung.
Or I've got other crafting conditions I would usually want to prescribe HRT in liaison with the haematologist.
For a lot of cardiovascular conditions, even if people have had a heart attack.
Under 60, there is a benefit to HRT for epilepsy. We know that epilepsy and fits can get worse around menopause and estrogen can often help that.
So we know that people can have HRT for that, but people that have migraine with aura, you can have estrogen through the skin, so patches and gels and sprays.
The people with a purse, a family history rather of breast cancer.
Unless it's brca.
Well, even with BRCA actually what we consider is HRT doesn't increase your risk beyond your existing risk, if that makes sense.
So if your risk is twice that of the normal population going on, HRT will only affect your risk in the same way it would anybody else.
And if you've got a personal history of breast cancer, that's the bit that is different.
And for some other cancers as well.
So it's always worth liaising with your clinician, your specialist and having conversations around if you are having everybody's different here, some people would say I don't want to take anything that's going to influence my risk of breast cancer in the future. Other people might say I feel.
Terrible today and I'm more bothered about feeling good today than I am about my risk of breast cancer coming back in the future.
So they're the conversations to play into your clinical team to kind of make a decision together about what's right for you. For some people, it might be just stopping a treatment.
So tamoxifen and letrozole and things like that, it might be stopping those to see if your symptoms go away, because sometimes it's just a consequence of the treatment for others, it might be actually the menopause side of things that's the problem.
You can have now that we're starting to look at tamoxifen and HRT together.
As an option.
But again, it has to be in kind of collaboration between menopause specialist or GP cancer specialist and breast surgeon to make sure we make the right decision for each individual person.
So again, it could spend ages talking about that, but that's just kind of a nutshell. Next slide please.
And just to say about breast cancer risk.
So I think to start with HRT does not change a normal a normal breast cell into a cancerous 1.
That's not how it works, but HRT can increase the growth of existing cancer cells.
So what?
What we tend to find is that people with who are on HRT, who present with breast cancer.
Will probably present a bit earlier because that it's it's become more apparent more quickly, but they no people on breast.
On HRT, who are diagnosed with breast cancer, don't have a worse long term prognosis and outcome.
So it doesn't change that end of things. What we know is. So if you look at the chart, if you look at the four fewer cases in women on estrogen, only HRT. So evidence says that if people are on estrogen only HRT because they've had a hysterectomy and.
Then actually there's a lower risk of breast cancer than in the background population. We also know that breast cancer is common. So one in seven women in their 50s will get breast cancer.
Not to do with HRT, but just to do with kind of family histories and other things that they're exposed to. So each year it only will reduce the risk.
Combined, what HRT on this chart shows that about for women taking HRT, the risk is about one extra per thousand per year.
But it's different for different progesterone.
So with the utergest.
The body, identical progesterone, we think.
The risk is actually about neutral.
Or possibly slightly lower. Whereas if you compare it to northern or Levana Gastro, the risk is slightly higher.
The Marina coil we think is probably fairly neutral as well because the amount that's absorbed into your system is much less.
But again, we need more studies to be able to help us with this and the the other bit of this slide, I think that's really helpful is to look at the bottom end of it.
So those that smoke have an increased risk of breast cancer.
Those that drink alcohol more than 14 units per week have an increased risk of breast cancer.
Those that exercise more than 2 1/2 hours per week have a reduced risk of breast cancer, and those with abni over 30 will have a double risk of breast cancer.
So I guess the reason I I like working with this slide is that there's a big lifestyle conversation to have.
And actually, if you can kind of increase your activity and maybe lose a bit of weight and stop smoking, the benefit that you'll gain from that is way more than any risk of HRT. Again, everyone will assess this differently.
From a personal perspective, some people won't want to expose themselves to any risk at all.
But I guess it's just always bringing it back to. Well, actually, what can I do for myself today that's going to make a difference to my risk in the future? Next slide please.
Quick word on on testosterone.
British Menopause Society say that it's for Hyposexual desire disorder, which is diagnosed using a particular questionnaire.
And we know that an anecdotally from prescribing it.
That the benefits for some women are much more than on libido.
So on sex drive.
And that for some people, testosterone will help with energy for mood and for muscle and joint pains.
But we also know.
And my experience of prescribing it, I guess the reality is that probably about half of women I prescribe it for stop it.
To six months or sooner, either because they've had no benefit whatsoever or because they've had some benefit.
But they've also had side effects side effects like spots or greasy skin or a bit of hair loss.
Or just generally kind of don't feel right with it.
Some people feel a bit over stimulated with it as well, so if we do prescribe it, we check levels to make sure we're keeping it within physiological dosing. So we're not trying to over give people again big muscles and 1980s type athletic bodies.
And but we're very much focused on specific symptoms and trying to do that within a dosing that that works for each individual and that is a safe level.
Next slide please.
And finally.
Just to say that we should love evolvers and vaginas more and treat your vagina like you treat your face. So. And I don't mean put makeup on it.
I mean, moisturize it and look after it.
You sit on it every day and I think a lot of us will put up with a bit of dryness, a bit of irritation, a bit of soreness, a bit of discomfort during intercourse and think, well, it's my age and, you know, just need to get on with.
It I think.
The reality is that you don't need to put up with it.
So.
Moisturizer and when I say moisturizers, there are vaginal moisturizers, things like, yes, vaginal moisturizer that you can buy that can be used internally and can help with vaginal moisture moisturizer.
They're obviously lubricants that you can use around intercourse, which can help as well, but you can also use like, for instance, an oatmeal based moisturizer like AVEENO that you might use on your body.
You can use externally down below and that can often be quite soothing.
So.
Don't put up with it.
Look at the moisturizers and those kind of things and actually bear in mind that most women will benefit from vaginal oestrogen, even women that have had breast cancer.
Women on tamoxifen can have vaginal estrogen. Women that had breast cancer can have vaginal estrogen.
Women that are on some treatments, so the kind of lectures on astrozole type treatments probably where they won't get benefit from it. And then the moisturizer and things will be much better.
But look after your pelvic floor.
Don't think that? Well, I've had kids and this is just how it's meant to be.
Now go for your pelvic floor exercises.
Ask about vagina lesion, moisturize.
And think about the so thinking bladder symptoms.
Think about caffeine intake.
Think about fluid intake.
Make sure you're getting enough fluids. A lot of women drink less because they've they've got a more irritable bladder, but you need to keep hydrated or your bladder gets irritated.
Caffeine again.
It's one of those things our bodies seem to tell us over time that that things aren't as good for us as they once were.
And so you might naturally drink less caffeine as you get into perimenopause and menopause.
But actually reducing your caffeine significantly and things like fizzy drinks as well.
Will have a positive impact on bladder symptoms.
So yeah, just find, you know we get.
There's so many things that we put up with as women that actually we can do something about and I think, you know, just to emphasize vaginal moisturizers and vaginal estrogen are key to probably most women in perimenopause and menopause.
So don't be shy about going asking for it and talking to your doctor about it, because and you can buy vaginal estrogen over the counter as well if you don't want to have a conversation with your GP, there's something called Gener.
Gina, that you can buy over the counter. That is the same oestrogen that we prescribe as veggie rocks in in medical practice. Next slide please.
So just take home messages.
Hopefully you've picked up all these things, but hormone changes generally occur very gradually.
It's worth tracking your periods and symptoms.
It's worth thinking about lifestyle thinking about those jigsaw puzzles.
What's my personal jigsaw puzzle?
What are my priorities to sort?
HRT can help a lot of women, but it doesn't help everybody.
And there are other options and I think don't get lost in the mire of social media.
Look for talks like this or look at good evidence based quality science.
Look at the BMS website.
Look at.
Balanced menopause is OK.
It's very pro hormones, but menopause matters. Is the patient version of the British Menopause Society website.
There's loads of good stuff there as well.
There's increasing kind of evidence based stuff on on line.
You can find so, but it's all about finding the right approach for you. Just because something works for your friend doesn't mean it's going to work for you.
So make sure you think about what those jigsaw pieces puzzles are. Final slide.
Thank you very much.
There's a couple of the links that I've mentioned in the talk.
There's my e-mail address on there.
Please don't bombard me, but you're more than welcome to make contact if you want to.
Or the other thing that I should have put on there is we have South Lakes menopause and wellbeing hub that myself and a lady called Lou Curry who's a yoga instructor have set up.
We've got probably about 1200 members now and we publicize all the events happening in and around Kendall through that and other people publicize what they're doing on there as well.
So it's a good place to go to find out what's happening.
We do cafes alternate months, the next one's in November. I think 9th of November.
They're on Saturday mornings and we do talks in between and a big shout out for I should have said at the beginning. It's World Menopause month. As you'll probably know, the month of October and it's World Menopause Day on Friday, which is why we did this today. But.
In Kendall, if you're around, we've got events going on that are on the hub.
So we've got some talks, we've got some community building type stuff.
We've got dancing, yoga and drumming.
And I've also got a model pelvis and a pair of breasts to show people how to do breast examination and to show people what we're looking at when we're doing cervical screening and things.
So if you want to come along, then feel free to. It's free and it's not ticketed.
You can just wander in.
The details are on the website, on the Facebook group. Thank you very much. Open to questions.
[image: ]
Clarke, Andrew   1:42:39
Thanks, Doctor Monroe.
Yeah. So there's lots of questions have come in.
So we'll start with this one. I had a stroke.
20 years ago and I'm now.
I'm now only 45.
My pituity doesn't really work as it should.
Recently diagnosed to be in menopause.
Apparently my hormone levels are the same levels of the late 50s woman fitted with a Marina and had for for 14 plus years.
So I do not have periods and I'm relatively symptom less other than palpitations, which I've had for years.
Where do I begin with HRT supplements?
[image: ]
MUNRO, Catherine (THE JAMES COCHRANE PRACT.)   1:43:12
So I'm glad you got a Marina in.
That's a good thing.
So strictly speaking, there's no reason why you.
I mean there's loads to this.
So pituitary wise, if you pituitary is not functioning brilliantly then you probably aren't getting the normal cycles that you would have had.
And you probably are moving into kind of PO, menopause, menopause and there's no reason why you couldn't have through estrogen through the skin. As far as I can see.
So.
We would worry about estrogen orally, but you could definitely have through the skin estrogen if you didn't want to go down that road, you could go down the. Again, it's about symptoms.
So if you relatively symptom free, I wouldn't worry too much.
In general, but it's probably worth a conversation about, you know, have I already gone through menopause?
How you know how long have my estrogen levels been lower?
Those kind of things are in my head and I think the important bit if you if you've not got many symptoms is still to think about bones.
And particularly so going to do that for X plus thing that I mentioned before and having a conversation, if that flags that you might need a dexa scan to have a conversation with your doctor about about that to look for any signs of osteoporosis. If there's a chance.
That your hormones have been lower in those kind of kind of earlier reproductive years?
So they're my immediate thoughts, but there's a lot in that question.
[image: ]
Clarke, Andrew   1:44:39
And there's been various questions around body weight. So. So participants in the eating, the right things and exercising, but stomach seem to be getting somewhat plumper.
Is there any nutritional advice around that?
[image: ]
MUNRO, Catherine (THE JAMES COCHRANE PRACT.)   1:44:52
Yeah. So as I said, I've done quite a lot of work with Rena MacGregor Sports nutritionist just recently. I think the starting point is everybody's bodies change over time.
I, as I said earlier.
For not particularly healthy reasons, had a low BMI for a very long time, but I was always very slim and very narrow. And I noticed in my early 40s that everything thickened out in my middle.
And no matter what I've done, that hasn't changed.
So I think and I'm on hrti think there's a limit to what we can do.
Our bodies are naturally different post menopause and there is something about that's OK.
However, if people are finding they're really struggling to manage their weight or their weight's going up, it's worth thinking about things like thyroid and other causes around menopause.
Our bodies will want to store more fat to produce estrogen.
That's a different kind of estrogen that's made in fat tissue, something called estrogen.
So we are kind of.
HRT might help a little bit with balancing out that our bodies urge to do that, but in the conversations I've had with the sports physio, the physiologist.
And reini, I think the main message is, particularly if you're exercising, don't under fuel, so make sure you get enough food, the right kinds of food are important. But also if you lift weights. So if you build muscle.
It's more metabolically active than fat tissue, so you'll be more efficient in, in other words, what you eat will get burned more quickly if you've got muscle tissue. And I think I certainly experienced that with building muscle through bouldering and so.
There isn't. Everybody's different.
Everybody's recipe for losing weight is different.
And it's frustrating.
I think it's worth calling that out as well.
It can be really frustrating when you just the things that you've always been used to doing that's helped you shed a couple of pounds don't seem to work anymore. I think fad diets aren't great.
They can sometimes help with a few pounds, but it'll normally creep back on.
There's I'll just mention, but not to get into depth with. There are kind of things that people buy.
So Minjaro seems to be something that a lot of well, no, maybe not a lot, but with some women I speak to and using now.
And that does help with weight loss.
But who knows what the impacts of that are?
Depends what your weight is to start with, but I think in summary Perry and post menopause are bodies change.
There's something about accepting that to a degree, but being as healthy as we can around that.
So looking at the 30 plus fruit, fruit and veg, trying to avoid too much processed sugar.
And refined foods, I think probably makes a bit of a difference.
But then building muscle is probably the key.
To to feeling healthier, 'cause things are more toned and also probably burning a bit more, which means that we've got a bit more room to eat what we've eaten before, and that's probably about as much as I've got time to say now I would think.
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There's another question around perimenopause and can it affect the healing process of a broken finger?
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Perhaps I think it's the right answer.
So I mean, so broken fingers wouldn't.
Kind of fit in the the osteoporosis category, but if you've broken other bones as well, then then it might be worth thinking about the bone scans and certainly thinking about bone density and things.
I think perimenopause does affect.
Again, I don't think I've read anything but kind of just from personal experience in talking to different people, I think it can affect our kind of bruising.
It can probably affect bleeding a little bit.
And it can can potentially affect immunity.
So I think optimising our health in all the other ways we've talked about can make a difference.
But whether it slows down a specific bone.
Probably not just under the influence of perimenopause, but maybe thinking about getting your nutrition right and other things around it are important to just make sure that there's nothing else awry. And again, going back to calcium intake and vitamin D and all of those things to make if.
You are struggling for something to heal, making sure all those things have been thought about.
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When you have a car, when you have a Carl fitted, how do you determine if you're in perimenopause or postmenopause?
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It's such a good question and like I said it was. It was a question that was on the first set of questions that came through as well.
So the Marina, I guess it depends what you what you're trying to establish. If you're in your 30s and 40s and early 40s and you're wondering about perimenopause because you're getting some symptoms then.
You might need to have blood tests along alongside having the coil and checking that FSH blood test that I talked about before can be helpful.
Still in diagnosing menopause.
Arena doesn't mask the hormone changes in the background.
Marina can disguise disguise. It can can manage some symptoms, so in that sense it doesn't. If it was, if you were 48 and had a Marina or 50 and have a Marina, and you've not got much in the way of symptoms, then it doesn't really matter about.
Where you are with things. If you want wanting to think about. Well, actually, I don't want my Marina anymore.
I'm 50.
I don't want, you know, I had a coil fitted at 45 and I'd rather get rid of the Marina if I don't need it.
Then you can have those blood tests the FSH, to see where you are. If you had a raised FSH on two occasions under 40, then two years from that blood test, you can have your coil taken out and if you're over 50 then one year after those two.
Raised blood tests. You can have your coil taken out and assume that you're in menopause then, but the reason it's become less significant is that the marine is such a good progesterone part of HRT.
That I guess I actively encourage people to keep it.
Change for a fresh one if they need and use that as the progesterone part of their HRT because it is just so very good at being because it manages bleeding and it manages.
And it protects the lining of the womb. And it's that kind of licenses that effective bit of HRT.
So I think you don't over worry about it unless you definitely want it taken out for a reason. And if you are younger and you think you might be perimenopausal, then it's worth having those bloods to see where you are.
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Clarke, Andrew   1:51:15
And is it normal to experience symptoms that that you have for a few weeks, then go for a few weeks, then return like hot flushes, itching, pain?
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Yes, in perimenopause that is.
That's what I was saying about that roller coaster before. You'll have some months that you feel fine and some months that you feel absolutely awful. And that's why tracking symptoms is important because most people, the symptoms go away and they think, oh, right, I don't need to do.
Anything now and then they're back again.
So our body's trained kiddos a little bit with that.
So yes, the symptoms of perimenopause are variable almost always.
[image: ]
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And this this person is 43 and has had various symptoms all year.
The doctor suggested the coil, which she doesn't want but is refusing to try HRT because of her age and possible high blood pressure. Is this right and does she have to wait?
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You know that you don't have to wait.
So you're not too young to be perimenopausal.
If you're tracking your symptoms and you're tracking your periods and you can see that that you know you've got new things that you didn't have before and they might be menopause related.
Even with borderline blood pressure, you can have through the skin HRT.
So there's no reason not to try that as long as your blood pressure's being managed alongside it.
Oral HRT would probably be a no no, but there's no reason not to try transdermal.
And that's a typical case of people being told they're too young or you can't have when actually you can have. If you choose to have it. But do all your lifestyle stuff as well. Sorry, Andrew.
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And is black cohosh good in helping with hot flushes?
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There is evidence that it that it helps, yeah.
But again, it's not a if you've had.
Breast cancer.
It depends on the dosing and things as well, but I'd be cautious about using something like that. If you've had breast cancer in the past. If you just want something to try, that's herbal rather than.
Then, then a hormonal option, then it.
Then it's a really good thing, and it does have some evidence of benefit around hot flushes and night sweats for some.
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OK.
I think we've got time for one or two more.
Will it be harmful for you if you went through the menopause and didn't take HRT?
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So good question. So.
When you go through the menopause, as I said before, it's a normal process, but it has a lot of impacts now for some people, those impacts may be minimal and or 20% of women don't get any symptoms from menopause and that's really, really good.
But and the British Menopause Society would say if you're one of those women, then you don't need to go on HRT. What we do know is so if you have an early menopause or a premature menopause, so under 45 and under 40.
Then or if you've had a surgical menopause again under 45 and under 40, then the advice is to take HRT if you can.
The symptoms far outweigh the benefits. Up until the average age of menopause at 5051.
So taking taking HRT up to 5051 is helpful and there's evidence of benefit.
But if you've chosen not to have it, I just think it's worth thinking about all your other bits of your jigsaw puzzle.
So think about your bone health and think about lifestyle.
Think about exercise.
About strength, think about vitamin D and calcium.
Think all the other things that we just talked about on those slides, it's really important to think about this time of life is a proactive prevention type route, whether or not you to take HRT. It's as important if you do take it.
But we know that HRT will protect bones and so and will protect those having an early menopause from heart attacks and strokes. So it's just worth thinking about.
Well, how do I minimize my risks on all of those things?
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And does HRT cause or worsen acne?
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It shouldn't do, but again I I would say it's progesterone dependent probably so Eastern doesn't normally cause spots.
The progestogen.
So no, is more likely to cause skin problems than nutrigestone. If you're on utergestin and oestrogen and you've got a worsening of spots, you might want to try Marina coil instead.
And that thing that I mentioned before.
The drosperidone so Slimnd is a contraceptive that's supposed to have a lower risk of acne with it.
And if you're in your 40s.
And wanting HRT and you're not getting on with other progesterone then that is an option to try and have your estrogen alongside that?
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And what what time for one more? I was on calcium tablets when I started in Perry. I was about 39.
I was taken off them at 45.
Should I now be back on them?
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I would say no, I said before, most people don't need calcium supplements. Again, everyone that there might be specific reasons why you were giving it for a while, but what I would do is look at your calcium diet checker on the Ros website soros.org Cal.
Diet checker and look at what your calcium intake is.
I kind of assumed mine was going to be fine, but mine was a little bit on the low side and I changed my diet as a result of that to know that.
So I'm reassured that I'm getting enough calcium in.
Each day, so most people can get enough calcium from their diet, but it's just worth looking at that website for a few pointers and advice.
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OK.
Thanks, Doctor Monroe.
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Thank you.
So I don't know if DI is going to come back in or if anyone's going to just come back in and kind of finish things.
If not, then I'm going to talk super slowly, just in case anybody else pops up.
But hope it's been really helpful.
Thank you so much.
I've agreed with Dai that will share that. Well, the presentation's been recorded so people want to watch it back. Fine.
If so, I'm happy for the slides to be shared for you to have as a bit of a memory jog. If people do like to say the Facebook group South Lakes menopause and well-being hub, there's loads of information that we put through there.
Or that we what we're trying to do really is create community so that people can share together. And if you're in South Lakes, then please feel free to be part of that group.
You can be if you're further away.
And we do get quite a lot of women travelling down from north north Cumbria to some of the events that we do.
So happy World Menopause Month and on Friday, happy World Menopause Day.
And thank you for being part of today.
I was thinking DI might pop back up, but she's not doing so.
I think we'll just say thank you to everybody and have a good day.
I can't see your hand up.
Actually, I don't know whether I don't think that hand will be able to speak.
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No apologies, doctor Monroe.
I'm trying to.
I'm trying to unmute the the person who wants to speak, but I don't have the capacity at the moment.
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OK.
Yeah. No, that's absolutely fine.
So yeah, it's a bit of a yeah. Thank you to everybody.
You're welcome to go and carry on your days now and have a lovely world menopause month and hopefully you can join us if you can on Friday and Kendall. Thank you.
[image: ]
Clarke, Andrew stopped transcription
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