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ABSTRACT 
 

In this dissertation, I look to contemporary menopause management in the 

Southwest, United States, as an ideal case study of the ‘real world’ negotiation of a 

widespread contemporary conundrum—characterized by discourses of risk, proliferation 

of information and choice, chronic doubt, and personal responsibility for decision-

making. While there have been previous studies of menopause in the US, this 

circumstantial ethnography seeks to understand contemporary menopause management in 

an era characterized by a massive shift in the biomedical risk discourses about 

menopause, the explosion of therapeutic choice in a burgeoning pluralistic health care 

environment, and the broad expansion of women’s identities, body projects, and life 

priorities over the last several decades.  

I report on fourteen months of ethnographic fieldwork conducted in 2007 and 

2008 with menopausal women and health care providers in the southwestern US. 

Research components included ethnographic interviews (N=60) and focus groups (6 

groups with 27 participants) with midlife women, interviews with health care providers 

across a range of therapeutic modalities (N=20), and observation of emerging discourses 

of menopause in science, media and marketing.  

This dissertation illustrates that contemporary menopause management is a 

recursive process characterized by the ongoing re-evaluation of the impact menopause is 

having on one’s life—in context. Participants described the unfolding of the lived-

experience of menopause over time—even years beyond the end of menstruation. Risk 

discourses are not embodied en masse but reflect the concerns most salient in women’s 
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lives. While women access various expert and lay resources, they favor personal 

experts—sources deemed professionally sound and personally relevant—and their own 

embodied knowledge. For their part, health care providers described themselves as 

“normalizing” menopause and practicing patient-centered care aimed at empowering 

women to make their own decisions about how to manage menopause. Lacking an ideal 

choice, women make provisional treatment decisions that resonate with their current 

menopausal subjectivity. Despite abundant options, menopause management is 

increasingly stratified, with some able to access more information resources and afford 

more extensive decision-support. Among women with severe symptoms, bioidentical 

hormone therapy—productively positioned between biomedicine and 

complementary/alternative medicine—has emerged as a popular harm reduction strategy.  
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CHAPTER 1: INTRODUCTION 

 

This dissertation represents several years of thinking about how people make 

health care decisions in the “real world.” I began thinking along these lines while 

working on a research project with my advisor investigating the reasons and ways that 

US Americans use dietary supplements (Nichter and Thompson 2006; Thompson and 

Nichter 2007). Although there had been incidents concerning the safety of supplements 

like effedra (FDA 2004) and ongoing questions about the efficacy of others, the use of 

dietary supplements and other forms of complementary and alternative medicine (CAM) 

in the US had grown considerably in the last decade. The 2007 National Health Interview 

Survey (Nahin, et al. 2009) found that adults in the United States (US) spent $33.9 billion 

out-of-pocket on CAM in the previous 12 months—up from an estimated $27.0 billion in 

1997 (Eisenberg, et al. 1998). In 2007, $22 billion was spent on self-care—of which 

$14.8 billion was spent on so-called “nonvitamin, nonmineral, natural products” such as 

herbal supplements, fish oil, probiotics, etc. During this time, US Americans have been 

increasingly exposed to “alternative” paradigms for thinking about health and illness 

management. 

While research had been conducted on the prevalence of dietary supplement use, 

there had been no ethnographic exploration of people’s motivations for using dietary 

supplements and even less research on how they are used, in terms of how individuals 

determine what, when, how much, and how frequently to use dietary supplements. What 

our study taught me is that assumptions about why and how people take care of 
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themselves in particular ways are just that—assumptions. In order to really understand 

health care decision making, our assumptions need to be questioned and challenged by 

listening to real people talk about their own lived-experience (that is, one’s direct 

experience of being in world) and the priorities of their lives. It is within this context—

the context of their everyday lives—that people negotiate health- and self-care.  

Around this same time, I was also hearing about a series of pharmaceutical 

scandals. Fen-phen had been linked to heart damage several years earlier and litigation 

against manufacturer Wyeth was back in the news (NY Times 2004). Merck was pulling 

its widely-used nonsteroidal anti-inflammatory drug Vioxx from the market after 

evidence it doubled the rates of heart attacks and stroke among long-term users (Kolata 

2004). Questions circulated about whether the cholesterol-lowering drug Crestor would 

be withdrawn from the market based on concerns about kidney failure and muscle 

weakness (Harris 2004). These scandals had left patients wondering what to do. Should 

they stop taking a medication that they had believed was making them healthier? What 

were the potential consequences of stopping cold-turkey? What were the risks if they 

chose to continue? Without a doubt, clinicians were at their wits’ end as well. Their 

credibility was being undermined and they were finding themselves overwhelmed with 

phone calls and appointments from panicking patients.  

These kinds of pharmaceutical crises are characteristic of late-modern “risk 

society”—in which scientific and technological progress is increasingly perceived as a 

double-edged sword (Beck 1992; Giddens 1990; Giddens 1991). Everyday we hear about 

wondrous discoveries and ‘high-tech’ breakthroughs that promise to maximize our 
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health, longevity, and productivity. Yet, in light of such scandals, we are increasingly 

concerned that the practices we adopt with the expectation that they are good for us, in 

fact, may be causing us harm in the long run. Through all of this, knowledge production 

proceeds unabated. What we understand to be true today is subject to reversal tomorrow. 

As information proliferates, ambiguity grows and the onus for weighing risks and 

deciding among imperfect options falls to the individual.  

 

This dissertation is a study of this widespread contemporary conundrum. It was 

inspired by two intersecting phenomena in the contemporary US health care arena: (1) 

the growth in the use and mainstream acceptance of CAM and (2) a series of very public 

crises of confidence about the safety and efficacy of health care products, both 

conventional and CAM. Broadly framed, my research ‘site’ is the contemporary US 

pluralistic health care arena, in which (from magazine to drugstore to clinic) patients are 

exposed to new kinds of knowledges and are increasingly experimenting with a panoply 

of mainstream and ‘alternative’ options for managing disease, illness, health and well-

being.  

In developing this research on which this dissertation is based, I considered a 

number of case studies, such as infertility, depression, and menopause—each of which 

has become highly medicalized1 and increasingly colonized by CAM therapies in recent 

years. This trend has as much to do with the growing acceptance and normalization of 

                                                 
1 The term ‘medicalization’ refers to the ways that the body, its functions and processes—along with 
expanding aspects of everyday life—come to be managed (e.g., diagnosed, treated and prevented) through 
medicine. (See Barsky 1988a; Barsky 1988b; Conrad and Schneider 1992 [1980]; Illich 1975; Zola 1972.) 
This issue is taken up in detail in Chapter 3. Also, see Appendix B for definitions of key terminology.  
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CAM therapies as it has to do with dissatisfaction and concerns about conventional 

biomedical therapies. In the end, I focused the current research project on the 

contemporary experience of menopause in the US as an ideal case study for the 

investigation of these phenomena.  

A NIH State-of-the-Science panel defines menopause as “the permanent cessation 

of menstrual periods that occurs naturally or is induced by surgery, chemotherapy, or 

radiation” (2005, p. 1003). In biomedicine, “natural” menopause is recognized after 

twelve months without a menstrual period. The term menopause is used in this 

dissertation, as it is in popular parlance, to refer broadly to the time in which a woman is 

transitioning from her reproductive to post-reproductive stage of life. It is often, but not 

always, characterized by changes to a woman’s menstrual cycles and culturally-

recognized bodily experiences—the so-called “symptoms” of menopause. 

 

Theoretical Orientation 

From a theoretical perspective, this dissertation is focused on the ‘real world’ 

negotiation of this contemporary conundrum—in which discourses of risk proliferate, 

while the balance between the risks and benefits of scientific ‘progress’ appears more 

ambiguous. In this context, individuals bear increased personal responsibility for sorting 

through often contradictory information and deciding among a plurality of options for 

action.  

The term ‘risk’ commonly refers to the possibility or chance of loss, harm or 

injury. Lupton argues that although statistical calculations of risk have become 
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unnecessary in contemporary colloquial use of the term, the concept has become 

associated with an “apparatus of expert research, knowledge and advice” (1999a, p. 9). In 

other words, even in popular use, the term risk generally indexes expert assessments of 

threat or exposure to harm. 

While most studies of risk focus on physical risks and the mitigation of physical 

risks. This dissertation takes social risks to be equally important. While physical risks 

threaten the physical body through exposure to chance of physical harm or injury, social 

risks pose a threat to one’s social body and “might alter one’s social relations and so 

one’s position in various social networks (e.g. familial, sexual, income-related, etc.) and 

one’s position in a society as a whole” (Green and Sobo 2000, p. 40-1). 

Within contemporary social theory, there are two major schools of thought with 

regard to risk. Beck (1992) and Giddens (1990; 1991) use the notion of ‘risk society’ to 

emphasize macro-scale risks as ‘real’ dangers—often on a global scale. They note that 

these real risks are the result of unchecked scientific and technological ‘progress’ over 

the course of industrialization and modernization. Recognition of these macro-scale risks 

spurs a reflexive self-critique of science and technology, leading to a proliferation of 

competing and conflicting expert knowledges (‘reflexive modernization’). While Beck 

sees this critique as leading to doubt and skepticism about science, Giddens notes that the 

critique operates through science, reinforcing the overarching dogma. In terms of 

individualization, Giddens stresses that individual response to risk in the modern age is 

part of an ongoing, reflexive project and Beck stresses that individuals must increasingly 

bear the consequences of their decisions.  
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Followers of Foucault’s (1991) ideas about governmentality and the relationship 

between knowledge and power emphasize discourses of risk as they operate within the 

contemporary neo-liberal socio-political environment (Dean 1996; Gastaldo 1997; 

O'Malley 1996; Petersen 1997; Rose 1996). These theorists focus on the way information 

is collected about individuals, calculated into knowledge about populations, and 

transformed into authoritative recommendations and advice for the responsible citizen-

consumer. Within this neo-liberal ideology, individuals are encouraged to assume 

personal responsibility for managing and controlling their bodies and affairs, which 

allows the state to maintain a ‘hands-off’ approach to governance. Much of the discourse 

that encourages individuals to make responsible choices about behaviors and lifestyles 

are framed in the rhetoric of risk. 

Nevertheless, much of the theoretical work on risk has relied on secondary and 

historical examples rather than contemporary ethnographic work (Lupton 1999b). In 

response, anthropologists have made important contributions to this literature by studying 

the lived-experience of risk. Using ‘risk society’ (Beck 1992; Giddens 1990; Giddens 

1991) and governmentality (Foucault 1991; O'Malley 2000; Rose 2001) theories as 

underlying analytical frameworks, this study models itself after ethnographic 

investigations of embodied risk—most notably, Rapp’s (2000) seminal ethnography of 

prenatal genetic testing, Lupton’s (1999c) examination of risk discourses in pregnancy, 

and Robertson’s (2000) study of the lived-experience of risk for breast cancer. In this 

work, I extend my ethnographic investigation of lived risk in response to Nichter’s work 
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on vulnerability2 and harm reduction,3 in which he argues that “exposure to information 

about risk can itself trigger a sense of vulnerability” (2003, p. 17). 

 

The current dissertation is a circumstantial ethnography informed by theory (Lock 

and Nichter 2002). It takes the contemporary US experience of menopause management 

as a key site for examining “real world” decision-making in a pluralistic health care 

environment saturated by uncertain and contradictory information and discourses of risk. 

This case study provides a particularly rich opportunity to investigate the ways that this 

contemporary conundrum is negotiated in everyday life for several reasons: To begin 

with, although the lived-experience of menopause varies considerably within and across 

cultures, all women will enter menopause as they age—either naturally as their menstrual 

periods cease (around the age of 51 in the US), or due to medical intervention such as 

hysterectomy.  

Secondly, menopause has been highly medicalized over the last century. Since the 

discovery of sex hormones early in the 20th century and the manufacture of hormones 

leading to hormone ‘replacement’ therapy (HT), biomedicine has been decidedly focused 

                                                 
2 The term vulnerability refers to the state of being exposed or susceptible to attack, harm or injury. In this 
dissertation, I use the term vulnerability as an important dimension of risk subjectivity—that is, individuals 
may (or may not) perceive or position themselves as vulnerable to physical and social risks and risk 
discourses, irrespective of whether they are objectively “at risk.” In other words, vulnerability indexes the 
lived-experience of risk. One’s sense of vulnerability may be shaped by a wide range of factors, including 
bodily experience and practices, personal and family health histories, and the social context of one’s life. 
Furthermore, as Nichter observes, “members of a risk group may not see themselves as equally vulnerable” 
(2003, p. 14). While some may disregard their susceptibility to danger, other may experience an increased 
sense of vulnerability from exposure to risk discourses. In both cases, exposure to discourse of risk can 
alter one’s actual exposure to risk by influencing behaviors (including self-care and treatment decisions). 
3 Broadly stated, harm reduction refers to practices aimed at mitigating one’s sense of vulnerability or 
enhancing one’s sense of control over physical/social risks (Nichter 2003; Nichter 2006). This issue is 
taken up extensively in Chapter 6. 
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on the role estrogen plays in the end of menstruation and onset of disease (see Houck 

2006; Oudshoorn 1994). Over the years, biomedical practitioners and researchers have 

characterized menopause as pathology and a “deficiency disease” (Wilson 1966, p. 206). 

The most extreme proponent of this perspective was Wilson, who contended that 

“menopause is completely preventable” through lifelong use of hormone therapy (HT) 

(1966, p. 19). Although contemporary biomedicine has rejected much of Wilson’s 

characterization of menopause and his all-encompassing enthusiasm for HT, the 

underlying intent—that menopause is primarily a state of “estrogen deficiency” and poses 

a host of problems to be managed medically—continues strong (Lobo 2004, p. 421).  

During the second-half of the 20th century, this biomedical characterization of 

menopause as “both a disease and a risk factor for disease” (Woods 1998, p. 343) 

effectively established menopause as a  “critical choice point” (Kaufert and Lock 1997, p. 

84) in all women’s lives—whether or not they were suffering from menopausal 

symptoms. In other words, menopause had become the point at which American women 

must choose how they intended to age. During the 1980s and 1990s, fueled by 

observational studies and savvy marketing on the part of the pharmaceutical industry, HT 

was touted by biomedicine as the ‘responsible choice’ because it was thought to protect 

women from serious chronic diseases as they age (NAMS 2000). Women who chose HT 

were participating in the collective “will to health” (Rose 2001) and exercising what 

O’Malley (2000) has called “enterprising prudentialism.” By 2000, nearly 15 million 

menopausal women in the US were using HT, and estrogen was the best selling 

prescription drug in the nation (Barrett-Connor, et al. 2005; Hersh, et al. 2004). 
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Thirdly, menopause has been the subject of a recent—and very public—

pharmaceutical crisis. In 2002, one study arm of the Women’s Health Initiative (WHI), a 

massive clinical trial of HT for the prevention of chronic disease, was halted several 

years before schedule due to rates of breast cancer that passed a predetermined safety 

threshold (Kolata 2002). Analyses of the data from the WHI found that HT-use increases 

the risk for several serious conditions from which it was expected to provide protection 

(Rossouw, et al. 2002). By revealing unexpected risks of HT, these clinical trials 

muddied the waters as to how one should prudently manage menopausal symptoms and 

aging.  

In intervening years, knowledge has continued to proliferate without resolving 

this dilemma for women. In fact, in late 2006—when my dissertation research was in its 

final planning stages—two studies, the first linking lower rates of breast cancer to a 

decline in use of HT by menopausal women (Kolata 2006b; Ravdin, et al. 2007) and the 

second reporting that herbal therapies for menopause performed no better than a placebo 

(Newton, et al. 2006), rekindled public and private debates about the risks and benefits of 

menopausal therapies (Kolata 2006a). Due to a lack of definitive recommendations for 

symptom management, women dealing with symptoms of menopause (and their health 

care providers) have been faced with making sense of uncertain information about the 

risks and benefits of various management strategies, as well as the consequences of doing 

nothing at all.  

Finally, menopause is an ideal site for the study of medical pluralism—that is, the 

co-existence of more than one distinct medical system in a particular setting. Women are 
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the key consumers of both CAM and conventional medicine (Barnes, et al. 2004) and 

they often manage the use of health care in their families (Umberson 1992). In 2002, 40% 

of US women had used some form of CAM in the last 12 months, with the highest use 

(46.5%) among women age 50-59 (Upchurch, et al. 2007). As the growth of CAM over 

the last decade attests, the US is becoming an increasingly pluralistic health care arena in 

which biomedicine and various CAM modalities offer health care consumers a myriad of 

increasingly normalized ways to manage health and illness.  

Menopause is no exception. While HT was clearly the most widely-known and 

widely-used option for managing menopausal symptoms, dozens of dietary supplements 

(including black cohosh supplements like Remifemin and combination supplements like 

Estroven) are being marketed to menopausal women. At the same time, whole systems of 

care in which providers often reframe menopause and offer treatment within their own 

ethnophysiologies (such as naturopathy and traditional Chinese medicine, or TCM) are 

becoming more broadly accepted by US health care consumers, and (Ritenbaugh, et al. 

2003; Verhoef, et al. 2005). Furthermore, in recent years bioidentical hormone therapy 

has emerged as a hybrid—discursively located “betwixt and between,” neither and both, 

conventional and CAM. In other words, women managing menopause in the US have 

many options—both conventional and CAM—from which to chose.  

While we know that most CAM-users also use biomedicine (i.e., most CAM use 

is “complementary” rather than “alternative”), it is unclear how women are engaging with 

this pluralistic health care environment for menopause management (IOM 2003). Is 

menopause driving women to use CAM therapies or are they already using CAM for 
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other reasons? Are women using different kinds of therapies for different purposes or are 

they using multiple therapies simultaneously for the same purpose? This is a vital area for 

ethnographic research. 

 

Anthropological Scholarship on Menopause  

Anthropologist Margaret Mead is famously credited with coining the phrase 

“postmenopausal zest” to describe the creativity and productivity that she observed—and 

experienced—in midlife and beyond.4 In this simple phrase, Mead cements the 

relationship between anthropology and a positive reframing of menopause.  

In her ground-breaking multi-sited ethnography of female reproduction, Martin 

(1987) argued that biomedicine employs hierarchical, industrial-capitalist metaphors 

(following the prevailing organizational regime during the rise of modern biomedicine) to 

describe the female reproductive system. Menstruation is characterized as failed 

production and decay, and menopause is a “breakdown of a system of authority” and a 

“pathological state” (Martin 1987, p. 42). In her analysis, Martin illustrates the way 

metaphoric language has become entrenched and naturalized in biomedicine such that it 

is not even recognized as metaphor. She demonstrates that the naturalization of these 

metaphors enculturates generation after generation of scientists and health care providers 

to view women’s bodies in distinctly negative terms—as sites of failed production. 

                                                 
4 There are a series of quotes along these lines attributed to Mead. Lock (1993) credits Mead with the 
quote, “There is no more creative force in the world than a menopausal woman with zest” (p. xiv). In 
Margaret Mead: The Making of an American Icon, Lutkehaus (2008) describes a Life Magazine profile in 
which Mead wrote “We’ve found no way of using the resources of women in the 25 years of 
postmenopausal zest” (p. 45). Again, on a 1970’s talk show, Mead she says, “I attribute my energy to 
postmenopausal zest” (Lutkehaus 2008, p. 44). 
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Nevertheless, ethnographic accounts find that despite the ongoing pathologization 

of menopause by biomedicine, American women experience menopause as complex and 

ambiguous, rather than as a solely negative experience (Dillaway 2005b; Martin 1987; 

Woods 1998). Martin (1987), for example, found that while menopausal women in the 

US described menopausal hot flashes as embarrassing disruptions, in a broader sense they 

described menopause in positive terms: as a “relief” from the burdens of menstruation or 

fears of pregnancy or as a “release” of creativity akin to Mead’s postmenopausal zest. In 

a more recent study, Dillaway (2005b) found that women characterized reproductive 

aging (i.e., menopause) as the “good old”—a phase of life associated with freedom from 

menstruation and contraception—in contrast to general aging, which they characterized 

as a period of loss or decline. 

Within broader anthropological scholarship on gender and the body, ethnographic 

studies of the cross-cultural variability of menopause have also served as an important 

corrective to biomedical reductionism (Beyene 1986; Chirawatkul and Manderson 1994; 

Davis 1983; Kagawa-Singer, et al. 2002; Lock 1993; Sievert and Espinosa-Hernandez 

2003). Specifically, Lock’s concept of ‘local biologies’ (the “ongoing dialectic between 

biology and culture”, 1993, p. xxi) and Sievert’s articulation of a ‘lifespan perspective’ 

(which emphasizes the cumulative effects of biological and cultural factors across the 

lifespan, Leidy 1994; Sievert 2006) have provided the means to dispute notions of a 

‘universal’ menopausal experience or symptom set. Melby, Lock and Kaufert argue 

persuasively that anthropological studies of menopause suggest the need for a 

‘biocultural framework’ through which to consider “the interaction between biological 
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and cultural factors across the lifespan that influence menopausal experience” (2005, p. 

507). Without explicitly saying so, these studies have together established menopause as 

a prime site for studying ‘embodiment’—that is, “how we literally incorporate, 

biologically, the material and social world in which we live, from in utero to death” 

(Krieger 2005, p. 352) (Also see Kirmayer 2003; Merleau-Ponty 1962; Nichter 2008; 

Scheper-Hughes and Lock 1987.) This dissertation builds upon this strong 

anthropological foundation. 

 

The Current Study 

The ethnographic research on which this dissertation is based sought to 

understand the contours of contemporary menopause management in the years following 

the Women’s Health Initiative—an era characterized by prolific discourses of risk and 

competing information, growing ambiguity, and the explosion of therapeutic choice in a 

burgeoning pluralistic health care environment. This is the first study to examine US 

women’s menopausal subjectivity—that is, the way women perceive and position 

themselves in the world with regard to their embodied experience and the social 

messages about menopause—in the post-Women’s Health Initiative era. Specifically, I 

aimed to (1) determine how women experience menopause and navigate menopause-

related risk discourses, (2) assess how women filter information about menopause and 

menopausal therapies, and (3) investigate the influence of information and embodied 

risks on women’s menopausal management strategies. In addition, this study sought to 

broaden our understanding of how people engage with an increasingly pluralistic health 
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care environment in which ‘alternative’ ways of managing health and illness are 

increasingly normalized.   

In this dissertation, I report on fourteen months of ethnographic fieldwork 

conducted in 2007 and 2008 with menopausal women and health care providers in the 

southwestern US. During this period, I sat down with women at various stages of the 

transition to menopause for one-on-one ethnographic interviews and focus groups. In 

these settings women described their experiences with menopause, information-seeking, 

and treatment decision-making. They told me about their expectations for menopause and 

how their lived-experience had or had not conformed to these expectations. Most 

importantly, they described the impact that menopause was having on their lives—from 

their bodily experience to their careers and their social and intimate relationships.  

In this study, I was attentive to women not as generic “women going through 

menopause” but as individuals couched in the particular contexts—nested contexts—of 

their lives. While participants in this study were of a similar age, they were in very 

different places in their life trajectories. Some women were nearing retirement while 

other women were embarking on new jobs and new careers. Some women were 

negotiating changes in longstanding intimate relationships while others were dating and 

just entering new relationships. Some women were looking forward to their adult 

children soon becoming parents, while others were still raising young children of their 

own. In this study, I sought not to collapse these differences among women but to be 

attentive to the impact they have on women’s lived-experience of menopause and 

strategies for managing that experience. 
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To complement women’s accounts, I conducted interviews with health care 

providers across a broad range of therapeutic modalities representing the contemporary 

US pluralistic health care arena. I talked with gynecologists, family physicians, nurse 

practitioners, midwives, naturopaths, acupuncturists, compounding pharmacists and a 

homeopath. In these interviews, health care providers discussed their approach to 

menopause management, how they decide what treatments are most appropriate for 

which patients, and what they feel would help them provide better care for women in 

menopause.  

During this period, I also engaged in participant observation by attending national 

menopause conferences for health care providers and researchers as well as local 

seminars aimed at educating women. I also monitored mainstream media and popular 

culture for information about and characterizations of menopause. In sum, I conducted a 

wide-reaching ethnographic study of the contemporary lived-experience of menopause 

management in the southwestern US. 

 

My Presence in this Work 

This dissertation is a dialogic ethnography (Biehl 2005) in which many 

overlapping and recursive voices inhabit shared space. As Bakhtin suggests, our 

discursive acts “are populated—even overpopulated with the intentions of others” (1981, 

p. 294). This is certainly the case for this dissertation, which is populated by the voices of 

biomedical expertise, women’s lived-experiences, cultural critique, and so on. In addition 

to my own (multiply-complicated) subjectivity, the dialogue among voices in this text 
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reflects, to a great degree, the many avenues of investigation I took on over the course of 

this project:  

 Grounding this case study within its broader social context—as an example of a 
significant contemporary conundrum characterized by the proliferation of risk 
discourses, competing knowledges, and abundant options among which 
individuals must decide 

 Considering theoretical work on risk and late-modernity as essential lens for 
understanding this case study 

 Learning the biology and physiology of menopause 

 Investigating the history of the medicalization and pharmaceuticalization of 
menopause over the 20th century 

 Examining media discourses of menopause and advertisements aimed at midlife 
women 

 Attending to feminist and other cultural critiques of the medicalization and 
widespread promotion of hormone therapy over the last 50 years 

 Talking with a racially and ethnically diverse group of women about their lived-
experiences of menopause—including their sense of vulnerability to various risk 
discourses, the kinds of information they privilege, their life-worlds, their bodily 
experiences, and their treatment strategies 

 Having discussions with clinicians from a wide range of therapeutic modalities 
who provide menopause-related services to women 

 Participating in menopause-related conferences and seminars aimed at health care 
providers and midlife women 

At the same time, I recognize that my own subject position as “researcher” is 

complicated: although I aimed to maximize the agency of my research participants, 

ultimately it was my research agenda that framed our conversations. In ethnographic 

interviews and focus groups, I made a deliberate effort to provide women with freedom 

to broadly explore their experience with menopause and to focus more extensively on the 

issues that mattered most to them. While I primarily viewed my role as “student” trying 

to learn from women about their lived-experiences, I frequently found myself in the role 

of “empathetic witness” (Kleinman 1988). One of the complaints I heard most often from 
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women in this study was that they are not given the time and attention they need to 

explore their experience and their options within the biomedical system (i.e., within 15 

minute appointment times in which physicians talk for the majority of the interaction). In 

the context of the ethnographic interviews, I offered women time and space to tell their 

story. I gave women my full attention and asked questions that allowed them to explore 

their experiences and their perceptions of treatment options. For many women, this was 

their first opportunity to explore these concepts aloud, and many women expressed an 

appreciation for the opportunity to participate in the project. 

Despite my best efforts to remain the student of my research participants, I was 

frequently asked to assume other subject positions—most notably, those of a “menopause 

expert” and a “someday-menopausal woman.” In fact, I found that I could not avoid 

being implicated in the circulation of information about menopause (Briggs and Hallin 

2007; Briggs and Nichter 2009). At times I was (rather uncomfortably) asked to assume 

the role of an expert on the issue of menopause—as an expert on either the science or the 

lived-experience of menopause. When describing their experience of menopause to me, 

some women would turn to me and ask, “Is this normal?” or “Have you heard this 

before?” Occasionally, at the end of an interview, I was asked (both by midlife women 

and by health care providers), “What have you learned so far?” or “What are other 

women doing?” While some women viewed me as a potential source for biomedical 

information, most were looking for me to validate their experiences with menopause, to 

reassure them—based on my knowledge of either the science or the data I had 

collected—that they were not alone in their experiences.  
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At other times, women addressed me, not as “researcher” but as a “someday-

menopausal woman”—a pre-menopausal woman naïve to personal experience with 

menopause. For example, when I asked women about their advice for “women just 

entering menopause,” they generally responded to an ‘imagined’ recipient—although 

they occasionally addressed me directly. From a research perspective, this subject 

position was, to some degree, an advantage. As women, we drew upon a shared 

experience of the body, yet my research participants were required to be much more 

explicit about their lived-experiences of menopause and to describe their bodily 

experiences in detail—rather than merely indexing an experience they assumed was 

shared by a peri- or post-menopausal researcher. Occasionally, I drew on this aspect of 

my subjectivity explicitly. When asking women to describe their symptoms, I might say, 

“As a younger women, I don’t know what this is like. Can you describe it for me?”  

In short, this dissertation is densely populated with voices from all perspectives 

on contemporary management—including my own voice(s) shaped by my multiple 

subject positions. In coordinating the dialog among these voices, I aim to privilege 

women’s lived-experience of menopause. Nevertheless, I frequently juxtapose women’s 

lived-experiences with biomedical interpretations in order to illustrate the areas of 

overlap and dissonance between the lived-experience and the dominant paradigm—a 

paradigm itself populated by discourses of risk and biological reductionism, and a 

paradigm widely reproduced in the media and in many “expert” sources of information 

accessed by women. As researcher and ethnographer, I assume responsibility for 

constructing the imperfect dialogue among these voices. 
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Contributions of This Study 

By offering an exemplar case study, this dissertation contributes to our 

understanding of the “real world” negotiation of risk discourses, competing knowledges, 

and abundant choice in late-modernity—what I call the contemporary conundrum. In 

fact, the findings of this case study are significant precisely because many women do not 

suffer through most of  menopausal transition (NIH State-of-the-Science Panel 2005). By 

focusing on the ways that notions of risk operate not on the level of grand theory, but as a 

part of people’s everyday lives (Lupton 1999b), this dissertation illustrates that risk 

discourses are not embodied en masse but, rather, are filtered through individuals’ lived-

experience and the context of their lives. In the case of menopause, it appears that the risk 

discourses women find most salient are those that resonate with their lived-experience 

and interfere with their broader life priorities (e.g., career goals, interpersonal and 

intimate relationships, and body projects). This study also advances our understanding of 

the stratification of risk and risk responses, as well as the ways individuals use personal 

experience, and lay and expert resources, to make sense of uncertain and ambiguous 

information, to negotiate their position as risk subjects, to mitigate their sense of 

vulnerability, and to engage in harm reduction and risk avoidance strategies.  

This dissertation contributes to bio-cultural anthropology. Extending previous 

work along these lines (Lock 1993; Sievert 2006), I emphasize the ongoing and recursive 

relationship between the biological and the sociocultural, through time. In other words, I 

stress that one’s ‘local biology’ isn’t something ‘fixed’ or given at the point of 

menopause, but that these bio-cultural feedback loops continue to unfold throughout the 
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menopausal trajectory—dynamically effecting lived-experience, subjectivity, and 

practice. This expanded framework allows us to think about the ways that menopause 

management strategies themselves loop back into the system and shift menopausal 

subjectivity—from the direct effects on bodily and social experience to the effects these 

decisions have on women’s social worlds, the kinds of information to which women pay 

attention, and the kinds of risks to which they feel vulnerable.5 (See Figure 1.) 

This dissertation also contributes to anthropological studies of menopause. While 

there have been previous studies of menopause in the US, this study responds to a 

number of important shifts in the cultural landscape since the 1980s and 1990s that have 

altered the contemporary experience of menopause and menopause management. The 

most obvious is the massive shift in biomedical thinking about menopause brought about 

by the findings of the Women’s Health Initiative. Secondly, the rise of medical pluralism 

in the US has exposed women to new, and increasingly accepted, options for menopause 

management that they would not have even considered a generation ago. And finally, but 

no less important, is the broad expansion in women’s identities, body projects, and life 

priorities that has taken place over the last several decades.  

Finally, this study contributes to anthropological and epidemiological 

understanding of the use of health care products under ‘real world’ conditions, rather than 

in the controlled environment of clinical trials. From an applied perspective, it provides a 

                                                 
5 This framework also draws upon Hacking’s notion of “looping effects” which emphasizes the feedback 
relationship between classifications and those classified, such that “people classified in a certain way tend 
to confirm or grow into the ways that they are described, but they also grow in their own ways, so that 
classifications and descriptions have to be constantly revised” (Hacking 1995, p. 21). (See also Hacking 
1999.; Tsou 2007)  In a discussion of the looping effects of psychological conditions, Hacking introduces 
the concept of “biolooping” (1999, p. 109) to refer to the implication of biological factors in this complex 
process.    
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model—based on an exemplar case study—for investigating patient decision-making in a 

pluralistic health care environment where the public is increasingly exposed to 

ambiguous or contradictory information about the risks and benefits of mainstream and 

alternative therapies.  
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Figure 1. Bio-cultural feedback loops in contemporary US menopause management. This diagram is 
intended as a heuristic (not a model) for thinking through the interrelationships and recursivity (looping effects) 
between key elements in the contemporary US menopause management. Contemporary menopause management is 
situated within a broad, overlapping, and dialogic bio-cultural context. Risk discourses, information sources, the 
context of women’s lives, and the lived-experience of menopause influence subjectivity and play a role in women’s 
menopause management strategies (“treatment decisions”)—which themselves loop back and shape subjectivity by 
altering the lived-experience, the context of women’s lives, the information they access, their sense of vulnerability, 
and so on. At various times, factors “breakthrough” and drive a reconsideration of the status quo (i.e., reconsidering 
treatment decisions because of change the lived-experience or life context, or a change in the information 
environment). Note that shifts in any of these factors (which are frequent) can drive shifts—including the re-evaluation 
of bodily experience and the re-evaluation of treatment decisions—across the entire system. 
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Organization of This Dissertation 

The following two chapters contextualize this dissertation and the research on 

which it is based. In Chapter Two, I detail the specific components of the ethnographic 

research study that underlies this dissertation and the methodology used for data 

collection and analysis. I also describe the broad characteristics of the participants in this 

study. In Chapter Three, I contextualize this study by examining the emergence of 

contemporary notions of menopause in the US—from the discovery of sex hormones at 

the turn of the 20th century through the clinical trials that reversed orthodox notions of 

menopause management at the beginning of the 21st century. I also consider the ongoing 

debates about how best to manage menopause and describe the key options available to 

women today. 

Chapters Four through Six focus on the lived-experience of menopause, a 

perspective notably absent from most of the biomedical literature on menopause. In 

Chapter Four, I examine the contours of menopausal subjectivity. Through examining 

women’s descriptions of the lived-experience of menopause, I argue that contemporary 

menopausal subjectivity is characterized by the on-going re-evaluation of the impact that 

menopause is having on one’s life—in context. From this perspective, menopause is no 

longer a single “critical choice point” in which women must choose how they intend to 

age. Rather, women must continually re-assess whether and how to manage menopause 

through attention to their bodily and social experiences, life priorities, and their 

embodiment of risk. 
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Chapter Five examines women’s ways of knowing—that is, how they approach 

lay and expert sources of information and embodied knowledge as they engage in the 

process of menopause management. The current information environment surrounding 

menopause management is highly charged and contested. Although women in this study 

generally accepted their personal responsibility to gather and assess information about 

menopause and menopause management from a wide variety of sources, they tended to 

be skeptical of information coming from formal sources and relied more heavily on 

localized and personalized ways of knowing, such as trusted health care providers, 

friends and family members who possessed relevant expertise, and their own embodied 

knowledge.   

In Chapter Six, I examine the ways women are engaging in risk management 

strategies in their menopause management. Specifically, I focus on the decision by some 

women to use bioidentical hormone therapy (BHT). I argue that this decision can be 

fruitfully understood as harm reduction—that is, a practice intended to mitigate one’s 

sense of vulnerability to risk and enhance a sense of control over one’s health and life 

(Nichter 2003). In a pluralistic health care arena like the contemporary US, BHT 

occupies a symbolic and pragmatic middle-ground. As a prescription-only hormonal 

treatment, BHT promises therapeutic efficacy within a biomedical paradigm; yet as a 

plant-based and tailor-made therapy BHT represents a symbolic alternative—one that 

many women assume is safer than conventional hormone therapy. 

In Chapter Seven, I turn my attention to the perspectives on menopausal 

management voiced by health care providers across a wide range of therapeutic 
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modalities. I illustrate the breadth of approaches the clinicians take toward managing 

menopause and draw attention to several themes that cross-cut therapeutic modalities in 

surprising ways. Although they certainly have different guiding philosophies and 

treatment preferences, clinicians described themselves as normalizing menopause for 

their patients and practicing “patient-centered” care in what is, increasingly, a pluralistic 

health care environment. I also discuss the stratification of care, in which those who can 

afford to pay out-of-pocket have access to enhanced clinical attention and therapeutic 

choice, while others receive more limited clinical care and treatment options.  

In the concluding chapter, I re-orient this dissertation as a case study of the 

conundrum at the center of contemporary life—in which individuals are charged with 

negotiating subjectivity and practice within an environment saturated by risk discourses, 

competing narratives and knowledges, and abundant choice within a pluralistic health 

care arena. I synthesize the key results of this research and offer some final observations 

about their relevance to contemporary US popular (health) culture. 
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CHAPTER 2: METHODS AND SAMPLE 
 

 

This dissertation research project investigates how women in the Southwest US 

make menopause-management decisions in a pluralistic health care environment 

saturated by uncertain and often contradictory information and overlapping risk 

discourses. The specific aims of this research were defined in my dissertation research 

proposal as: 

1. To identify and assess how women access, interpret and prioritize information 

about menopause and menopausal therapies from various sources—including 

scientific studies, media reports, healthcare practitioners, friends and family, and 

the Internet.  

2. To determine how women perceive, experience, and respond to discourses about 

the (physical/social; short-/long-term) risks of menopause, menopausal therapies, 

and chronic diseases associated with menopausal status. Given competing 

discourses about the safety and efficacy of therapies, what is the level of trust and 

sense of vulnerability women have toward various therapeutic options? 

3. To investigate the influence of information and the embodied risks of menopause 

on women’s menopause management strategies—including the use of 

conventional and complementary/alternative (CAM) therapies. What particular 

practices do women engage in or avoid as part of a strategy to avoid risk or reduce 

harms related to menopause or menopausal therapies? 

 

To fulfill these research objectives, I carried out fourteen months (March 2007 

through April 2008) of ethnographic fieldwork in the Southwest US. This research was 

approved by the University of Arizona’s Internal Review Board. During the research 
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period, I implemented four qualitative research phases with two populations: (a) peri- and 

post-menopausal women6 and (b) providers of menopausal health care (see Table 1).  

Table 1. Research Components 
Population Research Segment N 

Participant Observation 
Ethnographic 
Interviews 60 

Peri- and post-
menopausal 
women 

Focus Groups 27 
Participant Observation Health care 

Providers Provider Interviews 20 
 

The bulk of the data from this study was generated from ethnographic interviews 

(N=60) and focus groups (6 groups, with a total of 27 participants) with peri- and 

postmenopausal women practicing a range of strategies for managing menopause. To 

supplement women’s accounts and to provide an understanding of the way health care 

providers perceive menopause and approach menopause management, I conducted 

interviews with health care providers (N=20) from a range of clinical settings—from 

conventional to CAM. I also conducted ongoing observation of menopause-related 

education or information sessions and conferences, and by surveying science, media and 

popular culture for information about, or characterizations of, menopause. Because the 

ethnographic methods employed in this study are both open-ended (that is, participants 

were invited to speak at length about their experience or about the issues that most 

concern them) and semi-structured (meaning that I followed an interview guide to make 

                                                 
6 The terminology related to menopause is problematic and I discuss this in more detail in the next chapter. 
For the purpose of describing the methods and sample of this study, the term “perimenopausal” refers to 
women who have had at least one menstrual period in the 12 months and the term “postmenopausal” refers 
to women who have had their final menstrual period more than 12 months prior to their participation in the 
study.  
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sure that all key topics were covered) the data generated for this study is ethnographically 

rich, yet comparable across participants.   

 This chapter details the specific components of this research study and the 

methodology used for data collection and analysis. I also describe the broad 

characteristics of the peri- and postmenopausal women and the health care providers that 

participated in this study.  

 

Why Ethnography? 

Ethnographic research, rooted in the discipline of anthropology, is a holistic 

approach to investigating real-life experiences, interpretations, and practices as situated in 

local (cultural, social, political, economic, and historical) contexts. Thus, the 

“ethnographic method” is a set of research methods—including participant observation, 

informal conversations, in-depth and open-ended interviewing, and focus groups—which, 

together, generate deeply contextualized (rather than abstracted) data. Ethnographic 

research is aimed at multiple levels of inquiry—that is, it investigates individual 

experience and collective behavior, as well as the societal, historical, political and 

economic forces influencing the experiences, interpretations, and behaviors of individuals 

and groups. Finally, ethnographic research “follows the data”; ethnographic researchers 

see it as their responsibility to maintain sufficient flexibility in their research goals and 

methods to respond to unexpected findings with further research (Agar 1980; Agar 2006; 

Bernard 2002; Dougherty and Keller 1982; Emerson 2001; Jessor, et al. 1996; LeCompte 

and Schensul 1999; Schensul, et al. 1999b; Spradley 1979). 



 39

Following Lock and Nichter, this ethnographic research project is a 

circumstantial ethnography that is “attentive to circumstance and nested contexts within 

which people live out their lives” (2002, p. 14). Given that menopause has been 

characterized by biomedicine as a “critical choice point” in women’s lives (Kaufert and 

Lock 1997, p.84), this study examines the ways that women negotiate this particular 

situation in the context of their day-to-day lives. I also take a taskonomic approach—

attending, in detail, to menopause management as a process in which women produce 

particular kinds of knowledge aimed at navigating this particular circumstance 

(Dougherty and Keller 1982). Over the course of data collection and analysis, I have been 

attentive to areas of ambiguity—such as the ambiguity surrounding the beginning and 

end of menopausal transition, as well as the ambiguity around interpreting bodily 

experience as symptoms of menopause versus “something else” like aging or illness. I 

have been concerned with issues of agency and personal responsibility that emerged in 

participants’ discussions of information-seeking, interactions with their health care 

providers, and advice to women just entering menopause. I have also considered issues 

relating to personal and social-identity—considering, for example, whether women’s 

CAM use was linked to their identity or whether menopause-related CAM use might be 

changing their identity. Finally, I have paid close attention to the role of women’s social 

networks in the process of menopause management. These issues are taken up throughout 

the dissertation.  

Qualitative research has a proven track record in health research. Ethnographic 

research has much in common with qualitative nursing research, which employs 
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phenomenology (Lynch-Sauer 1985; van Manen 1990) and grounded theory (Glaser and 

Strauss 1967; Stern 1985; Strauss and Corbin 1990) methods. Like phenomenology in 

qualitative nursing research, ethnographic research is concerned with understanding the 

phenomenological (or “lived”) experience (i.e., individuals’ direct and subjective 

experiences of a phenomenon). And like the use of grounded theory in nursing research, 

ethnographic researchers are careful to ‘ground’ their analyses in the data, rather than to 

impose theoretical frameworks upon it. However, the ethnographic method has the 

advantage of meticulously situating the analysis in social, political, economic, and 

historical contexts.   

This project was conceived, in part, as a study of CAM use in menopause. A 

number of authors have argued the need for qualitative research in the study of CAM 

(Broom 2005; IOM 2005a; Verhoef, et al. 2002; Verhoef, et al. 2005; Vuckovic 2002) 

due to the complex characteristics of CAM therapies (such as their use with other 

therapies, the individualization of treatments, and the importance of the patient-provider 

relationship). The Institutes of Medicine (IOM) Committee on the Use of CAM suggests 

that “qualitative research can also help to increase understandings of such things as the 

types of patients who use particular CAM therapies, their motivations for the use of such 

therapies, and how they understand health and illness” (IOM 2005a:123-4). This 

research, using the ethnographic method, directly responds to this need. 
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Research Site 

This dissertation research project was conducted in a Southwestern US city that 

has a metropolitan area of over one million people. This city is ethnically and 

economically diverse. According to the US Census Bureau (2007), approximately 67% of 

city residents identify as White, 5% as African-American, 4% as American Indian or 

Alaska Native, and over 23% as “some other race.” In addition, nearly 40% of residents 

identify as Hispanic or Latino. Median household income is $36,752. 

In addition to population diversity, this city is characterized by a heterogeneous 

health care environment. It is home to a major research university with a medical school 

and university-based medical center with gynecology and family medicine departments, 

as well as an “integrative medicine” training program and “integrative” family medicine 

clinic. The city has several large hospitals as well as multiple clinics that serve the large 

low-income and immigrant community. In addition to these conventional biomedical 

resources, this city is also a hub of CAM training and practice—boasting schools of 

Traditional Chinese Medicine (TCM) and acupuncture, massage and yoga, as well as 

dozens of naturopathic, chiropractic, and homeopathic practices.  

To take advantage of the wide range of health care options available to women in 

this city, I collaborated with providers from a wide range of clinical practices (including 

gynecology, family medicine, integrative family medicine, midwifery, naturopathy, and 

TCM/acupuncture) to provide information about my research study to women managing 

menopause.  
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Participant Criteria 

The vast majority of research on menopause is conducted with women who 

present at clinics—skewing the data on menopause toward those with the most disruptive 

symptom experiences. In order to increase the probability that the data from this study 

would yield a rich and comprehensive description of women’s menopausal experience 

and management strategies (van Manen 1990), I made an effort to recruit women who 

represented a wide range of menopausal experiences and strategies for managing 

menopause—including women who had few, if any, symptoms of menopause and no 

need for medical intervention. While these efforts did yield participants with an 

“unproblematic” transition to menopause, the vast majority of women reported 

experiencing symptoms—either currently or during some part of their transition to 

menopause. While this symptomatic sample can be viewed as a limitation, my study was 

attentive to changes in the lived-experience of menopause and many women described 

symptoms as shifting through time: at some points symptoms were minor, manageable or 

even non-existent, whereas at other points they were disruptive to women’s lives and 

demanded intervention. In other words, while simple characterizations of women as 

symptomatic or asymptomatic were not useful, attention to the dynamics of women’s 

symptom experiences yielded rich data about women’s lived-experience and management 

strategies. 

When this research study began, the inclusion/exclusion criteria for participation 

in ethnographic interview and focus group segments of this study were described as 

follows: 
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To be included, potential participants must be (a) English-speaking women of any 
ethnicity, (b) who consider themselves in natural menopausal transition (that is, 
they have not had their uterus and ovaries removed), and (c) with fewer than 3 
years since their last menstrual period. Other than total hysterectomy, potential 
participants will not be excluded on the basis of health status. 

 
As the research progressed, however, I began to hear from three groups of women who 

did not meet the original inclusion/exclusion criteria but were keen to share their 

experiences with menopause and menopause-related information seeking and treatment 

seeking: 

(1) Women who had their uteruses removed more than three years ago, but were 

now ‘experiencing’ menopause. In the initial study design I did not adequately consider 

potential participants who had their uteruses removed, ending their menstrual periods 

without their experiencing menopause at that time (because their ovaries were still 

functioning and they were still having ‘normal’ hormonal cycles). A number of women 

who had their uteruses removed several years earlier came to this study because they now 

self-identified as being ‘in the transition to menopause.’ Although they had not had 

menstrual periods in the last three years, these participants were currently ‘going through 

menopause’ and felt they had something important to offer this research study. In 

general, these women wanted to discuss the ambiguity of their experiences in managing 

menopausal symptoms because they lacked changes in menstruation to help them 

reassure themselves that what they were experiencing was truly ‘menopause.’ They 

lacked the telltale marker of menopause—the changes in and, eventually, the cessation of 
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menses—that help many women make sense of the other changes in body and 

experience.7 

(2) Women whose experiences of menopause have continued to require 

‘management’ more than three years after their last menstrual period. A number of 

women who consider themselves to still be deeply embroiled in the work of managing 

menopause—even though it had been more than three years since their final menstrual 

periods—participated in interviews and/or focus groups. Overall, these women stressed 

that the menopause is not an ‘event’ (as defined by biomedicine), but a ‘process’ that can 

(potentially) take many years of management and on-going treatment seeking. They 

stressed that the experience of menopause does not end with the final menstrual period, 

nor does it necessarily end by three years following that final period. Although I did not 

seek to recruit these women, their participation has enhanced my understanding of the on-

going and processual nature of managing menopause. 

(3) Women with total hysterectomy who were currently ‘managing’ menopausal 

symptoms. Near the end of my recruitment period, I was doing some interviews at a low-

income community health clinic. As word got out about my study, several members of 

the nursing staff approached me about participating—because they were going through 

menopause and it was a popular discussion topic among them. Several of these women 

had had total hysterectomies and, in several cases, they were struggling with symptoms 

after stopping hormone therapy. The original reason I had excluded women with total 

hysterectomies from the study was because I’d thought that these women—who 

                                                 
7 This issue is discussed in more detail in Chapter 4 on Menopausal Subjectivity 
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underwent surgical rather than ‘natural’ menopause—would have a very different 

experience. What these women had to say to me is that they, too, are deeply engaged in 

the debate and dilemma of how to manage this transition. For these women, the debate 

about whether or not to use hormone therapy to manage the symptoms of menopause is 

particularly salient because the transition to menopause and the onset of symptoms can be 

so dramatic. At least one woman talked with me about the challenge she is facing as she 

is trying to ‘wean’ herself off hormone therapy and transition to a therapy she perceives 

to be safer.  

Although I did not actively recruit participants who did not meet the original 

inclusion/exclusion criteria, I did not systematically exclude those who described 

themselves as experiencing changes in their bodies that they associated with the transition 

to menopause, or who said they were currently dealing with issues (‘symptoms’) they 

associated with menopause. When I talked with women who were interested in 

participating in this study, I paid less attention to when women reported their last 

menstrual period, and focused on how they described their experience. Including the 

narratives and experiences of a broader group of women has been essential to the 

research goals of this study. It has also been more responsive to the ethnographic research 

model in which the researcher follows the research question where it leads—in this case, 

to talk with a broader group of women than I originally expected (Agar 1980; Agar 

2006). In the end, the inclusion/exclusion criteria for the ethnographic interview and 

focus group segments of this study was broadly re-defined as: 

Any woman who is experiencing changes (i.e., changes in menstruation or other 
‘symptoms’) in her body or experience that she associates with menopause, or 
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who considers herself to be going through the transition to menopause. Women 
must be English speakers. 8  

 

Ethnographic Interviews 

During the initial phase of data collection for this study, I conducted sixty semi-

structured, face-to-face ethnographic interviews with peri- and postmenopausal women. 

Participants for this research segment were recruited in one of three ways: clinical 

recruitment, community recruitment, or personal referral. Health care providers from five 

collaborating clinics (a gynecology clinic, a family medicine clinic, a midwifery clinic, a 

naturopathy clinic, and a charity-run low-income clinic) provided information about this 

research study to women approximately 45-55 years or those with menopause-related 

appointments. To reach potential participants outside the clinical setting, I posted flyers 

advertising the research study on community information boards in places mid-life 

women look (such as libraries, coffee shops, bookstores, health food stores, exercise and 

yoga studios, etc.). I also posted information about the study in the city’s daily and 

weekly newspapers, free health magazines, and with the city’s public and community 

radio stations. Finally, study participants were offered flyers to share with friends and 

family members. In all cases, women interested in the study contacted me directly, at 

which time I provided them with more information about the study and, if they were 

interested in participating, screened them for eligibility, begin the consent process, and 

scheduled an interview for a time and place of their convenience. Participants were 

compensated with a $10 gift card to their choice of several local businesses. 

                                                 
8 This change to original inclusion/exclusion criteria was approved (retroactively) by the University of 
Arizona’s IRB, and those participants who did not meet the original criteria were re-consented.  
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Ethnographic interviews were designed to elicit in-depth information about a 

woman’s personal experience of menopause, the meaning and interpretation she gives to 

menopause, and her strategies for managing menopause (including information-gathering 

and treatment-seeking) (Dougherty and Keller 1982; Spradley 1979). Participants were 

encouraged to provide open-ended narratives of their menopausal experiences and to 

discuss their perceptions of the risks associated with menopause, menopausal therapies, 

and/or chronic diseases associated with menopause. In these interviews, I aimed to situate 

participants within social and family networks9 and to collect data about the dynamics of 

menopause management—that is, the way women’s central concerns change over time 

and in response to life circumstances, and how women revisit treatment options and re-

evaluate information in different ways at different times. Specifically, interviews 

consisted of five major sections: (a) expectations for and personal experiences of 

menopause, (b) strategies for managing menopausal symptoms—including treatment 

seeking, (c) perceptions of risk related to menopause, aging, and symptom management 

options, (d) information seeking practices and responses to science and media coverage 

of menopause, and (e) social networking and social support in menopause, including 

household and intimate relationships and interactions with friends and family about 

menopause.  

As part of the interview, women participated in several activities designed to 

capture the full range of their experiences and to prompt discussion on key interview 

                                                 
9 Although I talked with women about the role of social networks and social support in the process of 
menopause management, I did not collect participant observation data on the ways that menopause 
management decisions are made within the context of social networks and therapy management groups 
(Janzen 1987; Nichter 2002). This is a limitation of this research. 
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topics (Bernard 2002; Munck and Sobo 1998; Weller and Romney 1988). To better 

understand the trajectory of menopausal experience and treatment-seeking, as well as its 

position in relation to the media attention surrounding the hormone therapy clinical trials, 

participants were asked to construct a timeline outlining their menopausal experience, 

treatment-seeking, and use of menopause-related therapies (including conventional, 

CAM, self-care, and so on). To prompt a discussion of the relative risks and benefits of 

treatment options, participants were also asked to complete a treatment matrix in which 

they located various options for menopausal symptom management (such as hormone 

therapy, bioidentical hormones, black cohosh, dietary changes, etc.) on a four-quadrant 

safety/effectiveness map. To prompt discussion about the credibility and influence of 

various information sources (such as scientific reports, advertisements, the Internet, 

advice from family and friends, and recommendations from health care practitioners) , 

women participated in a card sort activity in which they were asked to categorize various 

sources of information about menopause as sources they do or do not find useful.  

Participants also completed a demographic and treatment questionnaire, the 12 

item Short-Form (SF-12) Health Survey (Ware, et al. 1996), and the Menopause Quality 

of Life (MENQoL) survey—a validated, 30-item survey that distinguishes between 

quality of life disruptions in several domains (vasomotor, psychosocial, physical, sexual) 

of women’s menopausal experience (Hilditch, et al. 1996). I took detailed notes and 

audio-recorded all ethnographic interviews. They generally lasted 90-120 minutes.  
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Phase I follow-up: To provide data on the dynamics of menopausal experience, 

management strategies, and information seeking (Hunt, et al. 1989), I conducted follow-

up interviews with twelve ethnographic interview participants who had agreed to be 

contacted for follow-up at their original interview. I chose those participants who had 

described themselves as actively engaged in the work of managing menopause in their 

original interviews. At the follow-up, participants were asked to update me on what, if 

anything, had changed in their experiences of menopause, approaches to treatment and 

use of information sources since we had last talked (6-9 months earlier). The follow-up 

interviews lasted approximately 15 minutes. They were conducted over the phone and 

detailed fieldnotes were taken. 

 

Focus Groups 

When the ethnographic interviews were approximately two-thirds complete, I 

began to conduct focus groups to explore key concepts emerging in ethnographic 

interviews within a social context. This provided essential insight into the ways that 

women exchanged experiences and information—albeit in a constructed context. I 

conducted six focus groups with a total of 27 peri- and postmenopausal women. Three 

groups broadly targeted women who were interested in talking about menopause. These 

‘open’ groups were advertised through flyers posted throughout the community, emails 

disseminated widely, and announcements in local daily and weekly newspapers. Three 

additional groups used social networks and email listserves to target populations that 
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were underrepresented in the ethnographic interview segment, specifically lesbians (one 

group) and African-American women (two groups). 

The focus groups were very lively. Participants spoke easily and they extensively 

shared their experiences and resources with one another. In several cases, women pulled 

out pens and asked for paper to write down information gleaned from other participants 

(e.g., names of health care providers, particular herbal formulas, etc.). After getting the 

group started on topic, I generally allowed women to explore the issues that mattered 

most to them, asking a question or refocusing the conversation only as needed. Focus 

group discussions covered women’s experiences with menopause and symptom 

management, reaction to media coverage of menopause,10 sources of information and 

social support, and needs identification. The depth of attention to each of these topics 

varied according to the interests and concerns of the participants in the group.  

As in the ethnographic interviews, focus group participants also completed a 

demographic and treatment questionnaire, the SF-12, and the MENQoL survey. I took 

detailed fieldnotes and (with one exception) audio-recorded all focus group discussions. 

Focus groups lasted 90-120 minutes. Participants were treated to snacks during the 

discussion and were each compensated with a $10 gift card. 

 

 

 

                                                 
10 In several cases, women were asked to view and react to advertising and media coverage about 
menopause and menopause treatment options, in order to obtain data on the ways women respond to 
messages about menopause (Kitzinger 1994; Schensul, et al. 1999a).  



 51

Provider Interviews  

Following a preliminary analysis of ethnographic interview data, I conducted 

twenty interviews with clinicians who provide care to women in menopausal transition. 

In recruiting clinicians for participation in this research segment, I asked women who 

participated in ethnographic interviews and focus groups to recommend health care 

providers that had provided them with exemplary care. I also sought out providers who 

specifically marketed their practices to menopausal women and included providers from 

the clinics where I recruited peri- and postmenopausal participants. Participants in this 

segment were purposively sampled to include clinicians from a wide variety of modalities 

and practices. (See Table 4, p. 65.) 

Provider interviews were conducted to gain insight into the way health care 

professionals perceive menopause and approach menopause management in the post-

Women’s Health Initiative information environment. Topics covered in these interviews 

were based on which issues emerged as most salient in the other phases of research. 

Discussions focused on the way clinicians understand menopause, how they perceive 

(and represent) the risks and benefits of treatment options, and how they assess which 

treatments are most appropriate for which women. The data generated in this research 

phase is intended to complement the data collected in ethnographic interviews and focus 

groups about the way peri- and postmenopausal women solicit, interpret, and are 

influenced by the advice of their health care providers. I took fieldnotes and audio-

recorded all provider interviews. Provider Interviews lasted 20-30 minutes and 

participants were compensated with $40 for their time. 



 52

Participant Observation 

In order to better understand the media and information environment in which 

menopausal women are living, I closely monitored representations of menopause that 

appeared in the media, science, and the popular press during my 14 month data collection 

period. I assessed the advertising and marketing of menopause-related products and 

services, with special attention to those mentioned by research participants. I regularly 

reviewed national and local newspapers for articles on menopause and paid attention to 

news reports and special interest stories on the television and radio. I subscribed to 

internet newsletters about menopause and conducted regular online searches for 

information and for media, such as YouTube videos tagged for “menopause.”11 

As part of this research component, I subscribed to several magazines and 

systematically examined them for articles and reports related to menopause and/or 

women’s experiences of midlife. Magazines were chosen according to their audience 

base, median age, and median income in order to access those most likely to read by 

mainstream Americans and, in particular, perimenopausal women:  

• Good Housekeeping is the most popular women’s magazine in the US. According to 

their media kit, Good Housekeeping “is read by one out of every five American 

women each month.” It reaches an audience of 24,266,000 readers (89.1% female), 

with a median age of 50.6. Given that the average age of menopause in the US is 51, 

perimenopausal women are the target audience of Good Housekeeping. This is 

reflected in the content of their health articles, with titles such as “Help for Hot 

                                                 
11 A search for “menopause” on YouTube turns up over 3500 videos. While many provide health 
information or advertise products or services, there are also menopause-related parodies and clips of 
menopause portrayals on television. I recommend this parody of the Mims song “This Is Why I’m Hot” at 
http://www.youtube.com/watch?v=p-hD0RanhoE.  
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Flashes”. Furthermore, with a median household income of $54,359, readers are just 

above the national average of $49,279.12  

• MORE Magazine prides itself on targeting women, age 40+, who are “affluent, 

educated, accomplished and fit.” Although it has a much smaller audience (4.4 

million) than Good Housekeeping, the readership of MORE Magazine has increased 

tenfold since its launch in 1998. The median age of readers is 48.7 (perimenopausal) 

and median household income is $94,396. Given that these women (i.e., women with 

disposable income) are the target of the majority of advertising for anti-aging and 

other menopause-related products, analyzing the coverage and characterization of 

menopause in a popular magazine such as MORE has been important for this research 

project.13  

• Time Magazine calls itself “The World’s Most Influential Magazine.” In the US 

alone, it reaches an audience of  21,645,000 – 46% of whom are female – with a 

median age of 45.8 and median household income of $68,519.14  

 

I also attended menopause-related education events—aimed at researchers, 

practitioners, and midlife women. At these events, I made an effort to bring what 

Spradley (1980) calls ‘explicit awareness’ to the way information about menopausal 

symptoms, disease, and the risks and benefits of therapies was conveyed to attendees and 

the discourses that were employed about menopause.  

 

 

                                                 
12 Good Housekeeping media kit, accessed on 09/14/07, at 
http://www.ghmediakit.com/r5/showkiosk.asp?listing_id=368324&category_id=25077&category_code=re
search . 
13 MORE Magazine Media Kit, accessed on 09/14/07, at 
http://www.meredith.com/mediakit/more/print/circ.html. 
14 Time Media Kit (US), accessed on 09/14/07, at 
http://www.time.com/time/mediakit/1/us/timemagazine/index.html. 
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NAMS conferences 

In order to better understand the emerging biomedical thinking about menopause 

and menopause management, I attended the 2007 and 2008 annual conferences of the 

North American Menopause Society (NAMS), a nonprofit organization “dedicated to 

promoting health and quality of life of women through an understanding of 

menopause.”15 The audience for this conference was made up of menopause researchers 

from a wide range of disciplines (gynecology, endocrinology, psychology, and even 

anthropology) as well as clinicians who provide care for women in menopause 

(gynecologists, nurse practitioners, midwives, and so on.) 

Although NAMS makes an effort to emphasize its scientific objectivity and 

independence from corporate interests with regard to the material presented at the 

conference, it clearly represents the orthodox biomedical view of menopause—a view 

that has historically framed menopause as a time of increased risk in women’s lives best 

managed with hormone therapy. (This perspective will be discussed in more detail in the 

next chapter.) While a scientific program committee independently determines the 

content of the meetings, the society accepts extensive support from the pharmaceutical 

industry for the production of the meeting, for supported plenaries, as well as for various 

research and practice awards, receptions, meals, and so forth. Many of the major speakers 

also disclose extensive industry ties. 

At these conferences, I was present at all conference events, including the keynote 

address, plenary sessions, scientific sessions, sponsored symposia, poster sessions, and 

                                                 
15 http://menopause.org/aboutnams.aspx , accessed 03/18/2010.  
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receptions. I also spent time examining the commercial exhibits. At the 2007 meeting, 38 

companies—including all the major (and many minor) pharmaceutical companies—were 

promoting a wide range of menopause-related products and services—from 

pharmaceuticals in all forms and doses, to herbal supplements, to books, magazines, 

lubricants, and even moisture-wicking bedding. Attending the NAMS conferences gave 

me the opportunity to be a participant observer in the production of biomedical 

knowledge about menopause—a knowledge that many of the practitioner-attendees 

would take home and make an effort to implement into their clinical practice.  

 

Other menopause seminars 

In addition to attending the NAMS conferences, I attended a number of other 

seminars and information sessions aimed at menopausal women, including a local 

menopause conference sponsored by the Department of Obstetrics and Gynecology at the 

local university-based medical center. This conference, organized by a nurse practitioner 

who specializes in menopausal care, was a half-day, local-version of the NAMS 

conference. Local experts spoke on topics such as options for menopausal symptom 

management, managing abnormal bleeding, breast cancer, cardiovascular disease in 

women, and even plastic surgery. Presenters also took questions from the attendees—

approximately 100, nearly all midlife women, some of whom were nurses receiving 

continuing nursing education credit. Unsurprisingly, the speakers emphasized a 

biomedicalized approach to managing menopause and other health concerns, including 



 56

downplaying the risks and emphasizing the potential benefits of hormone therapy for 

women’s health and quality of life. 

On the recommendation of an ethnographic interview participant, I attended 

monthly health seminars (June 2007 – January 2008) targeting midlife women sponsored 

by a local hospital. These seminars were being presented as part of Red Hot Mamas 

(RHM), a “menopause management education program” licensed to hospitals in 28 

states.16 At each of these monthly meetings, doctors presented on an issue deemed of 

interest to women in midlife: bone and back health, screening exams recommended for 

women over 40, advances in breast cancer imaging, heart health, and skin care. The 

attendance at these seminars varied considerably, from 15 to 30 women (most who were 

well post-menopause) and 1-2 men (partners of women in attendance).  

Although RHM says that licensees receive complete presentation materials, 

including PowerPoint slides and learning objectives, it appears that the programming at 

this particular site was designed by the physicians who were presenting each month—

with one notable exception. At the July seminar, the head of the Women’s Center at the 

hospital presented a Dove-sponsored presentation entitled “Celebrate Your Best Years in 

Your Best Skin.” There were baskets filled with samples of Dove hand cream at the door, 

and at the bottom of each PowerPoint slide was the phrase, “This educational 

presentation is brought to you by Dove.” While all of the presentations were clearly 

opportunities for physicians to showcase their specialties to a potential customer base, 

this was the most explicit example of the commodification of menopausal health.  

                                                 
16 Information from the Red Hot Mamas website, http://www.redhotmamas.org/red-hot-mamas-
program.html, accessed 03/18/2010. 
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In January 2008, the hospital abandoned the RHM programming, changed the 

name of their monthly health seminar series to “Healthy Woman,” and broadened their 

target audience to adult women of all ages. 

Finally, to better understand the marketing and promotion of bioidentical 

hormone therapy, I attended a presentation on the topic by a physician who had just 

opened a new clinic focusing on nutrition and fitness. Although her presentation was not 

well attended, it was a good opportunity for me to gain a better understanding of the way 

information about bioidentical hormones are being presented to women by health care 

providers. In this presentation, she focused on the hormonal shifts that occur during 

menopause and the potential benefits of using bioidentical hormones for symptom 

management. In her opinion, the primary benefit of bioidentical hormones (versus 

conventional hormone therapy) is the ease of tailoring the dose to a woman’s particular 

needs. She also argued that because bioidentical hormones are not patentable, “there is no 

money in it.” She said that the hype against it is funded by the pharmaceutical companies 

who have spent large sums of money to produce and patent their products and don’t want 

to lose the market share.  

 

Data Analysis 

All ethnographic interviews, focus groups, and provider interviews were 

transcribed verbatim (with the exception of one focus group that was not audio-recorded). 

Transcripts and fieldnotes from all phases of data collection were imported into Atlas.ti 

for coding and analysis. Atlas.ti is widely used qualitative data analysis software that 
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allows for the efficient management of large amounts of qualitative data. This software 

allows for the maintenance of discrete data sets generated from interviews, focus group, 

and notes while facilitating the integration and comparison of findings across data sets. 

I developed a preliminary code list based on the literature, my research objectives 

as delineated in the original proposal, and my interview and focus group guides (e.g., 

health history, experience of menopause, expectations of menopause, information source, 

treatment decision, hormone therapy). At this point, I began ‘open-coding’ my detailed 

fieldnotes from the ethnographic interviews and focus groups to generate a list of 

themes/codes that I had not pre-identified. This process continued until conceptual 

categories were “saturated”—that is, until few new codes were emerging and the 

definitions of these codes had stabilized (Guest, et al. 2006; Miles and Huberman 1994). 

Saturation occurred after coding 10 ethnographic interviews and 2 focus groups. The 

preliminary and open-code lists were then merged into a comprehensive list of nearly 200 

codes, which I then organized into seven overarching domains (such as bodily 

experience, health care, information, social networking, anthropological concepts).  

Based on discussions with committee members (MN and SS), I refined my code 

list to reflect my original research questions and innovative concepts that emerged in the 

data. The final code list consists of 46 salient meta-codes with clear conceptual 

boundaries. Most sub-codes were eliminated (for example, individual codes for 

acupuncture, TCM, homeopathy, and naturopathy were collapsed into a broader code for 

“CAM use” at this stage of data analysis). I entered this list into the Atlas.ti code manager 

(along with definitions, usage conditions, and examples as needed for clarity) and coded 
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the transcripts of all ethnographic interviews and focus groups. Because the coding of 

qualitative interviews is an iterative process, I continued to refine the final code list as 

needed, with commentary in the code manager to document changes in code definitions 

or usage conditions. I conducted sub-analyses of data as needed (i.e., for Chapter 6, all 

data originally coded as “bioidentical HT” was re-analyzed for key themes and 

conceptual categories that emerged in women’s discussion of bioidentical HT.) Provider 

interviews and fieldnotes from participant observations were coded using the same 

process. 

 

Sample characteristics 

Ethnographic Interview and Focus Group participants 

Sixty women completed ethnographic interviews and 27 women participated in 

focus group discussions. Because five women participated in both ethnographic 

interviews and focus groups, and one of these women participated in two focus groups 

(attended one and hosted one), there were a total of 82 unique participants in this portion 

of the research project. (See Figures 2-4, Table 2.) 

Over 70% of all ethnographic interview and focus group participants were 

between the ages of 46-57. Perimenopausal women made up 40.2% of the sample, 

postmenopausal women accounted for 35.4%, and 23.2% had their final menstrual period 

due to hysterectomy, although the vast majority of those (73.7%) had only their uterus 

removed.  
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Figure 2. Age and menopausal status of ethnographic interviewees 
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Figure 3. Age and menopausal status of focus group participants 
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Figure 4. Age and menopausal status of all ethnographic interview and focus group participants. 
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Table 2. Characteristics of ethnographic interview and focus group participants. All variables are based 
on self-report and self-identification. Where applicable, variables have been cross-referenced—and clarified—through 
interview context. Note that because demographic surveys were not completed fully by every participant, some 
descriptive categories do not include the total number of research participants. 

Participant Characteristic 
Ethno 
Ints 

Focus 
Groups 

Total 
Unique 
Participants 

  Participant N 60 27 82 
Menopausal Status 
  Perimenopausal (<1yr since LMP) 27 6 33 
  Postmenopausal (>1yr since LMP) 20 13 29 
  Last menstrual period (LMP) at hysterectomy 13 7 19 
       Uterus Removed 8 7 14 
       Ovaries removed 1 0 1 
       Uterus & Ovaries Removed 4 0 4 
       > 1y since hysterectomy 12 7 18 
Race/Ethnicity 
  White 40 16 53 
  Hispanic 14 0 14 
  African-American 4 10 12 
  Asian-American 2 0 2 
  Native American 0 1 1 
Education Level 
  Some schooling 4 1 5 
  High School graduate 2 1 3 
  Some college 9 4 12 
  2 year degree 2 2 4 
  4 year degree 19 6 23 
  Graduate degree 24 10 32 
Relationship Status 
  Married or Long Term Relationship 36 12 45 
  Single (inc. separated/divorced/widowed) 24 12 34 
Children 
  Any 46 16 58 
  None 14 7 20 
  Child <13y 9 0 9 
Health Related Work 
  Menopause-related clinician 5 1 5 
  Any health-related work  25 11 34 
Other 
  Regular CAM users 23 5 26 
  Lesbian 6 2 8 
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During recruitment, I made an effort to reach women diverse in race/ethnicity, 

education level, and economic security. Like most studies of menopause, however, it was 

college-educated and economically-secure women who flocked to my study in high 

numbers. As recruitment for the ethnographic interview and focus group segments of this 

research came to a close, I made a strategic decision to put my recruitment efforts into 

securing racial/ethnic diversity among participants with similar educational and economic 

conditions. For example, rather than run the risk of conflating ethnic minority status with 

lower education and income levels, I recruited several Hispanic nurses—rather than 

patients—from a low-income community health clinic.17 Similarly, the final focus groups 

of this study targeted professional African-American women through a community 

organization and extensive social networking efforts by several individuals. In the end, 

64.6% of ethnographic interview and focus group participants self-identified as white, 

17.1% as Hispanic, 14.6% as African-American, 2.4% as Asian-American, and 1.2% as 

Native American (Alaska Native).  

As noted above, my sample was highly educated compared with the general 

population. Thirty-nine percent of those participating in ethnographic interviews and 

focus groups had graduate (post-baccalaureate) degrees, while another 28% had received 

a four-year college degree. A surprisingly large percentage of my sample (41.5%) 

described themselves as doing health-related work, although this was a very broad 

category which ranged from physicians and nurses to health educators to two women 

                                                 
17 I also recruited several patients, but found that these nurses were coming to me and expressing interest in 
participating in the study, after having heard about it from the coordinating clinician and from co-workers. 
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who worked at health food stores.18 So, too, a large percentage of participants (31.7%) 

described themselves as regular users of CAM therapies, meaning that they have turned 

to CAM therapies (including dietary supplements, as well as provider-based CAM 

modalities such as chiropractic care, acupuncture/TCM, naturopathy, etc.) for reasons 

beyond menopause, per se. 

Most participants in this study (54.9%) were married or in long-term 

relationships, while 41.5% were single, separated, divorced, or widowed. That said, a full 

70.7% of participants reported having children and 11% said they were still raising at 

least one child under the age of 13. Eight participants (9.8%) self-identified as lesbians. 

 

How are women managing the symptoms of menopause? 

Participants in this study report a great deal of experimentation with menopause 

symptom management strategies. Table 3 provides information on the current and 

previous use of common symptom management strategies employed by participants in 

this study.  

Table 3.  Use of Menopausal Symptom Management Strategies by Participants (N=82) 

 C
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  N % N % N % N % N % N % N % N % 

Current Users 9 11 13 15.9 21 25.6 18 21 12 14.6 65 78 32 39 13 15.9 
Previous Users 17 20.7 10 12.2     25 30.5 11 13.4 3 3.7         
Any Use 26 31.7 23 28 47 57.3 43 52.4 23 28 68 87.7         

 

                                                 
18 I include these women in this category because they describe themselves as having access to specialized 
health information, products, and services because of their work. 
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The vast majority of women in this study (87.7%) report using lifestyle 

approaches to manage menopausal symptoms, although just over half of those currently 

employing lifestyle approaches were using them in conjunction with other strategies. 

While the most common lifestyle approaches are changes to diet, exercise and stress 

management, women also report simple strategies as carrying fans, wearing cooler 

clothing, taking cool showers, listening to calming music, and so on.  

Hormone therapy (HT) use was common among participants in this study, with 

57.3% having used some form of HT at some point to manage menopausal transition. 

Over one quarter of participants (25.6%) were currently using some form of HT, with 

11% using conventional HT (pharmaceutically produced and mass-marketed products 

such as Premarin and Prempro) and another 15.9% using bioidentical hormone therapy 

(BHT), much of which was being individually compounded by pharmacists. These 

numbers attest to the growing popularity of BHT at the time of data collection. (See 

Chapter 6 for a detailed discussion of BHT use.) While participants were not asked 

specifically about previous use of oral contraceptives (OCPs), a small subset of 

conventional HT users reported using OCPs during their transition to menopause for 

contraception, as well as for symptom management.  

Over-the-counter dietary supplements (including herbs such as black cohosh, 

herbal combinations, soy supplements, etc.) were also commonly used by participants in 

this study. Over half of participants (52.4%) reported having used over-the-counter 

dietary supplements specifically to manage the symptoms of menopause at some point in 

the process. Many said that specific dietary supplements (brand names such as 
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Remifemin or Estroven) were recommended to them by their health care providers, while 

others report receiving recommendations from friends or media sources, or reading the 

labels to find products to fit their needs.  

A surprisingly high percentage of women in this study (28%) had used 

acupuncture or Traditional Chinese Medicine (TCM) at some point to help them manage 

the symptoms of menopause, although it is not exactly clear how many of these 

participants sought out TCM/acupuncture specifically for menopause. This is illustrative 

of the broader dilemma inherent in trying to assess the extent of CAM use for particular 

biomedical conditions, as CAM modalities operate with their own ethnophysiological 

models and diagnoses that do not map directly onto biomedical models. In this study, 

participants also report using other CAM modalities such as massage therapy, 

chiropractic care, homeopathy, Reiki, and Ayerveda to help manage the symptoms of 

menopause.  

Nearly 16% of women in this study reported using no treatment (including 

lifestyle strategies) to manage symptoms. Many of these women were very early or very 

late in their transition to menopause and reported few, if any, symptoms. It should be 

noted, however, that over half (55%) of participants in this study were using no treatment 

or only lifestyle strategies to manage menopause at the time of the study—illustrating that 

many women are able to navigate the symptoms of menopause, at least from time to time, 

without over-the-counter, CAM, or prescription therapies. 
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Provider Sample 

I deliberately recruited clinicians representing a wide range of practices for 

participation in the provider interviews. I included biomedical clinicians like 

gynecologists, family physicians, and nurse practitioners; clinicians with practices that 

“integrate” aspects of biomedical and CAM, such as integrative family physicians, 

midwives, and naturopaths; CAM clinicians such as practitioners of 

acupuncture/Traditional Chinese Medicine (TCM) and homeopathy; and compounding 

pharmacists who provide consultations to women considering bioidentical hormone 

therapy (BHT). (See Table 4.) Seventeen providers were female and three (a 

gynecologist, a naturopathic physician, and a TCM practitioner) were male. Seventeen 

providers were white and three (a male gynecologist, a female family medicine provider, 

and a female integrative family medicine provider) were Hispanic. 

 
Table 4.  Therapeutic Modalities of Providers Interviewed 

Therapeutic Modality N 
Gynecologist 3 
Family Medicine MD 2 
Nurse Practitioner 3 
Integrative Family Medicine MD 2 
Midwife 2 
Naturopathic Physician 1 
Traditional Chinese Medicine Practitioner/Acupuncturist 4 
Homeopathic Physician 1 
Compounding Pharmacist 2 

Total N= 20
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Five additional participants in the ethnographic interview and focus group 

segments of this study were clinicians who work with menopausal women. In addition to 

talking about their personal experience with the transition to menopause, these 

participants (a family physician, a midwife, a naturopathic physician, and two 

TCM/acupuncturists) also discussed their clinical practices—although in less detail than 

in the formal clinician interviews.19 This research segment is discussed in more detail in 

Chapter 7. 

 

Conclusion 

As I have watched my friends and colleagues pack up for their year of dissertation 

fieldwork on the other side of the globe, I’ve often asked myself, “Am I a real 

anthropologist?” As I designed a local research project that, on the surface, resembles 

health services research, I asked myself, “Is this real ethnography?”  

I have found myself reassured by an article entitled “An Ethnography by Any 

Other Name…”, in which Agar (2006) argues that “more than one ethnography is 

possible but not all are acceptable.” He proceeds to define the parameters of 

“ethnographic space,” arguing that ethnography is essentially a particular kind of logic, or 

an epistemology, that is abductive, iterative, and recursive. By this, he means that 

ethnographic logic is dynamic and responsive to research as an emergent phenomenon 

likely to take the researcher in directions that could not be anticipated at the beginning of 

                                                 
19 At the same time, several practitioners interviewed for this research segment self-identified as women in 
menopausal transition or post-menopausal women. Many of these practitioners drew upon their personal 
experience with menopause to talk about their clinical practice. 
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the project—rather than as a pre-determined series of questions and procedures to be 

followed with precise detail. Agar also argues that key ethnographic questions are 

concerned with context and meaning. Although the distinction between the two tends to 

disappear in the “doing” of ethnographic research, it is an essential component of the 

representation of the research, what is essentially a reflection or translation of the lived-

experience for a different audience. 

Over the course of this ethnographic research project, I have found myself 

following my research to unexpected places (to women still struggling with symptoms 

years after menopause, to women attempting to wean themselves off HT after 

hysterectomy, to biomedical conferences and to compounding pharmacies) in order to 

think through new questions that came up in the course of answering my original research 

questions. 

As I work through the representation of this research to a new audience, what 

surprises me is the significance this research had for participants and the challenge this 

poses for the ethnographer. Specifically, I refer to the therapeutic effect that ethnographic 

inquiry can have when conducted empathetically (Kleinman 1988). Over the course of 

this research participants repeatedly told me, “This is such important research. I’m so 

glad you’re doing it.” At first I interpreted this statement as confirmation that I was 

tackling an issue that “matters”—to science, to medicine, to anthropology, to women, to 

someone. Over time, however, I began to see it in a different way: in these statements, 

women were really thanking me for taking the time to listen to them, to give them a safe 

space to voice their experiences and muse about their life priorities.  
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In the next chapter, I contextualize this research. I examine the emergence of 

contemporary notions of menopause from the discovery of sex hormones through a 

period in which women were encouraged to be Feminine Forever, through the game-

changing findings of the Women’s Health Initiative and into the ongoing debates about 

how best to manage menopause. 
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CHAPTER 3: THE MAKING AND MARKETING OF RISK AND 
VULNERABILITY IN MENOPAUSE 

 

In biomedical terms, menopause refers to the “permanent cessation of menses 

resulting from reduced ovarian hormone secretion” (Nelson, et al. 2005). Natural 

menopause (i.e., not surgically induced) is recognized retroactively—after 12 consecutive 

months without a menstrual period. In lay parlance, including the women who 

participated in my dissertation research, the term menopause is often used to refer to a 

broad swath of time before and after the final menstrual period (FMP) during which 

women may experience changes in their menstrual cycles and other so-called ‘symptoms’ 

of menopause. In this dissertation, I privilege this popular health use of the term, which 

differs from the strict biomedical definition.20  

Although there is a wide variation in the age of natural menopause, the average 

age of the FMP in the US is 51 years, with the mean onset of menopausal transition 

beginning at 47.5 years (Nelson, et al. 2005). According to the 2000 US census, there are 

more than 42 million women over the age of 50 in the United States (29.6% of the US 

                                                 
20 There have been a series of efforts within the biomedical research community to come to agreement on 
the use of terminology related to menopause for clinical and research purposes (Soules, et al. 2001; Utian 
1999; Utian 2004; WHO Scientific Group on Research on the Menopause in the 1990s 1994). According to 
the WHO, the term perimenopause refers to “the time immediately prior to the menopause … and the first 
year after menopause”; menopausal transition refers to “the time before the final menstrual period when 
variability in the menstrual cycle is usually increased”; and postmenopause is defined as “dating from the 
final menstrual period, regardless of whether the menopause was induced or spontaneous” (Utian 2004, p. 
137). The International Menopause Society adds the term climacteric, meaning “the phase in the aging of 
women marking the transition from the reproductive phase to the nonreproductive state,” because of 
widespread use outside of the United States (Utian 2004, p. 137).  The most recent of these efforts was the 
Stages of Reproductive Aging Workshop (STRAW) in 2001, which drew up a five-point scale ranging 
from -2 (prior to the FMP) to +2 (following the FMP), centered at 0 (the FMP). The exact characterization 
of these stages has not been agreed upon.  
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female population) (U.S. Census Bureau)—the majority of these women entering or in 

menopause. 

 

Physiology of Menopause 

While a comprehensive discussion of the physiology of menopause is beyond the 

scope of this dissertation, in this section I provide a very brief overview—highlighting 

some of the issues most relevant to this dissertation. In his work on human reproduction, 

Wood (1994) describes menarche and menopause as the “outer limits” of the female 

reproductive lifespan (1994, p. 401). Normal menstrual cycles depend on the hormonal 

coordination of the hypothalamus, pituitary and ovaries. Whereas menarche “switches 

on” these cycles, activating the gonadatropin releasing hormone (GnRH) pulse generator 

at the site of the hypothalamus, menopause “switches off” the cycles when the numbers 

of ovarian follicles are too low to produce enough inhibin B to regulate the levels of 

follicle stimulating hormone (FSH), which then begin to rise (Burger 2008; Sievert 2006; 

Wood 1994). Wood (1994) suggests that the endocrine signature of menopause is no 

detectable ovarian steroids and high levels of gonadotropins (FSH and LH).  

The variability in the timing of menopause depends on three key sources of 

heterogeneity: differences in the size of the initial pool of ovarian follicles (established 

during fetal development), differences in rates of ovarian follicle loss (or atresia) over the 

course of the lifespan (due to ovulation as well as environmental and lifestyle factors21 

such as impaired nutritional status, smoking, use of oral contraceptives etc.), and 

                                                 
21 van Noord et al. (1997) find that lifestyle factors including smoking, parity and use of oral contraceptives 
account for only a small proportion of the wide variability in age of natural menopause. 
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differences in the threshold level of ovarian follicles needed to maintain regular 

menstrual cycles (Sievert 2006; Wood 1994). In addition, there appears to be a large 

genetic component to the age at natural menopause, although it is not yet well 

understood. In a case-controlled study, Cramer et al. (1995) found a positive correlation 

between the menopausal ages of mothers and daughters, while de Bruin et al. (2001) 

found high heritability estimates for age of menopause for singleton sisters (0.85-0.87) 

and twins (0.71-0.72).  

Although the general trend is for FSH levels to rise as estrogen levels decline 

during perimenopause (a stage beginning when menstrual cycles become irregular until 

12 months after the FMP) estrogen and FSH levels fluctuate greatly during this period. 

Mansfield and colleagues (2004) found a great deal of variability in menstrual changes 

during perimenopause. While most women went from regular cycling to irregular cycling 

to menopause, some experienced 12 months of amenorrhea (no menses) before cycling 

(regularly or irregularly) again, some moved back and forth between regular and irregular 

cycling, and others jumped right from regular cycling to menopause.22  

The decline in estrogen levels, the result of cessation in the development of 

ovarian follicles, is associated with the onset of so-called vasomotor symptoms23 of 

                                                 
22 Seivert suggests that this “long period of unpredictability, waiting for that final menstruation, 
demonstrates why, cross culturally, there are no rituals associated with menopause and why the clinical 
convention is for women to wait for at least twelve months before identifying their last menstrual period as 
the menopause event” (2006, p. 5). 
23 The terminology used to discus the negative bodily experiences women associate with transition to 
menopause is problematic. Merriam-Webster’s Medical Dictionary defines symptom as “subjective 
evidence of disease or physical disturbance observed by the patient” or more broadly, “something that 
indicates the presence of a physical disorder” (accessed 11/03/09 at 
http://dictionary.reference.com/browse/symptom?db=dictionary). While the term reinforces the 
medicalization and the pathologization of menopause, it is difficult to use other terms, such as 
“discomforts” or “inconveniences” without sounding patronizing toward women who are genuinely 
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menopause (hot flashes and night sweats) and vaginal dryness. The physiology of 

vasomotor symptoms is not well understood. Research into the connection between 

vasomotor symptoms and genetic polymorphisms is still in its infancy, however, early 

findings suggest some polymorphisms (CYP1B1 and 3βHSD) may be linked (potentially 

through altered hormone levels) to vasomotor symptoms. Historically, researchers have 

postulated that women with higher percentages of body fat are likely to have fewer 

vasomotor symptoms because the aromatization of androgens in adipose tissue increases 

circulating estrogen during peri- and post-menopause (Erlik, et al. 1982; Rodriguez and 

Calle 2002). Recent studies, however, have observed increased rates of vasomotor 

symptoms among women with higher percentages of body fat (Gallicchio, et al. 2005; 

Gold, et al. 2006; Whiteman, et al. 2003). This model posits that increased body fat 

inhibits heat loss (through increased insulation) and, thus, increases rates of vasomotor 

symptoms. According to Thurston, et al. (2008), “One interpretation of these findings is 

that adipose tissue has both endocrine and thermoregulatory properties; however, its 

thermoregulatory function may play a more pronounced role in relation to vasomotor 

symptoms” (p. 83). 

According to a systematic review conducted for the Agency for Healthcare 

Research and Quality (AHRQ Nelson, et al. 2005) and an NIH state-of-the-science 

conference statement on the management of menopausal symptoms (2005), the only 

symptoms strongly or moderately linked to menopause are hot flashes, night sweats, 

                                                                                                                                                 
suffering and seeking treatment to ease their suffering. In this dissertation, I primarily use the word 
“symptom,” however, in some cases, I use the term “discomforts” to emphasize when symptoms are very 
mild.  
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vaginal dryness and sleep disturbances. Beyond vasomotor symptoms, it is unclear which 

symptoms are specifically due to ovarian senescence (menopause) vs. those attributable 

to general aging and/or life circumstances. Only limited or inconclusive evidence 

suggests a causal relationship between menopause and mood symptoms (irritability, 

anxiety, depression), cognitive symptoms (forgetfulness, concentration difficulties), or 

physical complaints (pain/stiffness, urinary incontinence, uterine bleeding, etc.) (Nelson, 

et al. 2005; NIH State-of-the-Science Panel 2005). (See Table 5.) 
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Table 5. Symptoms commonly attributed to menopause. 

Symptom Prevalence (as 
available)* 

Evidence of correlation with 
menopause (as available)* 

Evidence of effectiveness of 
hormone therapy (HT)(as 
available) † 

Vasomotor Symptoms 
(hot flashes/night 
sweats) 

Premenopausal: 14-51% 
Perimenopausal: 35-50% 
Postmenopausal: 30-80% 

Strong evidence. [Other factors: 
high BMI and younger age at 
menopause.] 

HT improves vasomotor symptoms, 
but benefits may be overestimated 
and risks underestimated by most 
studies 

Vaginal dryness 
(including vaginal 
atrophy and painful 
intercourse) 

Premenopausal: 4-22% 
Perimenopausal: 7-39% 
Postmenopausal: 17-30% 

Strong evidence. [Other factors: 
marital status, sexual 
dysfunction of partner, physical 
and mental health, smoking.] 

HT improves vaginal dryness. 
(Vaginal application appears 
superior to oral.) Too little data on 
HT for vaginal atrophy.  

Sleep disturbances 
Premenopausal: 16-42% 
Perimenopausal: 39-47% 
Postmenopausal: 35-60% 

Moderate evidence. [Unclear 
role of vasomotor symptoms in 
sleep disturbance.] 

No clinically meaningful 
improvement with HT (except, 
perhaps, for those with moderate to 
severe vasomotor symptoms). 

Mood symptoms 
(depression, anxiety, 
irritability) 

Premenopausal: 8-37% 
Perimenopausal: 11-21% 
Postmenopausal: 8-38% 

Limited causal evidence. [Major 
predictors: history of prior 
depression, life stress, general 
health.] 

Data on HT for depression is mixed. 
In HERS, emotional health 
improved only in women with 
vasomotor symptoms at baseline. 
WHI showed no effect. 

Cognitive disturbances 
(forgetfulness, 
concentration) 

  
Insufficient information to 
separate aging effects from 
menopause. 

  

Somatic symptoms 
(back or joint pain, 
tiredness) 

  

No association with menopause. 
[WHI data indicates that joint 
pain/stiffness increases with 
age. ‡] 

WHI data indicates that EPT 
reduces pain/stiffness.‡  Most 
common side effect of discontinuing 
EPT was pain/stiffness.§ 

Urinary Incontinence 
(and urinary tract 
infections) 

Premenopausal: 10-36% 
Perimenopausal: 17-39% 
Postmenopausal: 15-36% 

Inadequate information. 
Available data shows mixed 
results. 

  

Uterine bleeding   

Menstrual changes are, by 
definition, associated with 
transition to menopause. No 
adequate studies of 
menorrhalgia (excessive 
bleeding). 

  

Sexual dysfunction 
(libido, arousal, 
climax) 

  

No clear association. [Major 
predictors are age-related 
changes, life stressors, and 
socio-economic status.] 

No evidence of improvement with 
HT. (Testosterone may help.) 

Weight gain     
Mixed data on HT for weight 
management. [Diet and exercise are 
most successful.] 

Quality of life   Inadequate information. 
HT may improve quality of life, 
especially for those with vasomotor 
symptoms. 

* Panel statement from NIH State-of-the-Science Panel on Management of Menopause-Related Symptoms (2005). 
† Barrett-Conner, et al.’s review of the recent major randomized-controlled trials of hormone therapy (2005). 
‡ Barnabei, et al.’s analysis of menopausal symptoms and treatment-related effects of estrogen plus progestin (EPT) in 
the Women’s Health Initiative (WHI) (2005). 
§ Ockene, et al.’s analysis of symptom experience after discontinuing EPT in the WHI (2005). 
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Why Do Human Females Have Menopause? 

Very few other species experience a permanent cessation of menses followed by a 

long post-reproductive life (Sievert 2006). In fact, human females are the only primate 

species to experience a long post-reproductive life. Whether menopause is an adaptive 

characteristic—that is, whether menopause evolved to maximize reproductive success—

has been debated among researchers. Several hypotheses have been advanced toward 

menopause as an evolutionary adaptation, all of which basically argue that by midlife it is 

more advantageous for human females to invest in offspring already born than to 

continue to reproduce. First, what Wu et al. (2005) term the “Good Mother Hypothesis” 

builds from the observation that human offspring require a great deal of parental 

investment to survive and thrive, thus it may be advantageous for women to stop 

reproducing while they are still young enough, and have the energy reserves, to care for 

the offspring they already have (Hall 2004; Lancaster and Lancaster 1983; Pollard 1994). 

A related theory, referred to as the “Grandmother Hypothesis”, posits that caring for 

children and grandchildren already born is more advantageous than continuing to produce 

offspring that would be less likely to survive (due to the biological costs of reproduction) 

(Hawkes, et al. 1998; Wu, et al. 2005). This perspective focuses more on the benefits 

associated with a long post-reproductive life (i.e., the decades following menopause 

during which a woman can help ensure the survival and subsequent reproduction of her 

offspring) than with the end of fertility per se (Sievert 2006). Another suggestion is that 

menopause limits the potential for reproductive complications associated with the age-

related increase in chromosomal abnormalities in oocytes (immature egg cells) (Pollard 
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1994; Sievert 2006). Finally, menopause may be a positive by-product for women in 

contemporary industrial society because the end of ovulatory cycles limits exposure to 

high levels of estrogen, and thus may reduce the risk for breast cancer (Sievert 2006).  

A series of other hypotheses cast menopause as a by-product of extensions in the 

maximum human lifespan and average life expectancy, rather than an evolutionary 

adaptation itself. In these scenarios, human reproductive spans are limited by a 

phylogenic constraint on oocyte viability (Pavelka and Fedigan 1991) or numbers of 

ovarian follicles (Wood, et al. 2001). As human lifespans and life expectancies increase 

beyond these limits, “menopause, the cessation of menses was ‘uncovered’” (Sievert 

2006, p. 47).  Wu calls this the “Disposable Soma Hypothesis” (Wu, et al. 2005).  

 

Cross-cultural Variability of Menopause 

The experience of menopause varies widely across the globe. In their cross-cultural 

review of the literature on culture and menopausal symptom reporting, Melby and 

colleagues (2005) find a great deal of variability in the rates and intensities of symptoms 

based on population (as well as menopausal status, and study characteristics). Lock and 

Kaufert, comparing studies of menopausal women in Japan, Canada, and the US found 

that vasomotor symptoms “are markedly lower” among Japanese women than among 

North American women (2001, p. 498). In fact, Lock reports that only 12.3% of Japanese 

women in experienced hot flashes in the previous two weeks, compared with 31% and 

34.8% of women from Manitoba and Massachusetts, respectively (1993, p. 35). The 

experience of menopause also varies within cultures. Within the US, the Study of 



 78

Women’s Health Across the Nation (SWAN), a multi-race, multi-ethnic, multi-site study 

of middle-aged women, found that African-American and Hispanic women were 

significantly more likely to report vasomotor symptoms than white women,24 while 

Japanese and Chinese women in the US were significantly less likely to report these 

symptoms (Avis, et al. 2001; Green and Santoro 2009).25 White women reported 

significantly more psychosomatic symptoms (tension, depression, irritability, 

forgetfulness, headache) than all other racial or ethnic groups (Avis, et al. 2001). Melby, 

Lock and Kaufert state it plainly: a cross cultural review of the literature strongly argues 

against a ‘universal’ menopausal experience or symptom-set; rather, it suggests the need 

for a “biocultural framework” through which to consider “the interaction between 

biological and cultural factors across the lifespan that influence the menopausal 

experience” (2005, p. 507).  

Sievert contends that menopause is the “ideal area for the application of a 

biocultural perspective” (Leidy 1999, p. 103; Sievert 2006). Specifically, a biocultural 

lifespan approach to the study of variation in menopausal experience acknowledges the 

multiple interacting biological, historical, personal, and cultural influences and aims to 

                                                 
24 SWAN also found increased vasomotor symptoms among women with higher percentages of body fat 
(African-American and white women, versus Chinese and Japanese women), “challenging the widely held 
belief that obesity is protective against vasomotor symptoms” (Green and Santoro 2009, p. 127). 
25 It is not clear why Japanese or Japanese-American women report fewer vasomotor symptoms. Although 
they generally report higher levels of soy intake, Sievert and colleagues (2007) did not find an association 
between increased soy intake and fewer hot flashes. Interestingly, the same multimethod study of Japanese-
American (JA) and European-American (EA) midlife women living in Hilo, HI, researchers found that JA 
women reported fewer hot flashes than EA women in the previous two weeks (30.9% vs. 43.9%), but the 
rates of hot flashes did not differ between JA and EA women in subjective reporting and objective measure 
during 24-hour ambulatory and 3-hour laboratory monitoring (Brown, et al. 2009). These findings suggest 
that there may be important differences in what Csordas calls the “somatic modes of attention”(that is, 
“culturally elaborated ways of attending to and with one's body”) paid to menopausal symptoms (1993, 
p.138). 
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see patterns and contours that are missed by studies that focus on either biological or 

cultural factors alone. This integrative approach looks to women’s individual and 

collective experiences across the lifespan. It considers social influences—including war, 

famine, political and social change—that may have affected women’s health throughout 

the lifespan. This approach aims to understand how the end of menstruation fits with 

women’s individual and socio-cultural experiences with reproduction, family life, and 

aging in general. It also considers dietary preferences, nutrition, exercise levels and other 

factors that could affect women’s health in the long and short terms. Ethnographic 

examples of this combined approach to the study of menopause include Beyene’s (1986) 

comparative ethnographic study of Mayan and Greek women, and Lock’s (1993) study of 

Japanese women’s experience of kōnenki. 

In an early call for a integrative approach to the study of the menopausal 

experience, Beyene (1986) stresses that factors such as diet, fertility patterns, genetic 

differences, environmental differences need to be considered—rather  than strictly 

cultural (i.e., role/status theories) or strictly biological (i.e., universal hormonal changes) 

factors. She compares ethnographic data she collected on the reproductive lifespan 

among Mayan women and Greek women to illustrate her biocultural argument. Beyene 

describes many similarities in the reproductive experiences of both Mayan and Greek 

women: menstruation is accompanied by taboos and restrictions and menopause marks 

the lifting of these taboos. She also describes differences in their experiences: Mayan 

women have many more pregnancies and live births than Greek women, who deliberately 

limit their fertility. Mayan women view pregnancy as a time of freedom from taboos of 
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menstruation, while Greek women see it as a time of sickness and vulnerability. Most 

notably, Mayan women do not experience menopause as anything other than the end of 

menstruation. The only symptom they identify is irregular menses around the time of 

menopause. Mayan women greet menopause with pleasure: it indicates the end of 

childbearing and freedom from taboos. Conversely, about one-third of Greek women 

experience symptoms of menopause – mostly hot flashes. They view menopause with 

mixed emotions: they are pleased to be free of menstruation, fear of pregnancy, and 

associated taboos, but they also see it as a sign of aging and decline. Interestingly, neither 

Mayan or Greek women sought ‘professional’ (doctor or midwife) help for symptoms of 

menopause. 

Beyene argues that her data suggests that “the presence or absence of 

physiological symptoms cannot be accounted for simply by role changes at middle age or 

by the affects of cultural taboos. The roles of culture and biology in constituting women’s 

experiences and expressions of menopause are often intertwined in complicated ways” 

(1986, p. 65). She concludes by suggesting that researchers must consider “biocultural 

factors such as environment, diet fertility patterns and genetic differences which could 

affect the production and equilibrium of hormones in a woman’s body” (1986, p. 67). 

In her ethnographic study of kōnenki in Japan, Lock (1993) focuses on the ways 

that social history and culture influence women’s experiences of midlife. While kōnenki 

occurs around the end of menstruation, her informants do not necessarily view it as the 

same phenomenon. Lock argues that the Western concept of menopause has no exact 

correlate in Japan; rather, Japanese women (and men) experience the midlife transition 
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with unique physical signs and symptoms, such as shoulder stiffness and headaches. Lock 

suggests that, in addition to differences in cultural expectations and beliefs, ‘local 

biologies’ may be responsible for the variability in symptoms.  

Although she is explicitly concerned with ‘midlife’ as a stage in the lifecycle, 

Lock recognizes that any study of mid-life must be contextualized within the entire 

lifespan. For example, she carefully deconstructs the social conditions that women have 

experienced over the lifespan and links them to women’s own interpretations of their 

experience of kōnenki. For example, most of the women in Lock’s sample are in the 

shōwa hitoketa generation, children of the war who experienced many hardships growing 

up. As children, these women were deeply influenced by longstanding Japanese tradition 

which defined women’s roles as subservient to men and as caretakers for their families—

especially their in-laws. As adults, these women have had to reconcile traditional 

expectations with the changing demands of the new Japan—including frequently absent 

husbands, nuclear families, and competing pressures to remain at home or take work 

outside the home. Lock provides readers with women’s words as they make the 

connection between their socio-cultural experiences over the lifespan with their 

immediate experience with kōnenki. Overall, Lock provides a compelling example of the 

effectiveness of an integrated biocultural lifespan approach to the study of variation in 

menopausal experience. 

As cross-cultural studies of menopause illustrate, from a biocultural lifespan 

perspective the lived-experience of menopause can be thought of as the result of 
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physiological processes shaped by the cultural influences and individual experiences 

accumulated over the lifespan. 

 

(Bio)medicalization of Menopause 

 On March 23, 2005, NIH News put out a press release entitled, “NIH State-of-the-

Science Panel Calls for the ‘Demedicalization’ of Menopause” (2005). It continued: 

An independent panel convened this week by the National Institutes of Health 
found that many women move through the menopausal transition with few 
disabling symptoms, and that it is important that menopause not be viewed as a 
disease. The tendency among women and their healthcare providers in the U.S. to 
medicalize menopause concerned the panel because the tendency can lead to 
overuse of treatment approaches that are known to carry serious risks, or whose 
safety is as yet unclear. (NIH 2005) 
 

While the NIH press release and subsequent conference statement were undoubtedly 

appreciated by those who had been critiquing the medicalization of menopause for 

decades (cf. Bell 1987; Kaufert and Lock 1997; Leysen 1996; Lock 1993; Martin 1988; 

Oudshoorn 1997), undoing the medicalization of menopause is a daunting task.  

Medicalization refers to the ways that the body, its functions and processes—

along with expanding aspects of everyday life—come to be managed (e.g., diagnosed, 

treated and prevented) through medicine. (See Barsky 1988a; Barsky 1988b; Conrad and 

Schneider 1992 [1980]; Illich 1975; Zola 1972.) The term biomedicalization emphasizes 

that the processes of medicalization have become deeply entangled with “the emergent 

social forms and practices of highly and increasingly technoscientific biomedicine” 

(Clarke, et al. 2003, p. 162) On the ground, this refers to the corporatization and 

privatization of health care, from research and development to the provision of products 
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and services, as well as an increased emphasis on standardized, evidence-based medicine, 

heterogeneity in the production and dissemination of information, and individualization 

of treatment (Clarke, et al. 2003, p. 168-9).26  

In the following section, I trace the (bio)medicalization of menopause in the West.  

Our contemporary understanding of menopause (which focuses almost entirely on the 

effects of the lower levels of estrogen in/on a woman’s body following the cessation of 

ovarian activity) emerged hand-in-hand with the technologies for managing the most 

common symptoms of menopause through the use of natural and synthetic estrogens, 

broadly referred to as hormone replacement therapy, hormone therapy or menopausal 

hormone therapy.27  

 In her volume examining the manifestation of menopause in Japan and North 

America, Lock traces Western characterizations of menopause beginning with Medieval 

characterizations of midlife women as “cold, dry” and “in the autumn of life” (1993, 

p.306). During the 19th century, Western medical attention focused more on the 

climacteric as a general decline in health and vitality associated with aging rather than a 

gendered condition specifically associated with women or the end of menstruation. Lock 

observes that 19th century usage of the term menopause more closely resembled the 

                                                 
26 Also important in the biomedicalization of life is an increased stratification of biomedicine’s positive and 
negative features (i.e., the ‘haves’ have access to increasingly sophisticated life-saving/-transforming 
technologies and ‘concierge care’, while the ‘have nots’ are increasingly un-/under-insured for basic, 
primary and preventative care; the same dynamic holds true for testing and surveillance: it 
disproportionately benefits the ‘haves’ (Clarke, et al. 2003). 
27 In this chapter, I generally refer to hormone products for menopause as hormone therapy (HT), except 
when distinguishing between ‘unopposed’ estrogen-only products (estrogen therapy or ET) prescribed to 
women without a uterus,27 and ‘combined’ estrogen-progestin products (EPT) prescribed for women with 
an intact uterus in order to mitigate the increased risk of uterine cancer due to effects of estrogen on the 
endometrium. 
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Japanese meaning of kōnenki—as a broader midlife transition—than our contemporary 

interpretation of the term menopause.  

In an analysis of medical metaphors of menstruation and menopause, Martin 

observes that “many nineteenth-century medical accounts of menopause saw it as a crisis 

likely to bring on an increase in disease” (Martin 1987, p. 34). While mid-19th century 

medical texts pathologized “the change” to some degree, according to Lock they also 

“emphasized that for most women the end of menstruation is a normal event after which 

they could expect to resume a life of full vigor” (1993, p. 312). In short, prior to the 

discovery of the endocrine system at the close of the 19th century, no consensus had yet 

emerged in Western medical and scientific communities about menopause.   

 

The Discovery of Sex Hormones 

Bell (1987) argues that in the 1930s and 40s menopause was medicalized on a 

conceptual level (that is, it became defined in medical terms and with medical models) in 

tandem with (1) the emergence of sex endocrinology, (2) the development of abundant 

sources (natural and synthetic) of hormones for study and use, (3) the increasing 

scientization of gynecology as a medical specialty, and (4) the overall medicalization of 

women’s reproductive lifespan from menarche to menopause.  

 The discovery of sex hormones28 in the early 20th century created a need for 

research materials: Gynecology clinics had a ready source of these materials, both ovaries 

                                                 
28 The late 19th century saw the earliest use of simple hormonal therapies—“Pills and powders prepared by 
midwives and practitioners from dried ovaries and testes … used against a wide variety of diseases”—
although the physiological effects of such treatments were still unclear (Oudshoorn 1990, p. 8).  
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from women undergoing oophrectomies (a practice common since the 1870s) and urine 

from pregnant women. A source of male hormones was more problematic as there were 

not established medical contexts for either the removal of testes or the collection of male 

urine (Oudshoorn 1997, p. 140-1). Simply put, that the gynecology clinic—and the 

clinical attention to women’s reproductive organs as the source of a wide array of ills—

were already well-established technologies at the time of discovery of sex hormones has 

everything to do with the medicalization of women’s bodies and the establishment of 

hormone therapy as a key technology in menopausal women’s health. In fact, Oudshoorn 

characterizes sex hormones in the 1920s as “drugs looking for diseases” (1997, p.141). 

Thus, early clinical trials served as the means of connecting these pharmaceutical 

products with clinical conditions. Ironically, in addition to providing a key source of sex 

hormones for research, gynecology clinics also provided “an available and established 

clientele for the products of research on female sex hormones” (Oudshoorn 1990, 26). 

In the 1930s, because of the availability of a female clinical population, sex 

endocrinology came to focus nearly entirely on the female body as a source of pathology 

in need of intervention. Oudshoorn argues that “In this period, many diseases of elderly 

women were increasingly attributed to low levels of sex hormones during menopause. 

Because low levels of sex hormones were defined as a ‘deficiency’ of sex hormones, 

symptoms previously not defined as illness became subject to medical intervention” 

(Oudshoorn 1994, pp. 139-40). Bell observes that framing menopause as a ‘deficiency 

disease’ casts menopause in scientific—rather than social or experiential—terms (1987). 
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This biological model29 of menopause (which is still dominant today) focuses on the 

cessation of ovarian function. From this perspective, then, menopausal symptoms—

specifically vasomotor symptoms—were caused by the lack of circulating estrogen. The 

solution to this “deficiency” (likened to hypothyroidism and diabetes by Dr. Robert Frank 

in a lecture to the New York Academy of Medicine 1941) was, clearly, the “replacement” 

of this deficiency with estrogen therapy.   

From the beginning, the medicalization of menopause was yoked to the marketing 

of menopausal hormone therapies. By the late 1930s, Organon—a Dutch pharmaceutical 

company founded around the processing of medical products from the organs of 

slaughtered animals30—was heavily invested in promoting female sex hormone therapy 

as the treatment for menopausal complaints. Oudshoorn writes, “In 1938 the board of 

directors of Organon decided to choose menopause as the major medical indication in the 

yearly advertisement campaign for female sex hormone preparations” (1994, p. 95). 

                                                 
29 As Bell observes: 

[T]he biological model [of menopause] located the problem and the solution in the individual. At 
the same time, the biological model showed that individual women could not control their 
symptoms, it located the problem and the solution within their individual bodies. Treating them 
hormonally would give individual women relief from symptoms and restore them to their 
customary social lives. Simply put, the biological model individualized women’s experiences. 
(1987, p. 538) 

Bell (1987) also argues that there were competing psychological and environmental models of menopause 
circulating in the 1930s and 40s as well. Whereas the psychological model focused on a woman’s 
personality as the source of her menopausal symptoms and prescribed psychotherapy as treatment, the 
environmental model recognized the influence of women’s changing social context at midlife (most 
prominently, domestic stressors like raising a family and marital or economic problems) and prescribed 
lifestyle changes (such as reading, sleeping, and exercise) as treatment.  
30 While the focus was on the use of pregnant mare urine in the Netherlands, in the US it was the synthesis 
of diethylstilbestrol (DES), a synthetic estrogen, in 1938 that “heralded an advance [in the study and use of 
sex hormones] because unlike natural estrogens and previously synthesized hormone substitutes, it could be 
easily purified. … DES was easy to produce and purify and it was effective orally, so it was cheap to 
prescribe” (Bell 1987, p. 536-7). DES was removed from the US market in 1971 because of increased 
cancer risks in the daughters of women who had used DES while pregnant. 
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Organon partnered with Dutch industries with large numbers of female employees to 

promote the economic benefits to these industries of treating menopausal symptoms with 

their sex hormones. “In this manner Organon used the economic interest of others in 

promoting its own economic advancements. The construction of the menopause as a 

hormonal deficiency disease was thus also directed by economic motives” (Oudshoorn 

1994, p. 96). 

 

Feminine Forever 

Wilson’s (1966) work in the 1960s was instrumental in what Leysen calls the 

“conceptual, institutional and interactional” medicalization of menopause (Leysen 1996, 

p. 177). In his book, Feminine Forever, Wilson, a gynecologist whose research was 

funded by pharmaceutical company Wyeth (the manufacturer of Premarin, the first and 

most popular form of HT), argues that modern women have the opportunity to “never 

suffer menopause” (1966, p. 15). He continues, “Instead of being condemned to witness 

the death of their own womanhood during what should be their best years, they will 

remain fully feminine—physically and emotionally—for as long as they live” (1966, p. 

15). Wilson stakes out a deceptively feminist and pro-sex position, arguing that women 

have suffered from a lack of empathy for their menopausal tribulations within a male-

dominated and male-oriented medical profession and culture at large. Menopause, Wilson 

argues, is essentially a “castration” (1966, p. 45); however, by means of long-term 

postmenopausal HT, menopause can be completely prevented or cured, and a woman’s 

sexuality and, thus, her femininity can be maintained indefinitely. Furthermore, according 
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to Wilson, the benefits of estrogen therapy extend beyond the woman herself: “Quite 

aside from the purely medical aspects of this therapy, I feel that its ultimate merit lies in 

the possibility of bringing enrichment and harmony to a woman’s marriage at a time in 

her life when these qualities are especially needful to her” (Wilson 1966, p. 18).31 

 Wilson, while certainly one of the most zealous advocates of long-term HT, was 

in good company (Barnes 1962; Greenblatt 1967; Houck 2006; Kistner 1973; 

Kupperman, et al. 1959; Rhoades 1965; Rhoades 1967; Rogers 1969). This HT regimen, 

beginning around age 40 and continuing until death, was aimed at “preventing” 

menopause—and the associated physical, psychological, and sexual decline. As Lock 

observes, the meaning of menopause had shifted considerably, such that “it now 

represented an omen for the future, a gateway, not to the golden years or to the second 

season, but to a lingering and expensive decay and death” (1993, p. 350).  

In her examination of feminist responses to Wilson’s Feminine Forever, Houck 

(2003) stresses that feminists were not unified and reflected broader divisions within the 

feminist and women’s health movement. However, she writes, “activists agreed that 

women must retain control of their bodies, first by refusing to see all bodily occurrences 

as medical events and second, by participating energetically in the doctor-patient 

relationship” (Houck 2003, p. 108). Initially, discussions of menopause and hormone 

therapy were virtually absent in feminist discussions of women’s health. Some early 

feminist health activists and scholars embraced the medicalization of menopause and 

                                                 
31 An older colleague recently told me about working on a study of endometrial cancer in the 1970s in 
which he was conducting chart reviews. He says that several times he came across thank you notes from the 
husbands of women on HT! 
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Wilson’s characterization of HT as an vital tool—like the birth control pill—in the 

liberation of women from their biological constraints (Canon 1973; Cooper 1975; 

Weideger 1976). A second group of feminists, the Boston Women’s Health Collective 

(1973) among them, were more ambivalent toward Wilson and his work. This group 

focused on the role that information about the body and its processes plays in 

“demystifying” bodily experience. Although they appreciated the attention that his work 

brought to the topic of menopause, they condemned his negative portrayals of menopause 

and menopausal women. While the Collective did not go so far as to advocate the use of 

HT, they suggested that it was clinically useful for the management of menopausal 

symptoms. A final group of feminists took a more radical stance toward the Wilson and 

his work—rejecting claims that menopause was a disease in need of treatment with HT. 

This small group of outspoken feminists drew attention to the potential risks related to 

HT and to the financial incentives for pharmaceutical companies to support long-term HT 

for postmenopausal women (Seaman 1972; Solomon 1972). 

 

 By the 1970s, sales of HT were in the range of $75M per year (figure cited in 

Lock 1993). However, several studies in the mid-1970s linked estrogen therapy (ET) with 

increased risk for endometrial cancer (Mack, et al. 1976; Smith, et al. 1975; Ziel and 

Finkle 1975), after which doctors generally began prescribing a progestin along with 

estrogen (EPT) for women with a uterus to reduce this risk.32 Two major women’s 

                                                 
32 While there is no doubt that the addition of progestins to an estrogen hormone therapy regimen reverses 
the risk for uterine cancer (by either preventing the growth or stimulating the shedding of the endometrial 
lining, the growth of which is driven by estrogen), there is some question as to whether the addition of 
progestins—especially the most common progestin, medroxyprogesterone acetate (MPA) used in Wyeth’s 



 90

reproductive health scandals around this time—the discovery of vaginal cancer in the 

daughters of women who had been prescribed DES for prevention of miscarriage and the 

problems with the Dalkon Shield intrauterine device—“prompted feminists to reconsider 

their relationship with medical technology: while most health activists did not reject all 

medical developments, they learned to keep a ‘watchful eye’ on the industry” (Houck 

2003, p. 118). Thus, the discovery of the link between unopposed estrogen therapy and 

endometrial cancer united feminists around a rejection of long-term HT for 

postmenopausal women and, more broadly, the characterization of menopause as a 

disease. Instead, many feminists framed menopause as, what Houck calls, a “social 

pathology” that could best be solved by women’s liberation and women’s extension 

beyond their socially sanctioned roles (2003, p. 117). Furthermore, feminists were 

strongly united behind women’s rights to make their own decisions about their bodies, 

although they cautioned women to carefully consider the potential consequences of 

treatments (Houck 2003). Nevertheless, feminists remained divided about the use of short 

term HT for the management of menopausal symptoms—with some supporting this 

decision and others vehemently rejecting HT at the cost of minimizing the severity of 

some women’s suffering during the transition to menopause (Reitz 1977).  

Overall, the women’s health movement—in emphasizing the social goals of 

women’s liberation—brought about a revolution in the way women approached medicine 

                                                                                                                                                 
Prempro—increase the risk for breast cancer by driving breast cell proliferation (Hofseth, et al. 1999; 
Schairer 2002; Seeger and Mueck 2008). Progestins are also responsible for some of the main side effects 
of HT, including irregular bleeding/spotting, breast tenderness, bloating and constipation, and moodiness 
(Parker-Pope 2007). It may also decrease the beneficial effects (if any) of estrogen on the heart. There is 
limited evidence that continuous (versus cyclic) use of progestins may increase breast cancer risks (NAMS 
2010), and that micronized progesterone (sold under the brand name Prometrium) may be less potent and, 
thus, cause fewer negative effects than MPA (The Writing Group for the PEPI Trial 1995). 
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and their doctors. Feminism encouraged women to trust their bodily experience and 

demand attention from the medical establishment rather than suffering in silence. At the 

same time, it positioned women as consumers of information about the body and health 

care. Physicians were viewed as providing a service for which women could choose to 

take their business elsewhere.33 These frameworks, a double-edged sword vis-à-vis the 

medicalization of menopause, continue today.  

 

Healthy Forever 

Although not expressly writing about menopause and hormone therapy in his 

work on the ‘politics of life itself’, Rose highlights the emergence of a transformed 

relationship between individual, state, and market forces in shaping what Petersen terms 

the “new public health” (1997). Rose writes:  

In the second half of the 20th century, a new alliance formed between political 
aspirations for a healthy population and personal aspirations to be well: health 
was to be ensured by instrumentalizing anxiety and shaping the hopes and fears of 
individuals and families for their own biological destiny. The very idea of health 
was re-figured—the will to health would not merely seek the avoidance of 
sickness or premature death, but would encode an optimization of one’s 
corporeality to embrace a kind of overall ‘well-being’—beauty, success, 
happiness, sexuality and much more. (Rose 2001, p. 17, emphasis added) 

 
The 1990s saw increasing observational evidence that, in addition to the symptom 

relief it afforded those in menopausal transition, HT reduced the risk of coronary heart 

disease (CHD), hip fracture, cognitive decline, and all-cause mortality in postmenopausal 
                                                 
33 Despite the opportunities associated with second-wave feminism, critics have rightly observed that the 
women’s liberation and health movements have disproportionately emphasized the experiences of upper- 
and middle-class white women while neglecting practical considerations such as whether marginalized 
women, such as lesbians, women of color, and women of low socio-economic status, have access or 
resources to take advantage of new opportunities as autonomous and critical consumers of health 
information and health care. 
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women (Bush, et al. 1987; Grady, et al. 1992; Stampfer, et al. 1985; Weiss, et al. 1980). 

Given that CHD is the number one cause of death for women in the US, the benefits of 

HT were thought to outweigh the known cancer risks. It was on this basis that HT was 

increasingly recommended as the long-term34 standard of care for menopausal women—

even after the symptoms of menopausal transition had subsided.  

Suggestions of hormone therapy permitting women to remain “feminine forever” 

(Wilson 1966) were succeeded (but not entirely replaced) by goals of keeping aging 

women “healthy forever” (Leysen 1996)—a manifestation of what Rose has called the 

“new will to health,” in which “the distinction between treatment and enhancement, 

between the natural and the prosthetic blurs” (2001, p. 6 & 16). This position is advanced 

in a 2000 Consensus Opinion from the North American Menopause Society (NAMS): 

The goal of [hormone therapy] is to enhance quality of life as well as to reduce death 
and disability from CHD and osteoporosis. Preventive [HT] must be given on a long 
term basis, perhaps lifelong, and the risks and benefits must be weighed carefully. […] 
In the absence of contraindications, [HT] can be recommended for the treatment of 
specific menopausal symptoms, for the possible reduction of the risk for CHD, and for 
the probable reduction of the risk for osteoporosis in all postmenopausal women in 
whom benefits are likely to outweigh the risks. (NAMS 2000, p. 77) 
 
During this period, biomedicine and the pharmaceutical industry effectively 

transformed risk into disease and constructed menopause as a “critical choice point” for 

the intervention (Kaufert and Lock 1997)—with HT as the solution. Despite critiques of 

the medicalization and conflation of menopause with the risk for chronic disease (Kaufert 

and Lock 1997; Lupton 1996; Palmlund 1997a; Palmlund 1997b; Rosenberg 1993), for 
                                                 
34 Although the goal was long-term continuance of HT after menopause in order to achieve the purported 
benefits, it was widely acknowledged that this goal was difficult to achieve in practice for a number of 
reasons: side effects (such as bloating, weight gain, bleeding, mood changes, etc.), fear of cancer, failure of 
treatment to meet expectations, lack of knowledge about potential benefits on long-term HT use, and the 
inability to take medication consistently (Schiff, et al. 1998). 
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women without clear contraindications, the decision to take HT was viewed as the 

responsible choice by the medical establishment. This is a prime example of what 

O’Malley (2000) calls the “new prudentialism” and Petersen (1997) calls the “new public 

health,” in which individuals are encouraged to take personal responsibility to minimize 

their exposure to harm, to maintain their health, and to combat chronic diseases that could 

make them a burden to the state and to their families.  

In fact, according to Barrett-Connor and colleagues, “by the mid-1990s, 

recommendation of HT was counted as criterion for good medical practice in managed 

care organizations” (Barrett-Connor, et al. 2005, p. 116). Leysen (1996) calls this 

phenomenon the “gold effect” in medicine, by which an opinion held by some experts 

becomes an established concept—despite the lack of adequate scientific evidence about 

the benefits (and risks) of long-term HT. While she acknowledges the potential benefits 

of renewed attention on the health of midlife women, she stresses that much of this 

attention is focused on women as lucrative “economic target[s]” (Leysen 1996, p. 187).35 

In practice, this meant that some women were pressured and persuaded into taking HT by 

appeals to their fears about aging and illness. And, in fact, the annual number of HT 

prescriptions peaked at 92 million in 2000, when more than 15 million US women ages 

50-74 were using HT, and estrogen was the best selling prescription drug in the nation 

(Barrett-Connor, et al. 2005; Hersh, et al. 2004). 

                                                 
35 While I agree with the contention that the pharmaceutical industry viewed the promotion of long-term 
postmenopausal HT as an economic windfall, I am fairly convinced that clinicians and researchers on the 
ground were genuinely enthusiastic and hopeful about the idea of helping women live longer and healthier 
lives. It is important to note that legitimate benefits of medical treatments can become problematic when 
they are targeted too widely (Barsky 1988a; Barsky 1988b; Moynihan 2003; Moynihan 2005; Moynihan, et 
al. 2002).  
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Woods (1998) and Harding (1997) make detailed arguments about the ways in 

which the medicalization of menopause constructs menopausal women as vulnerable 

social subjects, increasingly dependent on the medical system and on menopausal 

products and services that capitalize on their sense of vulnerability. A central 

consequence is the “cascade of diagnostic and therapeutic strategies”: increased 

surveillance,36 surgical procedures, need for ongoing access to health care, time and 

money, and so on—in short, an increasing medicalization of midlife women’s lives. 

(Woods 1998, p. 344). Furthermore, Woods also argues that this disproportionate focus 

on menopause as the source of midlife ills may lead to a lack of attention toward the rest 

of a woman’s health.  

While feminist critiques of this period generally stress that the central concern 

about the medicalization of menopause lies in the expanding reach of HT, Harding argues 

that HT was acting as a “contemporary ‘technology of power’” through which both 

medical and feminist discourses produce knowledge about the menopausal woman in 

particular ways and construct her as a subject ‘at risk’—albeit for different conditions 

(1997, p. 137). She argues that both discourses construct a woman susceptible to risk, and 

who must become responsible for her own level of health and fitness. Medical discourse 

depends on women constructing this sense of responsibility out of a desire not to become 

a burden on others (and, thus, to take HT), while women’s health discourses encourage 

                                                 
36 By surveillance, I am referring both to surveillance by the medical establishment (e.g., mammograms, 
bone density scans, and sonograms to assess endometrial proliferation for women using HT), as well as to 
self-surveillance and the surveillance of peers (often in the form of advice). The NAMS consensus 
statement, for instance, notes that HT use “should be accompanied by annual monitoring, including routine 
breast cancer surveillance, endometrial cancer surveillance when indicated and recommendations for 
lifestyle changes that decrease the risk for CHD and osteoporosis” (NAMS 2000, p. 77). 
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women to cultivate the ‘desire’ for fitness themselves and adopt a healthy lifestyle. In 

both cases, women are confronted with an “obligation to pursue health” (1997, p. 143). 

Furthermore, economic calculations threatened to render some women (white, middle 

class, taking HT) ‘responsible’, while others could be rendered ‘careless’ (Castel 1991; 

O'Malley 1996).  

 

Paradigm Shift 

By the mid-1990s, several randomized controlled trials (RCTs) were testing 

whether the benefits of HT that had been observed in prior observational studies—in 

which participants were healthier, wealthier, and better educated than average (Garbe and 

Suissa 2004; Harman, et al. 2005)—would hold for the population at large. While RCTs 

validated HT in managing the vasomotor symptoms of menopause, the results 

contradicted the observed chronic disease benefits and spurred women and their health 

care providers to reevaluate the value of hormone therapy. 

Heart and Estrogen/progestin Replacement Study (HERS): HERS included 2763 

study participants with heart disease and an intact uterus at baseline. The primary 

outcome studied in HERS was the effect of estrogen and progestin therapy on CHD. The 

results, published in 1998, were the first major break in the orthodox notion of HT as an 

important preventative therapy for the diseases of aging. Women on HT had a 50% 

increased risk of coronary events in the first year, and no overall reduction of risk for 

CHD or stroke after 4 years, and again at follow up after 8 years (Grady, et al. 2002; 

Hulley, et al. 1998). The most common interpretations of these results were that HT 
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could not reverse the risk of coronary events in women who already had heart disease, or 

that progestin may offset the coronary benefits of estrogen. 

Women’s Health Initiative (WHI): The Women’s Health Initiative, which began in 

1993, is a long-term, 40-site, research study including over 160,000 postmenopausal 

women in the US in clinical trial and observational studies aimed at understanding the 

risks and prevention strategies for chronic disease. For the purposes of this dissertation, I 

focus on the WHI hormone therapy clinical trial, which was designed to test whether HT 

would prevent coronary heart disease and osteoporotic fractures—both major causes of 

morbidity and mortality among older women. The trial was made up of two randomized, 

placebo-controlled arms: the WHI ET arm, in which 10,739 women without a uterus 

received either estrogen (Wyeth’s Premarin: conjugated equine estrogens 0.625mg/day) 

or placebo; and the WHI EPT arm, in which 16,608 women with an intact uterus received 

either estrogen plus progestin (Wyeth’s Prempro: conjugated equine estrogens 

0.625mg/day and medroxyprogesterone acetate 2.5mg/day) or placebo (Anderson, et al. 

2004; Rossouw, et al. 2002; The Women’s Health Initiative Study Group 1998).37  

Participants in the WHI HT clinical trial were of an average age of 63 (Anderson, 

et al. 2004; Rossouw, et al. 2002). Although the WHI has been criticized for recruiting 

women well beyond menopause (Pines, et al. 2007b; Tan, et al. 2009), it is important to 

                                                 
37 In designing the study, WHI investigators originally planned for women with a uterus to be randomized 
to either estrogen alone, estrogen plus progestin, or placebo (The Women’s Health Initiative Study Group 
1998). This design was intended to examine whether the endometrial protection progestin offers estrogen-
users might be outweighed by the adverse effects of progestin on the cardio-protection expected from 
estrogen. In light of the results of the PEPI Trial (1995), which found a 40% increased risk of endometrial 
hyperplasia among women assigned to estrogen-only HT, the WHI stopped randomizing women with a 
uterus to estrogen alone. Women who had been randomized to estrogen alone (approx. 300) were unblinded 
and offered the opportunity to continue on the trial with estrogen plus progestin. 
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note that the WHI was never intended to determine whether women should be using HT 

to manage symptoms of menopause; the goal of the WHI HT clinical trial was to test 

whether HT would protect women from heart attacks and bone fractures. Although most 

women in previous observational studies had begun HT around menopause and in 

response to menopausal symptoms (Henderson, et al. 1991; Stampfer, et al. 1991; Tan, et 

al. 2009), the WHI investigators determined that recruiting younger (peri- and early post-

menopausal) women into a randomized, placebo-controlled, clinical trial (RCT) of 

hormone therapy would be problematic for two key reasons: (1) because younger women 

were more likely to have menopausal symptoms and, thus, were more likely to drop out 

of the study if they were assigned to placebo; and (2) because younger women were less 

likely to have coronary events, threatening the number of total coronary events needed to 

adequately power statistical analyses of the data (Parker-Pope 2007; Tan, et al. 2009). 

Although older women are not those typically initiating HT use, they were increasingly 

being prescribed HT for its expected preventive health benefits. Recruiting older women, 

with fewer menopausal symptoms and more coronary events, allowed WHI researchers to 

examine whether this emerging practice was a good idea.    

In July 2002, the WHI EPT arm was halted 3.3 years before schedule because the 

risk of breast cancer had crossed a predetermined threshold. Further study analysis 

indicated that risk outweighed benefit for 8 prespecified clinical outcomes, including 

CHD (29% increased risk), stroke (41% increased risk), and pulmonary embolism (113% 

increased risk) (see Figure 5 Women's Health Initiative 2002).38 This news created a 

                                                 
38 Subsequent analyses of this data are discussed later in this chapter. 
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media frenzy, and in the following year, total hormone prescriptions dropped by 38% 

(Hersh, et al. 2004).  

 

Figure 5. Disease rates for women on estrogen plus progestin or placebo (from Women's Health Initiative 
2002) 
 

The WHI ET arm was stopped in 2004—two years before schedule—because of 

the 39% increased incidence of stroke and the low likelihood of cardiac benefit for 

women on ET (see Figure 6 Women's Health Initiative 2004). The WHI ET arm also 

showed a 23% decreased rate of breast cancer, although it was not statistically significant 

(P value = .06 Anderson, et al. 2004). This trend, opposite the increased rate of breast 

cancer seen in the WHI EPT arm, lends credence to contentions that the progestins rather 

than estrogens may be responsible for increasing women’s risk of breast cancer (Hofseth, 

et al. 1999; Schairer 2002; Seeger and Mueck 2008). Because over one-third of women 

enter menopause without a uterus (and, thus, do not have to take progestin as part of a HT 

regimen), this distinction is not trivial. 
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Figure 6. Effects of Estrogen-Alone and Placebo on Disease Rates (from Women's Health Initiative 2004). 
 

In light of the WHI EPT findings, the US Food and Drug Administration (FDA) 

revised labeling requirements and issued recommendations that women carefully 

consider whether the benefits of HT outweigh the substantial risks (2003a). When women 

do choose to use HT, the FDA advises that it be used at the “lowest doses for the shortest 

duration to reach treatment goals” (FDA 2003a). They stress that HT should not be used 

for coronary heart benefits. And, although there are bone density benefits from HT, it 

should not be use primarily for this purpose unless the benefits clearly outweigh the 

significant risks associated with HT use. The new ‘black box’ warning labels required of 

all FDA-approved HT products clearly state the increased risk for heart disease, heart 

attacks, strokes, and breast cancer found in the WHI. In short, the recommendations for 
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the prescription of HT have been dramatically reversed—especially for women with a 

uterus. 

 

Contemporary Issues around Menopause 

As the results of the HERS and WHI RCTs began to reveal increased rates of 

chronic disease among HT users, a new awareness of the socially produced ‘objective’ 

risk of recommending long-term postmenopausal HT for nearly all women emerged. In 

this historical moment, immediate concerns about the objective risks of hormone therapy 

(the result of what Beck (1992) calls unchecked techno-scientific ‘progress’) 

overshadowed the future-oriented risk discourses about the prevention of chronic disease. 

Undoubtedly, many women experienced what Giddens’ (1991) refers to as a “fateful 

moment”, as they realized that the HT they had been taking with the expectation that it 

was reducing their future risk for disease may have actually increased it (p. 112}. 

Conflicting expert knowledges proliferated and, in the immediate aftermath, scientists 

were unable to come to a consensus regarding the safety of HT for short-term as well as 

long-term use. This led women and their health care providers to radical doubt about how 

to manage symptoms of menopause, as well as the risk for chronic disease. Initially, these 

findings were heralded by the biomedical community as examples of the value of clinical 

trials and of “science ‘doing it right’” (Krieger, et al. 2005, p. 744)—reflecting Giddens’ 

position that reflexive critique is carried out through science, and so manages to preserve 

trust in science and the scientific process, despite the revision of knowledge and reversal 

of treatment recommendations. Although the biomedical community has forged 
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increasing consensus on recommendations for the use of postmenopausal hormone 

therapy in the intervening years, it is this climate of doubt in which this dissertation 

research was conducted during 2007-2008. 

 

The Decline in Hormone Therapy use Following the Women’s Health Initiative 

By all accounts, the use of hormone therapy in the US has declined substantially 

since the publication of HERS (1998) and WHI (2002) trial results. Hersh and colleagues 

(2004) used the National Prescription Audit database to examine the changes in 

prescribing patterns of hormone therapy (HT) in the US from 1995 until July 2003. 

During the “healthy forever” years of the 1990s, prescriptions for HT soared—from 58 

million prescriptions for HT in 1995 to 90 million in 1999. The authors estimate that, by 

1999, 15 million women per year were using HT. Prescriptions for HT held steady 

between 1999 and June 2002. After the publication—and extensive media attention—of 

WHI EPT results in July 2002 prescriptions for HT dropped precipitously. Kim et al. 

(2007) examined data from the National Health and Nutrition Examination Survey 

(NHANES) between 1999-2004 in which participants in this large, nationally 

representative sample were asked about HT use. Data from NHANES 1999-2002 put HT 

use at about 28% of women, whereas this number had fallen to 17% in NHANES 2003-

2004.39 (See Figure 7.)  

                                                 
39 Ravdin and colleagues (2007) observed a 6.7% drop in the incidence rates of breast cancer from 2002 to 
2003. This decline occurred only in women over the age of 50 and was most dramatic in estrogen-receptor-
positive cancers. The authors argue that “the decrease in breast cancer seems temporally related to the first 
report of the [WHI] and the ensuing drop in the use of [HT] among postmenopausal women in the United 
States” (Ravdin, et al. 2007, p. 1670). 



 102

 
Figure 7.  Percentage of  postmenopausal women ≥50 years using postmenopausal oral hormone 
therapy in 1988-1994, 1999-2002, 2003-2004: NHANES III and NHANES 1999-2004. Note: Numbers 
of sample for each age group are 805 for ages 50-59; 1,088 for ages 60-69; 893 for ages 70-79; and 610 for 
ages ≥80 for 1988 – 1994 NHANES III; 454, 693, 465, and 355 for NHANES 1999-2001; and 212, 361, 
245, and 228 for NHANES 2003-2004. Error bars indicate 95% confidence intervals. (Kim, et al. 2007, p. 
339) 
 

Clearly, the WHI EPT findings hurt Wyeth’s bottom line. Between January and 

June 2003, prescriptions for Prempro and Premarin (the most popular oral HT regimens 

and the WHI study drugs) were down 66% and 33%, respectively, from the same period 

in 2002 (Hersh, et al. 2004). According to a ‘case study’ prepared by Huang and 

VanAelstyn (2009), Wyeth earned more than $2 billion from sales of the Premarin family 

of products (including Prempro) in 2001, the year prior to the halt of the WHI EPT trial 

arm. These sales accounted for 14% of Wyeth’s total net revenues. Following the public 

announcement of the WHI EPT findings, share prices of Wyeth fell from over $60/share 

(in April 2002) to $29.75/share (on July 18, 2002, the day after the release of the JAMA 

article on the WHI findings). In 2006 sales of the Premarin family of products were just 

over $1 billion (Wyeth 2007). 

Declines in HT use have been seen outside the US as well. Menon et al. (2007) 

examined the trends in HT use among women randomized into a large UK clinical trial 
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between April 2001 and September 2005. Prior to the publication of WHI results 

(Rossouw, et al. 2002) and results from the UK Million Women Study (2003), 29% of 

women randomized were using HT. This number steadily declined over the research 

period until only 10 – 11% of newly randomized women were using HT in the final 

months of the study. Similarly, In a population-based survey of Australians, MacLennan 

et al. (2009) found that the use of menopausal HT peaked in 2000, declined in 2003 

(following the publicity surrounding the WHI study), and continued to decline in 2008 

(see Table 6). Current use was highest among women ages 50-59, with 13.4% using 

conventional HT and another 7.7% using what the authors refer to as “non-registered” or 

“alternative” hormonal products (including compounded “bioidentical” hormones and 

complementary/alternative (CAM) products containing “natural” or herbal hormones). 

HT users fit the expected profile: they were better educated, wealthier, and more likely to 

be employed, and partnered. 

Table 6 Percentage of conventional and alternative hormone therapy (HT) by age group. Note that 
HT use peaked in 2000 and has continued to decline since then. (Data based on MacLennan, et al. 2009) 

 Age 60-69 Age 50-59 
Age 
50+ 

 1997 2000 2003 2004 2008 2004 2008 2008 
Conventional HT 36.9 38.8 31 31.2 17.6 19.8 13.4 11.8 
Alternative HT  Rare rare rare Rare 2.5 Rare 7.7 4 
Any HT 36.9 38.8 31 31.2 20.1 19.8 21.1 15.8 

 

Women’s responses to the Women’s Health Initiative 

Although there had been substantial critique of the growing recommendation that 

all women be prescribed postmenopausal hormone therapy for the prevention of chronic 

disease (Kaufert and Lock 1997; Lupton 1996; Palmlund 1997a; Palmlund 1997b; 
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Rosenberg 1993), as well as studies questioning the validity of the observational findings 

(e.g., Potshuma, et al. 1994) and/or finding adverse risk/benefit ratios for women using 

HT (e.g., Hulley, et al. 1998), without a doubt the halt of the estrogen and progestin arm 

of the Women’s Health Initiative—and the high profile media attention that accompanied 

it—was a significant turning point in the public perception of postmenopausal HT (Haas, 

et al. 2007). For example, Schonberg et al. (2005) surveyed 204 women who had been 

taking HT when the WHI results were made public. With the goal of determining the 

impact of a major reversal in medical recommendations on patient behavior, women were 

asked about their decision making (whether/not they continued to use HT) and about their 

trust in their physicians and in medical recommendations more generally (i.e., their 

likelihood to take other medications recommended for the prevention of heart disease). 

The vast majority of those surveyed had heard of the WHI study (94%) and had stopped 

hormone therapy (70%). Non-white women were most likely to report a loss of trust in 

medical recommendations and were less likely to take new drugs recommended for the 

prevention of heart disease (despite being at a higher risk). In a larger, Internet-based 

survey of professional women, Simon and Reape (2009) found that 39% of former HT-

users specifically cited the WHI findings as a reason for discontinuing HT.  

Despite the early abandonment of HT around the WHI, there is evidence that 

some women—especially those with continued severe symptoms—will return to HT. In a 

large observational study of women ages 40-79 years who never initiated or who had 

discontinued HT use following the publication of 2002 WHI results, 15.8% of those who 
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had discontinued HT had reinitiated HT by the end of 2003 (Newton, et al. 2008). A 

smaller number of never-users, 2.3%, began HT as well.   

 

Biomedical Responses to the Women’s Health Initiative (WHI) 

Beck argues that media, science and information systems have substantial power 

in contemporary risk societies (like our own) because it is they that establish the 

“acceptable levels” of risk (1992: 46).  Parker-Pope (former health columnist covering 

the WHI story for the Wall Street Journal, now at the New York Times) writes that “the 

NIH wanted to make a splash” with the results from the WHI. She describes the scene 

this way: 

The NHLBI, which oversaw the WHI, worked hard to get media attention for the 
WHI study. Dr. Rossouw, the physician in charge of the WHI when the results 
were first announced, has since told me that the NHLBI was intentionally going 
for “high impact” when it called the press conference in Washington, DC. Dr. 
Rossouw and other NIH officials knew that important health announcements 
could get lost in the shuffle of daily new events, but they didn’t want this study 
ignored. The goal, says Rossouw, was to shake up the medical establishment and 
change the thinking about hormones.  

Looking back, it was overkill. (Parker-Pope 2007, p. 12).40 
 

Nevertheless, the WHI findings prompted a major reconsideration of biomedical 

recommendations regarding the use of HT and the management of menopause. As 

discussed above, soon after the WHI EPT-arm was halted, the FDA announced new 

advice to women about the use of postmenopausal hormone therapy. While they 

acknowledged that HT was the most effective treatment for vasomotor and vulvovaginal 

                                                 
40 While this may have been Dr. Rossouw’s position, it was not the perspective of the WHI principal 
investigators, who knew that the study findings would garner plenty of media attention as Wyeth was 
poised to publicly denounce the WHI findings as the result of a flawed study (Ritenbaugh, personal 
communication). 
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symptoms of menopause, they recommended that “estrogens and progestins should be 

used at the lowest doses for the shortest duration to reach treatment goals” (FDA 2003a). 

Making a point to contest decades of the medicalization of menopause, an NIH State-of-

the-Science panel (2005) emphasized that menopause is not a disease and that many 

women transition to menopause without serious symptoms.  

For a time, even stalwart supporters of HT took a cautious approach to 

recommendations about the use of HT. For example, in their 2004 position statement on 

the use of estrogen and progestin in peri- and postmenopausal women, the North 

American Menopause Society—longtime advocates of the benefits of hormone therapy—

trod lightly on the subject. Unlike their 2000 statement, in which, NAMS supported the 

liberal recommendation of HT for symptom management as well as the prevention of 

CHD and osteoporosis for women without clear contraindications, their 2004 statement 

acknowledged that the primary indication for HT is the treatment of moderate to severe 

vasomotor and vulvovaginal symptoms. While they could not come to consensus as to 

whether HT was associated with an early risk of CHD, they found consensus that—based 

on the WHI findings—that “no ET or EPT regimen should be used for primary or 

secondary prevention of CHD” (NAMS 2004a, p.593). In a related statement from that 

year which focused on recommendations for the treatment of vasomotor symptoms of 

menopause, NAMS highlighted the potential adverse events associated with HT use, and 

concluded: 

In women who need relief for mild vasomotor symptoms, NAMS recommends 
first considering lifestyle changes, either alone or combined with a 
nonprescription remedy, such as dietary isoflavones, black cohosh, or vitamin E. 
Prescription systemic estrogen-containing products remain the therapeutic 
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standard for moderate to severe menopause-related hot flashes. … Regardless of 
the management strategy adopted, treatment should be periodically reassessed as 
menopause-related vasomotor symptoms will abate over time without any 
intervention in most women. (NAMS 2004b) 
 
Work by Ettinger et al. (2006) further illustrates the cautious approach to the 

prescription of HT that emerged in the years immediately following the WHI. The 

authors assembled a nine-member panel of women’s health experts to evaluate 76 clinical 

scenarios for the appropriateness of standard-dose, low-dose, and transdermal HT 

regimens. These clinical scenarios included clinical factors such as usual vs. elevated 

baseline risk for breast cancer, cardiovascular disease (CVD), venous thromboembolism 

(VTE), osteoporosis, as well as prior stroke, severity of menopausal symptoms, and the 

presence or absence of a uterus. This panel identified as appropriate the prescription of 

HT for women with “intolerable menopausal symptoms in the absence of HT-related risk 

factors (e.g., CVD, stroke, VTE, breast cancer)” (Ettinger, et al. 2006, p. 404). 

Furthermore, they recommend that clinicians frequently revisit the idea of stopping or 

reducing the dose of HT with patients. (See Table 7 for a comparison of the panel’s 

recommendations with 2004 ACOG guidance on HT use.)  

Overall, the WHI findings changed clinicians’ prescribing practices—if not their 

attitudes toward HT. In a series of interview and survey studies following the WHI, 

physicians reported prescribing HT less frequently and more rarely, if at all, for disease 

prevention (Bush, et al. 2007; Power, et al. 2007; Rolnick, et al. 2007). When they 

prescribed HT, physicians were more likely to use lower doses or other administration 

routes (such as transdermal therapies), and more likely to talk with their patients about 

stopping therapy or reducing the dosage (Bush, et al. 2007; Rolnick, et al. 2007). 
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Interestingly, however, acceptance of WHI results seemed to vary by clinical specialty, 

with gynecologists (whose practices had certainly benefitted from recommendations for 

widespread and long-term postmenopausal HT) expressing less concern about risks and 

more faith in benefits of HT than internists (Harman, et al. 2005; Power, et al. 2007). In 

fact, Power and colleagues (2007) found that nearly half of respondents to a large survey 

of obstetrician-gynecologists were skeptical of the WHI results, men more so then 

women. Furthermore, “a majority of men disagreed with the decisions to stop the trials” 

(Power, et al. 2007, p. 20).  

 

Table 7.  Comparison of the panel with those found in the American College of Obstetrics and 
Gynecology (ACOG 2004) HT guidance (Ettinger, et al. 2006, p. 408) 
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Along similar lines, in his 2004 chapter on menopause for Yen and Jaffe’s 

Reproductive Endocrinology, Lobo acknowledges recent concerns about the safety of 

hormone therapy (HT) that have emerged in recent clinical trials. For the most part, 

however, Lobo’s concerns feel like an afterthought since he overwhelmingly 

characterizes menopause primarily as a state of “estrogen deficiency” (2004, p. 421). He 

lists the protective benefits of estrogen and the effects of “declining estrogen status” on 

the central nervous system (vasomotor symptoms, sleep disruption, depression, cognitive 

decline, dementia) on collagen (supporting the pelvis and urinary system), on genital 

atrophy, and on bone loss (osteoporosis). Lobo also addresses the cardiovascular effects 

of menopausal hormone changes (increasing rates of coronary artery disease, accelerated 

rise in total cholesterol) (2004, p. 427-436). What stands out in Lobo’s orthodox 

biomedical characterization of menopause is his close attention to menopause at the level 

of body structure and function, with a notable lack of attention to the cumulative effects 

of the lifespan or cultural influences on menopausal experience, timing or chronic disease 

in general. Whereas Sievert, a biocultural anthropologist, looks across the lifespan for an 

interpretation of menopausal changes as part of the larger aging process (Leidy 1994; 

Sievert 2006), Lobo views these same changes as the immediate ‘effects’ of the estrogen 

deficiency. From this narrow perspective, then, the solutions to these problematic 

changes lie (at least theoretically) in the ‘replacement’ of estrogen through HT. 
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Emergence of the “window of opportunity” hypothesis 

While medical societies and regulatory bodies were working to revise clinical 

recommendations for the use of HT, researchers were busily trying to make sense of the 

discrepancies between the WHI results and the findings of epidemiological 

(observational) studies of HT use. Although some researchers have characterized the 

“healthy user bias” in epidemiological studies of HT use (that is, participants were 

generally healthier, wealthier, and better educated than average) (Barrett-Connor and 

Grady 2003; Garbe and Suissa 2004), there is increasing support among the biomedical 

establishment for a so-called “window of opportunity” for the initiation of HT. In an 

attempt to forge a ‘unified hypothesis’ from the findings of animal studies, human 

observational studies and human clinical trials on HT, Phillips and Langer (2005) came to 

the conclusion that HT initiated near menopause should have a protective benefit on the 

heart, while HT initiated years later may cause initial coronary events followed by 

longer-term coronary benefit. Along these lines, Harman and colleagues (2005) observed 

that participants in the WHI began HT an average of 12 years postmenopause—when 

they would have significantly more asymptomatic atherosclerosis compared to 

participants in most epidemiological studies who were initiating HT at or near 

menopause. And lending credence to this perspective, in a secondary analysis of WHI 

data Rossouw et al. (2007) found a non-significant trend for reduced CHD risk among 

women initiating hormone therapy closer to menopause (<10 years since LMP) compared 

with an increased CHD risk among women further from menopause (>10 years since 

LMP). Despite this finding, the authors do not go so far as to advocate that HT be used 
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for protection from CHD, rather that this reduced risk can be reassurance for those using 

short-term HT for menopausal symptom management.41 Two smaller clinical trials, the 

Kronos Early Estrogen Prevention Study (KEEPS)42 and the Early versus Late 

Intervention Trial with Estradiol (ELITE)43 study should bring a greater understanding of 

the impact of age and time from menopause on the risks and benefits of hormone therapy. 

Both studies are currently recruiting participants. 

Recent NAMS position statements on the use of hormone therapy in peri and 

postmenopausal women reflect a growing confidence in the “window of opportunity” 

hypothesis (2007; 2008). And in an editorial endorsed by members of the Board of the 

International Menopause Society, the authors are highly critical of the WHI investigators 

and related bodies (NIH and FDA) for the design and execution of WHI and for the way 

the early aggregate results were publicized. They flatly accuse those involved in the WHI 

of doing a “disservice to the well-being and health of adult women” and call upon these 

parties to “re-evaluate their previous statements and revise them according to the new 

data” (Pines, et al. 2007b, p. 268). In their “Updated Recommendations on 

postmenopausal hormone therapy”, the IMS Board concludes:  

                                                 
41 It is important to note that subanalyses of the WHI data have not done away with the other risks that 
WHI found: increased risk for venous thromboembolism (VTE), stroke, and breast cancer (Heiss, et al. 
2008; Rossouw, et al. 2007; Rossouw 2010). 
42 KEEPS (Harman 2006) is designed to examine whether starting hormone therapy near menopause can 
provide cardiovascular protection. The double-blind placebo controlled study compares oral (CEE  0.45 
mg) and transdermal (17β-estradiol 0.05 mg) plus “micronized” progesterone (versus placebo) for a period 
of four years in women 42-58 years old who have had their last menstrual period within 6 – 36 months.  
43 ELITE also examines the role of time since menopause in the cardiovascular effects of menopausal 
hormone therapy. The study is an NIH-funded double-blind, placebo controlled trial designed to test the 
effects of oral 17β-estradiol (versus placebo) on the progression of arthrosclerosis in two groups of women 
(<6 years or >10 years since menopause). Vaginal progesterone gel (or placebo gel) will be used monthly 
by women with a uterus. (Information accessed at: http://clinicaltrials.gov/ct2/show/study/NCT00114517).  
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The safety of HT largely depends on age. Women younger than 60 years old 
should not be concerned abut the safety profile of HT. New data and re-analyses 
of older studies by women’s age show that, for most women, the potential 
benefits of hormone therapy given for a clear indication are many and the risks 
are few when initiated within a few years of menopause (Pines, et al. 2007a, p. 
184). 
 

And it looks like physicians are paying attention to these new interpretations. In an 

internet-based survey of European and US physicians experienced in treating 

postmenopausal women, Birkhauser and Reinecke (2008) found strong support for the 

use of HT in women without clear contraindications. 90% of those surveyed believed that 

the benefits outweighed the risks and 92% said they would prescribe HT for themselves 

or family. 

While faith in the protective benefits of HT for CHD is growing once again in 

biomedical circles, WHI investigators continue to stress that HT should be used only for 

the short-term relief of vasomotor symptoms of menopause (Rossouw 2008; Rossouw 

2010). After analyzing the data for health outcomes at three years after the intervention 

was stopped, the WHI investigators maintain the position that “the risks of [combined 

EPT] exceed the benefits for chronic disease prevention” (Heiss, et al. 2008, p. 1036). 

Specifically, Heiss et al. (2008) found no increased risk for cardiovascular events for 

those assigned EPT versus placebo. However, they did find increases in malignancies, 

breast cancers, and all-cause mortality. Overall, the global risk index for those assigned to 

EPT was 12% higher than those assigned to placebo, leading researchers to conclude that 

the risks still outweigh the benefits with regard to the prevention of chronic disease. 
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Over the years, the NIH and WHI investigators have been villainized for their 

initial presentation of the WHI data. For example, Pines and colleagues (2007b) argue 

that the WHI investigators caused great harm to women and to scientific knowledge by 

halting the trial and publicizing early results without more detailed analyses by age and 

years from menopause. Echoing the sentiment of many WHI principal investigators, they 

highlight the protective effects seen in women younger than 60 in the estrogen-only arm 

of the study and subgroup analyses which indicate that the WHI “global index” (a 

measure of risks and benefits of HT use) is favorable for younger women. Overall, they 

argue that “it is reasonable to assume that the WHI trial might have been continued as 

scheduled in at least the younger groups and the hysteria of 2002 avoided if these data 

have been made available and considered” (Pines, et al. 2007b, p. 268). They continue: 

It is not possible to quantify the harm that has been inflicted by the 50% decrease 
in hormone use as a result of the WHI study. Calculation of potential changes 
related to quality-of-life issues may be too difficult. Some related morbidities may 
change and there are controversial observational data linking a small decline in 
breast cancer rates to decreased HT use. However, an increase in fracture risk is 
certainly anticipated. […] Gambacciana and colleagues have calculated that, in 
the USA alone over the next few years, there will be an excess of 43 000 fractures 
per year. Perhaps in the coming years, as women in the 50-59-year-old group age, 
the adverse consequences concerning coronary events will become apparent as 
well (Pines, et al. 2007b, p. 268). 
 

What many of these statements (and face-to-face arguments, such as those at the NAMS 

2007 and 2008 conferences) seem to forget is that WHI was designed to test what was 

increasingly becoming the recommended standard of care: that women beyond 

menopause, including older women decades past menopause, be prescribed hormones for 

the prevention of heart disease. The WHI did answer that question, finding that 

postmenopausal women should not be prescribed long-term HT for the primary 
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prevention of chronic disease. What WHI did not test (nor was it designed to test) was 

whether the risks outweigh the benefits for short-term use of HT for menopausal 

symptoms. While the initial WHI findings undoubtedly cast millions of women, and their 

doctors, into confusion about the wisdom and safety of HT in treating the symptoms of 

menopause, it played an important role in derailing the bracket-creep of hormone therapy, 

as it was being prescribed more and more broadly, to more women, for more reasons. As 

Marcia Stefanick (speaking at the NAMS 2007 annual meeting, and representing all 40 

WHI principal investigators) stressed, “I would say … that we had really gone to a 

position that was overkill in terms of putting women on hormones, and I think 

inappropriately so.” In short, the WHI refocused the prescription of HT where it belongs: 

for the short-term relief of moderate to severe menopausal symptoms.  

 

Therapeutic Options 

Beck observes that “risks are no longer the dark side of opportunities, they are 

also market opportunities” (1992, p. 46).  Enterprising consumers of risk definitions 

appropriate and transform them into market opportunities that capitalize on people’s 

fears. This is exactly what has happened in the menopause-management marketplace 

following the release of the WHI findings. Among today’s options available for women 

to manage the symptoms of menopause are newly revamped low- and ultra-low-dose 

HTs, transdermal HT preparations (patches and creams), new progestogens aimed at 

minimizing side-effects, new androgens (testosterone) available for the treatment of low 

libido distress, so-called “bioidentical” hormones, non-hormonal pharmaceuticals such as 
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selective serotonin and serotonin-norepinephrine reuptake inhibitors (SSRIs and 

SNRIs)44, and a variety of complementary and alternative (CAM) therapies—most 

notably herbal supplements, but also homeopathic treatments, acupuncture, bodywork, 

and so on (Brett and Keenan 2007; Nelson, et al. 2006; Panay 2007). In this section, I 

briefly review two key alternatives to conventional hormone therapy that are available to 

women in the transition to menopause:  CAM therapies and bioidentical hormones.   

 

CAM Use in Menopause 

By all accounts, CAM use is prevalent among US women in midlife. Data from 

the 2002 National Health Interview Study (NHIS) indicates that nearly 4 out of 10 

women nationwide had used some form of CAM in the last 12 months (Upchurch, et al. 

2007). Singh et al. (2007) found that 40% of participants in their nationwide probability 

survey of menopausal women were comfortable with using over-the-counter herbal 

products for menopausal symptoms, although only 19% had discussed this option with 

their doctors. In another analysis of the 2002 NHIS data, Brett and colleagues (2007) 

found that approximately 45% of women ages 45-57 had used CAM in the last year. 

Around a quarter of midlife women had used mind-body therapies (such as relaxation, 

yoga, and meditation) and biologics (herbs, megavitamins), although less than 15% had 

used body-work (chiropractic and massage) and only 4.2% had used whole systems of 

                                                 
44 By increasing the availability of serotonin in the central nervous system, SSRIs help to regulate and reset 
temperature control, thus alleviating hot flashes (Fugate and Church 2004; Zubieta in Li and Associates 
2004). Others have suggested that depression seems to vary according to hot flash severity, thus women 
taking SSRIs may benefit from the antidepressant effects of SSRIs, providing them with less aggravation 
with hot flashes. This highlights the need to pay attention to women’s experience of menopausal symptoms 
in addition to physiological measures. 
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care like acupuncture, Ayurveda, naturopathy and homeopathy (see Table 8). Although 

CAM use was prevalent among this age group, only 3.4% cited menopause as a specific 

reason for using CAM. 

Table 8. Proportion of women 45-57 years of age by specific complementary and alternative medicine 
(CAM) modalities used in the past 12 months: United States, 2002 (Brett and Keenan 2007, p. 304). 

 

The Study of Women’s Health Across the Nation (SWAN) study—conducted 

between 1996 and 2003—also found that CAM use was widespread among women in 

midlife, although the pattern of CAM use varied by ethnicity (Bair, et al. 2008; Bair, et 

al. 2005). Approximately 80% of participants used some CAM over the 6-year study 

period, suggesting that this demographic may be among the highest utilizers of CAM. 

Vasomotor symptoms and somatic symptoms (such as pain, stiffness and headaches) 

were most consistently associated with CAM use, although specific associations between 

symptoms and CAM use varied by ethnicity. Emphasizing that for many CAM is 

complementary rather than alternative, the SWAN study found that CAM users were also 

greater users of conventional medicine, and the use of HT (regardless of ethnicity, 

symptom reporting, or menopausal status) was associated with CAM use. In other words, 

women most bothered by symptoms were most likely to use all kinds of treatments. 
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In a pre-WHI population-based survey of 886 women aged 55-65, Newton et al. 

(2002) found that 22.1% of women surveyed were using at least one alternative therapy 

specifically to manage menopausal symptoms. The most common alternative therapies 

being used for menopause were over-the-counter dietary supplements (13.1%), stress 

management (9.1%), dietary soy (7.4%), massage therapy (2.6%), naturopathic or 

homeopathic treatment (2.0%), and visits to herbalists (1.2%), chiropractors (0.9%), and 

acupuncturists (0.6%) (see Figure 8).  

 
Figure 8. Proportion of women who reported using alternative therapies for any reason and for 
menopause symptoms. (Newton, et al. 2002, p. 22). 
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Figure 9.  Among women who used alternative therapies for menopause symptoms, proportion who 
found each therapy very helpful or somewhat helpful for symptom relief. (Newton, et al. 2002, p. 22). 

 

Importantly, the authors found extremely high satisfaction rates among women 

using CAM for menopause: between 25-69% of women reported that their alternative 

therapies were “somewhat helpful” and 22-75% reported them “very helpful” (Newton, et 

al. 2002, see Figure 6). It is of further interest that the authors found that, of the women 

using HT, a number were also using one or more alternative therapies to manage 

symptoms.45 What these studies indicate is that CAM use in and for menopause must be 

taken seriously. Although there is little recent data on changes in trends of CAM use for 

menopause since the Women’s Health Initiative, sales of Remifemin—the most widely 

used herbal product for menopause—doubled in the year following the WHI (personal 

communication Wright 2005), while sales of HT dropped by 38% (Hersh, et al. 2004). 

                                                 
45 There are substantial limitations to this study—most notably that the survey sample was more white and 
more educated than the national population (although it closely resembled the population of the HMO from 
which it was drawn, and the population of Washington State where it was conducted). Also, the results of 
this survey do not capture the drop in HT use following the WHI study. Although no studies have been 
published, sales data of “natural menopause products” show a dramatic increase following the WHI 
publicity (Wright 2005). 
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Despite interest on the part of consumers, there is little scientific evidence that 

popular herbal therapies reduce menopause symptoms (Kronenberg and Fugh-Berman 

2002). The NCCAM funded Herbal Alternatives for Menopause (HALT) study examined 

the effects of five interventions (black cohosh, a multibotanical consisting of black 

cohosh and nine other ingredients, a multibotanical plus telephone counseling to increase 

dietary soy, estrogen-progestin hormone therapy, and placebo) on the rate and intensity of 

vasomotor symptoms in peri- and postmenopausal women ages 45-55 with at least two 

vasomotor symptoms per day at baseline (Newton, et al. 2005). Data from this five-arm, 

double-blind, randomized-controlled trial showed no clinically meaningful differences in 

vasomotor symptoms for any of the three herbal treatments versus placebo (Newton, et 

al. 2006). Unsurprisingly, the HT arm performed better than placebo. (See figures 10 and 

11.)   

 
Figure 10. Adjusted mean number of vasomotor symptoms per day, by study group (Newton, et al. 
2006, p. 874). 
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Figure 11. Adjusted mean Wiklund Vasomotor Symptom Subscale scores, by study group (Newton, et 
al. 2006, p. 874). 
 

Other CAM therapies do not appear to perform much better. In a systematic 

review, Nedrow and colleagues (2006) identify and assess seventy randomized controlled 

trials of CAM therapies for the menopausal symptoms. While the trials on phytoestrogens 

and biologically-based therapies (herbs, vitamins and supplements) showed mixed results 

for the management of menopausal symptoms, trials of other CAMs (mind-body, energy 

medicine, body-based manipulations, and whole medical systems) suggested little 

benefit. In sum, the authors conclude that “individual trials suggest a benefit for certain 

therapies, yet data are insufficient to recommend any complementary and alternative 

therapy as effective for the management of menopausal symptoms” (Nedrow, et al. 2006, 

p. 1461). 

 Given the poor performance of CAM therapies for the management of 

menopausal symptoms in randomized controlled trials, why are so many women 

continuing to use them? This is a question to which I will return at the end of Chapter 6. 
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Bioidentical Hormone Therapy 

 In the wake of the Women’s Health Initiative, significant numbers of women 

seeking relief from symptoms of menopause have turned to so-called “bioidentical 

hormone therapy” (BHT).46 While the term ‘bioidentical’ has no official medical 

definition, it popularly refers to prescription drugs that are molecularly similar or 

identical to the hormones produced by the human body. Bioidentical hormones may be 

mass produced by pharmaceutical companies or compounded – that is, individually 

formulated (in a wide variety of delivery methods), by pharmacists based on symptom 

profiles and/or serum or salivary testing.47 Compounded BHT is not FDA-approved 

because compounded products are not reviewed by the FDA for safety and efficacy. 

Thus, compounded BHTs are exempt from the standard “black box” warnings required of 

conventional HT.  

There is very little data on the prevalence of BHT use, although its popularity is 

clearly growing. Duenwald (2009) cites figures from IMS Health that prescriptions for 

bioidentical estradiol products rose from 22% (in 2003) to 35% (in 2008) of the 

supplemental estrogen market. During this same period, prescriptions for Premarin fell 

from 53% to 35%. In the Australian study of trends in hormone therapy use discussed 

                                                 
46 In this dissertation the term ‘bioidentical hormone therapy’ or BHT generally refers to compounded 
BHT—following the way most of my participants used the term. I specify when I am referring to mass-
produced BHT (e.g., Vivelle Dot and Prometrium), or over-the-counter (OTC) plant-based hormonal-
products marketed as dietary supplements (e.g., Estroven) or, in the case of some topical progesterone 
creams, as cosmetics (e.g. Pro-Gest).   
47 The individualization of BHT doses using serum or saliva tests is highly controversial in the medical 
community. Although proponents of BHT claim that these tests provide physicians and pharmacists with 
useful information for understanding women’s hormonal needs, most conventional menopause experts 
argue that these tests are not useful for determining the levels of hormone therapy that women need because 
the serum and saliva levels do not correspond well with symptom profiles, and because hormone levels are 
highly variable even within the same woman over the course of a day. 
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above, MacLennan and colleagues found that over 25% of female hormone users over the 

age of 50 (4.0% of all women over the age of 50) were using an ‘alternative’ form of 

hormone therapy, including ‘bioidentical’ and other plant-based hormone products 

(MacLennan, et al. 2009). (In previous years, the use of alternative HT was “rare.”) This 

percentage was even higher among women ages 50-59. Among women using hormones 

in this age group, 36.5% were using ‘alternative’ HT (7.7% of all women 50-59).  (See 

Table 6, above.)  Chapter 6 includes a full discussion of the use of bioidentical hormone 

therapy by women in this study. 

 Data on the safety and efficacy of BHT is also limited. There have been a number 

of review articles published in the last few years that examines the evidence from clinical 

and laboratory studies of BHT. With the exception of Holtorf (2009) who (focusing on 

the differences between progesterone and synthetic progestin) concludes that the 

physiological and clinical data indicate that bioidentical hormones are safer and more 

efficacious than conventional HT, most researchers find that there is little evidence to 

support the contention that BHT is any safer than conventional HT—although BHT does 

appear to be effective for the relief of the vasomotor symptoms of menopause (Cirigliano 

2007; Fugh-Berman and Bythrow 2007; Sites 2008). Medical and scientific consensus 

generally holds that bioidentical hormones should have the same safety profiles as 

conventional hormones, and given the lack of evidence to the contrary, this should be 

assumed. These review articles raise concerns that salivary or blood serum testing to 

determine dosage levels for women might expose women to increased risks—due to 

prescribing higher doses of estrogens than may be necessary for symptom management. 
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They also voice concerns about the quality control of compounded BHT, specifically that 

inconsistencies in the quality and potency of compounded BHT might expose women to 

risks for endometrial hyperplasia due to the under-dosing of progesterone (Center for 

Drug Evaluation and Research 2003). In general, the authors of these reviews argue that 

FDA-approved HT is preferable to compounded products and that HT should be tailored 

according to symptoms rather than saliva or serum testing. 

 

The Emergence of BHT  

Although bioidentical hormones have been available for decades, by appealing to 

women’s fears about the dangers of conventional HT and women’s intuitive attraction to 

something ‘natural,’ BHT rose from relative obscurity to prominence in the years 

following the publication of the WHI results.48 Media and popular attention to BHT has 

soared in the last decade. Although a number of books have been published on the topic 

for a popular audience, the most prominent of these have been Suzanne Somers’ New 

York Times bestsellers The Sexy Years (2004), Ageless (2006), and Breakthrough 

(2008)—all of which promote bioidentical hormones as the panacea for menopausal 

symptoms, chronic disease, cancer and aging. She writes:  

                                                 
48 In the immediate aftermath of the WHI, it looked like dietary supplements, like black cohosh, were going 
to fill the void, in fact the grants that I wrote in 2006 to the National Institutes of Health and National 
Science Foundation lacked any mention of BHT and proposed to focus on the way women were using 
complementary and alternative medicine in the wake of the WHI. Although I had some awareness of these 
‘bioidentical hormones,’ I did not realize that they would become the key emerging technology for 
menopause management following the WHI. I was not the only social scientist missing BHT as an 
emerging technology in 2006. There is not a single mention of BHT in Judith Houck’s 2006 book Hot and 
Bothered: Women, Medicine, and Menopause in Modern America. 
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Menopause is a crisis passage for most women and we are at our wits’ end trying 
to find doctors who “get it.” …No doctor seemed to understand this passage. I 
knew I did not want conventional treatment. I did not want to take what was being 
offered to me: prescription synthetic so-called hormone drugs to alleviate my hot 
flashes and a general decline in my quality of life. I wanted a natural, effective 
way to deal with this passage; I wanted menopause to be a positive experience. … 
I knew eating wild yams and taking black cohosh were not the answer, and then I 
found the solution—a cutting-edge endocrinologist/antiaging doctor, who 
prescribed a treatment of bioidentical hormones. Wow! What a difference in my 
life. I was sleeping again. I was happy again. I stopped itching, and bitching, and 
crying, and, best of all, getting fat. This became and remains a huge passion for 
me: to let women know there is a safe, effective, and glorious treatment that is not 
based on drugs. I can’t say enough about it. This is the best I have ever felt in my 
whole life; by taking bioidentical hormones in perfect balance individualized just 
for me, I believe I am, for the first time ever, hormonally balanced and I am 
loving this passage of menopause. I wake up every day feeling glorious and 
frisky. You can have this. (Somers 2006, p. 5-6). 
 

During the period of data collection for this research study (2007-2008), stories on BHT 

were featured in local newspapers (Nelson 2007) and national magazines (Coltera 2008; 

Manson and Bassuk 2007), and on programs such as ABC’s 20/20 and CBS’s The Early 

Show. While this coverage generally brought a skeptical eye to BHT, most notably 

through questioning Somers’ claims and the authority of the experts she consulted for her 

books, they also provided a great deal of publicity and introduced many women to the 

option of BHT.  

Among those bringing a measure of credibility to BHT in the popular press and 

media has been Christiane Northrup, an OB/GYN who has written several bestselling 

books on women’s health. Although she appears to take a cautious approach to the use of 

hormone therapy, when she recommends HT, she says that she prefers bioidentical HT. 

She writes: 

Because bioidentical hormones are just like the hormones that our bodies were 
designed to recognize and utilize, their effects are more physiologic—consistent 
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with our normal biochemistry—with less chance for unpredictable side effects at 
low replacement doses than with synthetic, non-bioidentical hormones.  
[…] 
There’s reason to believe that bioidentical estrogen at individualized low doses 
doesn’t have the same carcinogenic effect on breast tissue as Premarin or 
Prempro. But until we have long-term studies of bioidentical estrogen to compare 
with the vast amount of data on Premarin, we won’t have the scientific 
verification we need. Unfortunately, long-term studies are enormously expensive. 
… Nonetheless, many clinicians find that prescribing bioidentical hormone 
replacement for short-term relief of symptoms, such as vaginal dryness, hot 
flashes, and even mood swings, can work wonders for some women. The shifting 
news about Premarin and Prempro has actually opened the minds of many women 
and their doctors to these more physiologic and well-tolerated alternatives. 
Remember this is an ongoing process. So now, more than ever, you need to make 
the hormone choice in concert with your inner guidance. (Northrup 2006, p. 142-
3). 
 
In contrast to the review articles on BHT discussed above, Northrup suggests that 

using BHT helps women use the lowest dose necessary for their bodies. Furthermore, she 

says that “it’s becoming more mainstream to use laboratory confirmation of your 

hormone levels” (2006, p. 116). She notes, however, that hormone levels do not correlate 

well with hormone symptoms, and she recommends paying closer attention to symptoms 

than to hormone levels. She also notes that there is not good scientific support for using 

saliva testing for hormone levels. Instead, Northrup advocates serum testing and 

recommends that women have a ‘baseline’ hormone test in their late thirties or early 

perimenopause to identify their ‘normal’ levels. 

In January 2009, media attention to BHT soared when Oprah Winfrey featured 

the topic on her television program (along with guest Suzanne Somers) and in O, The 

Oprah Magazine (Duenwald 2009; Winfrey 2009). In the magazine article she 

reproduces an email exchange with a friend who recommends that Winfrey have a blood 

analysis of her hormones. After meeting with the specialist her friend recommends, and 
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receiving a prescription for bioidentical hormones, Winfrey exclaims, “[A]fter one day 

on bioidentical estrogen, I felt the veil lift. … After three days, the sky was bluer, my 

brain was no longer fuzzy, my memory was sharper. I was literally singing and had a skip 

in my step” (Winfrey 2009). Given that Winfrey has the Midas-touch when it comes to 

her recommendations for books and products, the popularity of BHT is now poised to go 

through the roof.  

 

Biomedical response to BHT 

In response to growing public interest in BHT, a number of professional 

biomedical organizations have issued position statements addressing the use of 

compounded bioidentical hormones (ACOG 2005; Endocrine Society 2006; NAMS 

2008; Pines, et al. 2007a). In general these position statements emphasize that there is a 

lack of clinical trials assessing the safety and efficacy of compounded BHT, that there is 

no evidence to suggest that BHT is any safer or more effective than conventional HT, and 

that government-approved HT is preferable.  

The “Committee Opinion on Compounded Bioidentical Hormones” released by 

the American College of Obstetricians and Gynecologists (ACOG 2005) specifically 

takes issue with the ideology of individualizing HT doses. ACOG argues that hormone 

therapy “does not belong to a class of drugs with an indication for individualized dosing,” 

and there is no evidence the saliva testing for hormone levels is biologically meaningful 

because of a lack of correspondence between salivary sex steroidal hormone 

concentrations and free serum hormone concentrations, and because of the high 
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variability of salivary hormone levels within individual patients (ACOG 2005, p. 1140).49 

Relatedly, the Endocrine Society notes that there is no scientific evidence that the adverse 

events (and increased risk) seen in the WHI study would have been reduced by 

“customizing” doses or by using hormones molecularly identical to those produced in the 

human body (2006).  

In their 2008 position statement on estrogen and progestogen use in 

postmenopausal women, NAMS argues that due to the lack of oversight, the lack of data 

on the safety and efficacy of compounded BHT, and the fact that most insurance 

companies will not pay for compounded BHT, “for the vast majority of women, 

regulatory agency-approved HT will provide appropriate therapy without assuming the 

risks and cost of custom preparations” (NAMS 2008, p. 591). 

 

Regulation of BHT 

In response to a ‘citizen petition’ filed by Wyeth, on January 9, 2008 the Food 

and Drug Administration (FDA) sent letters to seven compounding pharmacies warning 

them about “false and misleading” claims regarding the safety and effectiveness of BHT 

(referred to by FDA as BHRT, or ‘bio-identical hormone replacement therapy’) (FDA 

2008a; Kuehn 2008).50  In their news release about this action, FDA argues that these 

                                                 
49 While this may be true from a biochemical standpoint, intuitively it flies in the face of FDA 
recommendations that HT be used in the ‘lowest dose’ needed to achieve results. Patients (mistakenly) 
have the impression that ‘individualizing’ doses (often through saliva testing) means that they will receive 
the lowest dose necessary to manage their symptoms. 
50 One of the compounding pharmacists participating in this study is co-owner of one of the pharmacies that 
received a warning letter from the FDA (McClain 2008). In a news article and in our interview conducted 
less than a month after the FDA letters were sent, this pharmacist argued that she is operating within the 
law and providing a needed service for women and their prescribing physicians. 
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pharmacies have violated FDA regulations by “misbranding” their hormone therapy 

products in their advertising and information materials. Specifically, FDA argues these 

pharmacies have made unsubstantiated claims about the efficacy and superiority of their 

compounded HT, and that the labeling of this product as “bio-identical” improperly 

implies that they are “natural or identical to the hormones made by the body. FDA 

regards this use of ‘bio-identical’ as a marketing term implying a benefit for the drug, for 

which there is no medical or scientific basis” (FDA 2008a). FDA also warns 

compounding pharmacies against using estriol in their formulations, arguing that the 

safety and effectiveness of estriol have not been established and it has not been FDA-

approved.  

As with ambiguous regulation of dietary supplements, the FDA finds its hands 

tied with regard to the regulation of compounded BHT.51 In fact, unlike conventional HT 

and mass-manufactured BHTs, compounded BHTs are not regulated by the FDA because 

they are not standardized pharmaceutical products. While the purpose of compounding 

pharmaceuticals has been to provide a prescription drug to a patient-consumer who 

cannot take a mass-produced pharmaceutical (e.g. someone who is allergic to an additive 

in the standardized product, or someone who requires a liquid formulation of a 

prescription because he/she cannot swallow pills), critics argue that those promoting and 

selling compounded BHT are capitalizing on a loophole in the regulation of compounded 

                                                 
51 The 1994 passage of the Dietary Supplement Health and Education Act (DSHEA) created a liminal 
regulatory environment for the FDA in which dietary supplements are regulated as “neither food nor 
drugs” (see Nichter and Thompson 2006). 
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drugs for marketing purposes.52 For example, because compounded BHTs are not FDA 

approved, they do not require the same testing and monitoring for safety and efficacy. 

Furthermore, they do not require the same ‘black box’ safety warnings to be distributed 

with the product. According to critics, these loopholes imply to consumers that BHT is 

safer and/or more effective than conventional HT. 

Patsner, an MD/JD and former FDA medical officer, argues that large-scale 

compounding pharmacies are themselves mass-marketing their products to consumers via 

the internet, thus circumventing a traditional ‘triad’ relationship between patient, 

healthcare provider, and compounding pharmacist. He stresses that compounded BHT is 

“the clearly intended wholesale replacement of effective commercial prescription drug 

products with pseudo-individualized products” (Patsner 2008, p.480). He proposes a new 

approach for FDA regulation that begins by redefining what pharmacists are doing with 

BHT as “not compounding,” thus clearly redefining them under the regulatory control of 

the FDA.  

There are interesting parallels between the way this regulatory battle is being 

played out and that of the regulation of dietary supplements (resulting in the ambiguous 

DSHEA regulation in the mid-1990s). Most notably, there is certain to be a consumer 

                                                 
52 Rosenthal makes a problematic argument that BHT is a CAM therapy on the grounds that it is an 
‘unproven offering’ and ‘not standard of care practice’ (2008, p. 46). While there are many legitimate 
grounds on which to criticize the marketing and manufacture of BHT, her anti-CAM argument 
mischaracterizes the current trend in CAM research (which is deeply concerned with demonstrating 
scientific rigor, investigator expertise, and ethical research standards) and is misplaced (i.e., BHT is not a 
self-regulated CAM therapy, but a biomedical hormone therapy available by prescription only). The most 
problematic assumption that Rosenthal makes, however, is the suggestion that peri- and postmenopausal 
women are a “vulnerable population” requiring special ethical protections because of the “debilitating” 
symptoms they experience during menopause, and because, she argues, HT “is not a ‘supplement’ but a 
necessary therapy that burdens all women in menopause” (Rosenthal 2008, p. 50). 
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backlash if FDA moves to make BHT unavailable to consumers. The main differences, 

argues Patsner (2008), are (1) that BHT requires a prescription (i.e., a physician’s 

complicity) rather than being available over-the-counter, like dietary supplements, and 

(2) that pharmacists compounding BHT are making explicit claims about safety and 

efficacy (health and drug claims) which are banned for dietary supplements under 

DSHEA. Patsner notes that there are many other compounding pharmacists making 

claims that resemble the ‘structure and function claims’ of dietary supplements, and 

suggests that this is a deliberate attempt to align BHT with dietary supplements (i.e., 

easily accessible, benign, no gatekeeper, ‘natural’ or plant-derived) in the public mind. In 

short, Patsner mounts a ‘disease mongering’ or ‘medicalization’ argument against BHT, 

claiming that BHT has been marketed through an extensive direct-to-consumer 

advertising campaign and yet are unnecessary because there are adequate FDA regulated 

products available for women with menopausal symptoms. He suggests that there are 

reasonable limits to patient demands/autonomy and that it is the responsibility of 

physicians to be gatekeepers (Patsner 2008).  

 

Taking it to the Streets 

The debate about BHT is being played out in an increasingly pluralistic health 

care arena—in which patient-consumers are voting for alternatives to conventional HT 

with their pocketbooks, and the medical establishment has been forced to respond. In 

2009, following media brought to BHT by Oprah Winfrey and as consensus around the 

‘window of opportunity’ hypothesis grows, the biomedical establishment (with the North 
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American Menopause Society at the forefront) has stepped up their efforts to stem the 

hype surrounding BHT and rehabilitate the image of conventional HT. Most notably, the 

North American Menopause Society has partnered with MORE Magazine—a magazine 

aimed at women age 40 and above—to produce a series of articles about menopause and 

hormone therapy. A September 2009 article by NAMS executive director Wulf Utian 

highlights the 2008 FDA actions against compounding pharmacists and encourages 

women to stick with FDA-approved conventional HT. In October 2009, the Associated 

Press put out an article in which they restated the positions of ACOG, NAMS, and the 

Endocrine Society, and warned women that “they are getting products of unknown risk 

that still contain the estrogen many of them fear” (Associated Press 2009).  

 

Conclusion 

Early in this chapter, I discussed the cross-cultural variability in the experience 

and significance of menopause, best understood from a biocultural framework which 

considers the interplay between biological factors, sociocultural context and accumulated 

experience across the lifespan. Attending to menopause from a biocultural perspective 

allows for three important critiques of the biomedicalization of menopause: (1) 

menopause is better understood as process rather than event; (2) menopause is a local 

rather than universal phenomenon; (3) chronic disease is the result of a lifetime of 

accumulated biocultural experiences rather than the direct onset of menopause, per se.  

To begin with, menopause is better understood as a process rather than an event. 

In biomedical terms, menopause refers to the “permanent cessation of menses resulting 
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from reduced ovarian hormone secretion” (Nelson, et al. 2005). Natural menopause (i.e., 

not surgically induced) is recognized retroactively—after 12 consecutive months without 

a menstrual period. Biomedicine primarily focuses on one aspect of menopause: the 

abrupt withdrawal of estrogen from the body and the consequences of this hormonal 

change. Even process-oriented biomedical approaches tend to pathologize menopause by 

focusing on the long-term, and progressive consequences of estrogen “deprivation” on 

the body (e.g., vaginal dryness and atrophy, osteoporosis) while still neglecting women’s 

socially- and culturally-grounded lived-experience of menopause. 

In contrast, a biocultural approach stresses that women experience menopause as 

part of the overall aging process, rather than a singular event. For example, Wood 

stresses lifelong processes when he argues that “menopause is … the endpoint of a 

process that begins before birth, whereby an initial reserve of some seven million 

primordial follicles (and the oocytes they contain) is gradually diminished, principally 

through atresia [the breakdown of ovarian follicles]” (1994, p. 413). Sievert adds a 

number of other parameters to emphasize the interconnection between biological and 

cumulative individual and sociocultural influences:  

Genetically, parents pass to their daughter the parameters for number of oocytes 
and/or rate of atresia. Behaviorally, a mother’s activity while pregnant affects the 
ovarian store her daughter possesses at birth… From birth until menopause the 
environment and behavior of the individual affects her own ovarian stores. (Leidy 
1994, p. 240) 

 

From this perspective, the end of menstruation is only a small part of a complex set of 

social, cultural and physical changes associated with aging across the lifespan—including 

changing social status and roles—only some of which are due to the end of one’s 
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reproductive lifespan. Lock and Kaufert argue that “the very definition of menopause as a 

woman’s last menses does not ‘fit’ with an experience which most women describe as a 

prolonged process rather than a singular event” (2001: 495). This topic is considered in 

more detail in the next chapter.  

Secondly, menopause is a local53 rather than universal phenomenon. As discussed 

above, the experience of menopause is highly variable, both within and among cultures. 

However, biomedicine has continued to characterize menopause as a universal biological 

event. Perhaps more than anyone else, HT researchers and stakeholders have contributed 

to and benefited from the increasing universalization of menopause. In fact, this 

movement has driven considerable research on the population level to establish universal 

symptom sets and on bodily structure and function to determine the efficacy of HT in 

treating these symptoms. Despite recent indications of the dangers of HT, it remains ‘the 

right tool for the job’ with regard to managing vasomotor symptoms of menopause 

among many researchers and practitioners. A further consequence of this universalizing 

framework is that HT is being exported as the universal therapy for menopausal 

symptoms—even to places where vasomotor symptoms are infrequent, like Japan. A 

biocultural framework rejects the universalization of menopause by highlighting the 

cross- and intra-cultural variation in menopausal experience and by arguing that the 

menopausal experience is the result of the cumulative interplay between biological, 

cultural and personal factors. Ethnographic studies by Beyene (1986) and Lock (1993) 

                                                 
53 Following Lock’s notion of “local biologies”, this term refers to the bi-directional interaction between 
biology and culture that translates into intra- and intercultural variation in both the biology and the lived-
experience of menopause.  
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(discussed above) demonstrate this clearly. Most critically, a biocultural approach rejects 

a universal approach to managing the symptoms of menopause and emphasizes that 

therapies for women suffering from symptoms related to the end of menstruation and 

midlife transition need to be responsive to their local (that is, individual) experiences 

rather than universal expectations about menopause. 

Finally, chronic disease is the result of a lifetime of accumulated biocultural 

experiences rather than the direct onset of menopause. As discussed above, the notion of 

‘prevention’ of chronic disease figured strongly in the menopause and HT literature from 

the 1990s. Evidence from observational studies of HT use shaped biomedical research 

and recommendations on the topic, as well as the contemporary characterization of 

menopause—“as both disease and risk factor for disease” (Woods 1998, p. 343). 

Reflecting new social emphases on health maintenance, biomedicine (extensively 

supported by the pharmaceutical industry) effectively constructed menopause as “critical 

choice point in women’s lives” (Kaufert and Lock 1997, p. 84). This perspective, 

however, largely ignores the socio-cultural factors (accumulated and ongoing) that truly 

shape how women age. 

In an effort to disentangle menopause and chronic disease, Sievert (Leidy 1994; 

Sievert 2006) notes the challenge of teasing apart the effects of menopause from aging 

more generally. From a biocultural lifespan perspective, chronic disease is reframed as 

the result of the lifelong interplay of biology and culture—including social, structural, 

and individual lifestyle factors—rather than the onset of menopause, per se. This 

approach emphasizes that no stage of life dominates or can be considered ‘critical’ 
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independent of the rest of the lifespan. Thus, disease prevention must extend throughout 

the lifespan in order to shift the trajectory of chronic disease.  

For example, biomedicine has focused on menopause as a key risk factor for 

osteoporosis—simultaneously conflating bone loss with osteoporosis and osteoporosis 

with fractures (Leysen 1996). Barrett-Conner et al. (2005) note that HT ‘unequivocally’ 

helps maintain bone density, prevent osteoporosis, and prevent fractures, even in women 

at low-risk—although treatment needs to be continued indefinitely in order to maintain 

the benefits. Thus, women entering and in menopause are increasingly being screened for 

evidence of bone loss and being treated with pharmaceutical fixes, including HT. 

 From a biocultural lifespan perspective, however, osteoporosis is not a biological 

event for which prevention efforts should begin at menopause. Leysen (1996) points out 

that most women, even those with documented bone loss, will not experience a fracture 

in their lifetime. She draws upon literature that suggests that “bone density is built up 

during childhood and adolescence; thus primary prevention should be aimed at young 

girls, motivating them to exercise and ensure adequate intake of dairy products” (Leysen 

1996, p. 182). Rather than focusing on the efficacy of HT for the prevention of bone loss 

in menopause, a biocultural lifespan approach would stress lifelong prevention based on 

diet, nutrition and exercise, starting in childhood and continuing throughout the lifespan 

to change the trajectory leading to osteoporosis in later years.  

Overall, it is clear that biomedicine has narrowed its understanding of menopause 

in ways that do not adequately address the process from a biological lifespan 

perspective—that is, by considering the cumulative interplay of biology, personal and 
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collective life history, and socio-cultural factors on the way women experience 

menopause and aging.  

 

As this chapter illustrates, the contemporary Western understanding of menopause 

has been profoundly influenced by the discovery of sex hormones at the turn of the 20th 

century and the development of hormone therapy as a biomedical technology. During this 

time, women’s menopausal bodies have been the site of shifting discourses of risk and 

shifting scientific interpretations of ‘objective’ risks—especially regarding the 

relationship between chronic disease and hormone therapy. Although the 

recommendations for women regarding the use of hormone therapy have reversed course 

several times since the discovery of sex hormones, the last decade has seen particularly 

dramatic shifts in professional and popular opinion regarding the value of HT in peri- and 

postmenopause. Nevertheless, there is a notable continuity in the way biomedical 

recommendations and discourses of risk have been constructed over the years to subject 

women’s aging bodies to intervention and surveillance in the name of (social and 

physical) risk management.  

The current stage in the mobilization of menopausal risk discourses is still 

unfolding but there are a number of contours beginning to appear. Immediately following 

the WHI, recommendations suggested that ‘responsible’ women would avoid HT, if at all 

possible, in order to prevent increased risk of chronic disease. If a woman ‘chose’ to use 

HT to manage the symptoms of menopause—and especially, if she continues HT for 

years beyond the menopausal transition—she could be characterized as a ‘risk taker’ and 
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a potential future burden on family and state due to her increased risk. However, in recent 

years this discourse may be shifting once again. With the emergence of the ‘window of 

opportunity’ hypothesis in biomedicine, the contours of a new responsible midlife woman 

are just beginning to appear. This woman, without clear contraindications for the use of 

HT, chooses to begin conventional HT in peri- or early postmenopause in response to 

symptoms of menopause. Although she must submit to increased levels of surveillance 

for adverse events, by being proactive about her quality of life she also is expected to 

benefit from the protective benefits of HT available only to women beginning HT around 

the transition to menopause. It is yet unclear whether it is prudent for her to use HT for 

only a few years or whether she should continue HT long-term. At the same time, 

alternate discourses related to the use of bioidentical hormone therapy and CAM for harm 

reduction during menopause transition are emerging. 

In short, women in and entering menopause over the last decade have been 

confronted with considerable disagreement on the part of ‘experts’ about the risks and 

benefits of hormone therapy. It is not surprising, therefore, that women have experienced 

extraordinary uncertainty about the role HT plays in managing menopausal symptoms 

and chronic diseases. At the current moment, there is no clear, authoritative advice for 

women regarding the management of menopausal symptoms or the prevention of chronic 

disease. Furthermore, it appears that women’s uncertainty goes beyond a simple 

‘mistrust’ of science; rather, women are faced with choosing between multiple, 

competing scientific discourses. Ultimately women have been told that they need to 



 138

weigh the various risks and benefits of available therapies and come to their own 

decision, for which they will bear the responsibility and the consequences.  
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CHAPTER 4: MENOPAUSAL SUBJECTIVITY: EMBODYING RISK 
AND THE LIVED-EXPERIENCE OF MENOPAUSE 

 
 

Introducing Amanda54 
Amanda, a vibrant mother and yoga studio owner, tells me that, despite her positive 

expectations, she has found menopause—and turning 50—unsettling on a physical and 
emotional level. She explains: 

 
I never thought … I’d do anything about it.  You know, I just felt like, “If I eat 
healthy and exercise, I’m not going to have to do anything.”  

But I feel … more anxious than normal.  I mean, I had night sweats but 
that didn’t really bother me.  I felt like, “Oh, that’s just getting rid of toxins, and 
that’s good.”  

But, um, sexually? [lowers voice] I don’t know why it’s so dry.  And it was 
bleeding.  And I thought, “You know, what’s going on here?” And then I kinda 
noticed, um, I felt like I’m looking like a man, or something.  You know. I see 
these women in their fifties and they look kind of masculine. So, I thought, “Am I 
looking like a guy?” So I felt like, maybe I should get some hormones—because I 
felt like I was losing that femininity.  And even like little things—like I always got 
my legs waxed, but there’s hardly any hair left.  Yeah, and my underarms, there’s 
no hair left.  

I would say the anxiety has really gone up. Just kinda feeling like, you 
know, when I turned 50 it was like traumatic.  

It’s kinda like you’re not attractive anymore. Kind of like you’re going on to 
that other side, you know? It’s scary. I start thinking, “I’m not young anymore, you 
know?” And I never felt like that. I started worrying about it when I was like 48, 
started worrying about it, like “I’m not attractive” and “All my friends are getting 
divorced and their husbands are marrying these 30-something year olds” And, 
you know, I’m thinking, well, “Mine’s still here.” [laughs]  But he’s seeing his 
friends with some 35 year old! 

 
In an effort to manage this experience, Amanda has been using hormone therapy (HT). 
As a PhD nurse, she is well acquainted with the biomedical model. She looks to it to find 
support and reassurance, but is usually disappointed with what she finds. When I ask 
her to explain how she decided to use HT, she tells me: 

 
About six months ago, I said [to] my gynecologist— I mean he delivered [my 
daughter], and he’s a good doctor, but he’s not, like, someone you want to have 
a conversation with really. I just know he knows his medicine. So I said, “Well, 
I’m having these night sweats and I’m feeling really anxious, and it’s been really 
dry down there.”  And he’s like “Oh, you want some hormones?” I was like, “I 
don’t know. What do you think?” … And he gives me, like, statistics-- “1% gets 
heart disease. Da, da, da. It’s fine to take this low dose.” And so he gave them to 
me. But I didn’t really feel like I was given much information, or [that] he said “It’s 

                                                 
54 In this dissertation I use pseudonyms to protect the privacy of my participants. 
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really good for you to be doing this.” It was like, “You want ‘em? You want ‘em. 
You don’t want ‘em? You don’t want ‘em.” So I start taking them, and then I-- I 
mean, I’m not having night sweats anymore, but I’m not feeling much different.  I 
would say the dryness has gone away, but the anxiety is still there.  

And so then I went to the Ayurvedic Institute. And they gave me all these 
herbs and stuff. But I’m still taking the hormones because I was afraid to stop 
them.  So I don’t know what to do.  You know I feel like, you know, like if you ever 
think about going on a diet or something-- Like, “Oh, I can’t do it [now] because I 
have this big thing coming up ….but I’ll do it next week.”  So I’m thinking like right 
after [my daughter’s] bat mitzvah, which is June 2nd. Maybe I’ll stop them.  I just 
don’t want to be freaking out, you know, with everything else.  But I feel like this 
[Ayurvedic treatment] is the answer. 

 
Unlike hormone therapy, which she describes later as a “temporary band-aid,” Amanda 
turns to Ayurvedic medicine for her overall preventive health, including menopause.  

 
So I went [to the Ayurvedic Institute] because I felt like I want to deal with 
whatever’s going on before there’s like some really serious disease. I feel like we 
all have a weak link—whatever runs in your family: cancer, or heart disease, or 
something. I just feel like it lodges somewhere.  And he was phenomenal, Dr. L. 
They give you this special diet you’re supposed to follow [for a week prior].  And 
then when you’re there, you continue with it. And they give you a lot of 
treatments and consultations.  He gave me like this bag of herbs. …  He like 
does it on your dosha, and he feels what’s out of balance, and he said my vata is 
out of balance, and so it’s more like calming things-- foods that’re supposed to be 
more calming. … It just felt right when I was there.  Like, I feel like I can trust 
these people. 

 
Although Amanda says that she does not pay much attention to media about 
menopause, she finds that she is reassured—rather than frightened—by the information 
she does come across, and suggests that more education about menopause might be 
helpful for women who are feeling anxious. In a focus group exchange six months after 
her initial interview, she explains: 

 
AMANDA: I would educate people about some of the things that happen [during 
menopause] so that when they do happen, you know what it’s related to, instead 
of thinking, like, oh my god, what’s happening to me? I mean, there are certain 
symptoms that, even as a nurse, I didn’t realize--. I think that’s comforting to 
know, that this is normal. […] 

HELEN: I don’t know. If somebody says, OK, now you’re getting close to 
menopause, and this is what can happen to you: your memory can go, your libido 
can go, your joints can go, and you start this whole litany. You’re setting up a 
whole psychological situation where you may be not causing, but exacerbating 
some of the things that would otherwise go unnoticed. […] 

AMANDA: And I need that information to make me feel like, OK, I’m within the 
norm. I’m not gonna sit and think, “Oh my god. This is going. This is going.” But if 
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I do experience something, I’m like, “OK, I don’t have to run to the doctor about 
this. This is within normal parameters of this phase of life.” 

* * * 
This chapter focuses on menopausal subjectivity—that is, the way that women 

(like Amanda) perceive and position themselves with regard to their embodied 

experience and social messages about menopause.55 I use the term embodiment to 

foreground that lived-experience necessarily takes place in and through the body—

although it is not limited to bodily or physiological experience. Thus, our direct 

experience in the world becomes, literally, “inscribed on, or sedimented in, bodily 

physiology, habitus, and experience” and the body itself becomes a resource through 

which we interpret our social world (Kirmayer 2003, p. 285; Merleau-Ponty 1962; 

Nichter 2008; Scheper-Hughes and Lock 1987). 

Following Lupton’s definition of risk subjectivities, I consider “the ways in which 

people construct their risk knowledges in the context of their everyday lives”—based on 

personal experience, opinions, or feelings, rather than solely on external ‘facts’ or 

objective assessments of risk (1999a, p 104).56 Specifically, I investigate the relationship 

between risk-laden biomedical and media messages about menopause and women’s 

embodied experience of menopause, with attention to women’s other life priorities (work, 

                                                 
55 In a study of the embodiment of breast cancer risk, Robertson defines subjectivity as “a particular way of 
thinking about, relating to and situating the self in terms of the broader social and political context within 
which the self is embedded/located” (2000, p. 230). 
56 Lay perceptions and understandings of risk (their risk subjectivities) are cumulative (based on lived-
experience across the lifespan) and socially situated (based on one’s access to and positioning within the 
social environment and communication networks, including the mass media and expert knowledges) 
(Lupton 1999a). Furthermore, as Briggs and Hallin (2007) observe in their work on biocommunicability, 
people’s risk subjectivities do not merely emerge from their positions within a social milieu, but also 
people’s responses to risks position them as particular kinds of subjects within particular social spaces. In 
other words, risk subjectivities and risk responses both emerge from and performatively constitute self-
identitities. 
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play, interpersonal and intimate relationships, etc.) and body-projects (including weight 

management, sexuality, youthful appearance, etc.). 

Most studies of risk focus on physical risks and the mitigation of physical risks. 

This study takes social risk and vulnerability to be equally important. While physical 

risks threaten the physical body through exposure to chance of physical harm or injury, 

social risks pose a threat to one’s social body and “might alter one’s social relations and 

so one’s position in various social networks (e.g. familial, sexual, income-related, etc.) 

and one’s position in a society as a whole” (Green and Sobo 2000, p. 40-1). 

Vulnerability, on the other hand, is the embodied experience of risk. Importantly, Nichter 

observes that “members of a risk group may not see themselves as equally vulnerable” 

(2003, p. 14).  Some may downplay dangers, while for others “exposure to risk data may 

trigger a sense of vulnerability, which then becomes a risk factor in its own right” 

(Nichter 2003, p. 14).  

While a number of studies of women’s perceptions of menopause were conducted 

in the 1990s and early 2000s, this is the first to examine menopausal subjectivity in the 

post-Women’s Health Initiative menopausal landscape. It aims to be attentive to a 

number of inherent tensions of risk subjectivities, including the tensions between physical 

and social risks, risks related to menopause, itself, and those related to the so-called 

“treatment” of menopause-related symptoms or conditions, and present and future risks. 

In many cases, the management of these embodied risks requires a complex negotiation 

and series of trade-offs on the part of women. It also drives home the point that 

menopausal subjectivity is not static, but an on-going process of re-evaluating one’s 
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sense of self and position in the world vis-à-vis embodied experience and societal 

messages about the risks and potential privileges of menopause.  

 

(Bio)medical Risk Discourses 

In the previous chapter, I described the (bio)medicalization of menopause, which 

emerged in tandem with the development of pharmaceutical hormone therapies. 

Biomedicine has focused, variously across time, on the physical or social risks associated 

with menopause—which have been conflated with aging more generally. Although 

biomedicine has also given lip service to the idea that menopause is a ‘natural’ and 

‘normal’ transition, biomedical risk discourses about menopause are widespread and 

women, like Amanda, are very familiar with them.57  

To briefly reiterate, in 1960s and 70s, following the publication of Wilson’s 

Feminine Forever (1966), the dominant discourse surrounding menopause was shaped by 

the pharmaceutical industry. This discourse focused on the social risks of menopause, 

which was characterized as a degradation and loss of femininity, youthfulness, and 

sexuality. It was a woman’s responsibility—to herself and to her husband—to keep 

herself young and beautiful through the use of menopausal hormone therapy.   

In the 1990s, the menopausal risk discourses shifted to a focus on the long-term 

physical risks for chronic diseases such as osteoporosis, heart disease, and dementia that 

                                                 
57 In a qualitative interview study of Danish women with a wide range of menopausal experiences, Hvas 
and Gannik (2008) found that women employ a plurality of menopause-related discourses available to 
them, often simultaneously, in their discussions of menopause. Interestingly, the most common discourses 
used by women in this study (biomedical and “forever young” discourses) demonstrated both their 
acceptance and rejection—illustrating women’s familiarity with these discourses, even in cases where they 
personally reject their implications. 
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increase after menopause. This future-oriented discourse, driven by epidemiological and 

observational data, and extensively supported by the pharmaceutical industry, 

emphasized a woman’s responsibility to maintain her health and protect herself from 

chronic disease as she aged through the long-term use of HT.58 This position is 

exemplified by Premarin and Prempro-maker Wyeth’s advertisement from the 1990s in 

which model Lauren Hutton declares, “The time to protect your future is now.”59 During 

this period, the side-effects of HT were downplayed, yet there were significant problems 

(from the perspective of the pharmaceutical industry and from doctors convinced of the 

protective benefits of long-term HT use) with women’s compliance with their HT 

regimen.60  

Despite strong advocacy within biomedicine for long-term postmenopausal HT 

use for the prevention of chronic disease, many women still had a lukewarm opinion of 

HT and many still approached HT-use primarily for short-term management of 

menopausal symptoms (Newton, et al. 1997). Reporting on data from the large, 

longitudinal Seattle Midlife Women’s Health Study (SMWHS), Woods and Mitchell 

(1999) found that premenopausal women defined menopause primarily as a 

developmental event. While 78.7% of their sample defined menopause in open-ended 

terms as the “cessation of menstrual periods” only 4.1% characterized menopause as a 

disease risk and only 2.8% defined it as a time for medical intervention. This data 

                                                 
58 The expansion of recommendations for HT use to asymptomatic postmenopausal women for preventive 
health is a classic example of bracket creep, a process which Moynihan et al. have labeled “disease 
mongering” (2002). 
59 Available at http://video.nytimes.com/video/2009/12/12/business/1247466072974/ad-with-lauren-hutton-
on-estrogen-loss.html 
60 In fact, in an effort to mitigate high rates of attrition from HT, entire gynecological clinical practices 
became focused on finding the HT regimen women could tolerate long-term. 
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suggests that despite widespread medicalization of menopause within medicine and the 

media, women in the early 1990s had not fully embodied a disease and health risk model 

of menopause.  

It was only following the termination of the Women’s Health Initiative (WHI) 

that menopausal risk discourses came to focus heavily on menopausal “quality of life”—a 

broad risk-category that includes physical and social components (Singer and Wilson 

2009; Utian 2007).61 As the WHI results were widely publicized, biomedical narratives 

focusing on HT as the means for menopausal health promotion deteriorated and were 

quickly replaced by those emphasizing that women deserve to feel good as they go 

through menopause. Unsurprisingly, HT has been suggested as the best means to this 

end.62 In sum, the narrative about HT has shifted post-WHI from a self-care practice that 

a woman should engage in to maintain herself and her body to one in which a women 

engages to feel good. This shift in risk discourses has set in motion a realignment of 

present- versus future-oriented goals: whereas the pre-WHI, health promotion/chronic 

disease prevention risk discourse was clearly a future-oriented risk discourse, post-WHI 

                                                 
61 Utian, among others, has criticized the Heart and Estrogen/Progestin Replacement Study (HERS) and 
Women’s Health Initiative (WHI) for not using a validated instrument to assess quality of life (Utian 2007). 
Furthermore, he argues that menopausal quality of life (QOL) has been no more than “loose cliché” over 
the years, generally referring to no more than the presence or absence of menopausal symptoms. Illustrating 
the new investment in “quality of life” in a post-WHI environment, Utian argues that menopausal QOL 
needs to be carefully defined beyond health-related QOL, to include “an overall sense of well-being and 
self-satisfaction beyond the presence or absence of symptoms” (2007, p. 101). Indicating the centrality of 
QOL for the next generation of menopause and HT research, Utian continues, “There is no excuse for 
future studies on hormone use not to include well-validated instruments for measuring QOL and for not 
reporting those effects as part of the rest of the study” (2007, p. 101). 
62 See, for example, the 2006 continuing medical education program on menopausal quality of life 
sponsored by Wyeth: http://documents.nytimes.com/documents-pertaining-to-hormonal-products#p=33 – 
cited in a recent New York Times exposé (Singer and Wilson 2009). 



 146

menopausal women are encouraged to optimize their quality of life in the present, rather 

than worry about their risk for disease ten or twenty years in the future. 

Media Representations of Menopause 

There is a slim literature on the way menopause is portrayed in the media, none of 

which examines how media models have changed since the results of WHI were released. 

However, this topic bears examination because media characterizations of menopause 

create models for the way women perceive and interpret their embodied and social 

experiences of menopause. In modern life, media is ubiquitous and permeates our 

everyday consciousness. Thus, according to Giddens, “the media do not mirror realities 

but in some part form them” (1991, p. 27, emphasis added).  

In a pre-WHI examination of printed media texts from the UK, Coupland and 

Williams (2002) identify discursive strategies unique to each genre of printed material 

they examined: pharmaceutical information leaflets constructed menopause as a 

“pathology” best managed through biomedical intervention, specifically HT; newspaper 

and magazine features focusing on “alternative” lifestyle choices rendered discourses 

encouraging women to “take control” of menopause through “natural” remedies and 

lifestyle modification; and articles and books representing a feminist perspective framed 

menopause as a positive “rite of passage.” Similarly, Lyons and Griffin (2003) examine 

self-help texts aimed at menopausal women. In comparing biomedical texts to those 

taking a more “woman-centered” approach, they find more similarities than differences—

noting that all texts characterize menopause as a “deficiency disease” and a midlife 

stressor likely to require some kind of “management” for which women are ultimately 
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responsible. Kaufert and Lock (1997) observe the images of the healthy and vibrant 

menopausal woman that grace materials being circulated by pharmaceutical companies 

and in the media at large during this period.63 Theses images reproduce in visual form the 

messages touted in scientific sessions and publications: that women who take hormones 

live healthier and more vibrant lives. Kaufert and Lock argue that the underlying message 

is that “menopause marks a critical choice point in women’s lives”—one in which 

women must determine how they wish to age (1997, p. 84).  

How have these media images and messages changed in a post-WHI world? 

Overwhelmingly, the images of menopausal women, aimed at menopausal women, are of 

thin, sexy, fashionable, and young-looking women smiling or laughing.64 The covers of 

MORE, a style magazine aimed at women over the age of 40, exemplify this trend. The 

June 2008 issue, for example, features 56-year old Indiana Jones’ star Karen Allen in a 

low-cut, sleeveless, vivid purple dress (Figure 12). She smiles broadly with one hand on 

her hip. The headline reads, “Fabulous over 40: Smart, Sexy, Happier than Ever!” and the 

issue promotes articles with titles such as “Dress Confidently: 8 ideas for Grownups,” 

                                                 
63 During the 1990s, Wyeth was heavily promoting the idea of life-long post-menopausal HT to 
asymptomatic women on the basis that it would provide preventive health benefits. See, for example, 
commercials featuring model Lauren Hutton 
(http://video.nytimes.com/video/2009/12/12/business/1247466072974/ad-with-lauren-hutton-on-estrogen-
loss.html) and a “Dr. Heartman” character 
(http://video.nytimes.com/video/2009/12/12/business/1247466072907/wyeth-ad-discusses-
menopause.html) in which the narrative is not about managing symptoms of menopause but about reducing 
the risks of menopause/aging via the “preventive” benefits of HT. 
64 The women in magazines and advertisements are also overwhelmingly white, with the exception of the 
ads for Dove “pro-age” products which feature women of color. The 2007 Pro-Age commercial, part of 
Dove’s Campaign for Real Beauty, featuring women of color and women with ‘real’ bodies is available at  
http://www.youtube.com/watch?v=vilUhBhNnQc. Ironically, the ad was banned from commercial 
television networks for showing too much nudity, even though the women were never fully exposed. 
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“Reinvent your Career, without a sugar daddy,” and “Holy Hormones! We decipher the 

latest HRT studies.”  

 
Figure 12. June 2008 MORE magazine cover 

 

Magazine advertisements featuring midlife women—primarily promoting beauty 

products, dietary supplements, as well as some pharmaceuticals—similarly depict 

radiant-looking women, often in close-up, smiling or laughing—clearly enjoying the best 

years of their lives.65 The texts of these advertisements also promote midlife as a time of 

joy, pleasure, and empowerment (see Figure 13).  

                                                 
65 A number of advertisements for menopause-related products, however, do not feature women at all. For 
example, an ad for Simply Sleep, an over-the-counter sleep aid by the makers of Tylenol PM, features only 
a bed, made up with white sheets, white fluffy duvet, and plenty of white fluffy pillows. Another ad, for K-
Y Liquibeads, a vaginal moisturizer, simply shows the translucent soft-capsules and the product packaging.  
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Figure 13. Magazine advertisements featuring midlife women 
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The “Greetings from Menopauseland!” print and television ads for herbal 

supplement Estroven feature a smiling tankini-clad woman lounging poolside, receiving a 

massage from a young and muscular man with six-pack abs (Figure 14).66 In the print-

version of this ad, a postcard reads: 

 
Hey!  
Life certainly is different here—in a good way! Sure, some days feel so 

hot you want to see if there are room rentals in a meat locker, but most days feel 
really sunny and nice—thanks to your advice to take Estroven. Mostly, I’m l-o-v-
i-n-g the “me” time! I even took up windsurfing! 

Kisses, 
xoxo 
Sandy 

 
Figure 14. Estroven Advertisement 

 

There are exceptions to this glamorous portrayal of the menopausal woman. In the 

counter-narrative, which views menopause as a time of risk, women are portrayed in dim 

lighting or partial shadow. Rather than smiling and laughing, these women wear 

enigmatic expressions. The text of these articles and advertisements convey a 

                                                 
66 The Estroven television ad is available at http://estroven.com/info/menopauseland.  
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biomedicalized approach to menopause and highlight the risks, rather than delights, of 

this time of life. For example, a pharmaceutical ad depicting three women bathed in deep 

red lighting, and wearing only white sheets and Mona Lisa-like expressions, highlights 

dual embodied risks of midlife and reads “If you are postmenopausal and want your 

osteoporosis treatment to also reduce your risk of invasive breast cancer, raise your hand 

for EVISTA” (Figure 15).  

 
Figure 15. Evista advertisement 
 

Similarly, Newsweek’s January 15, 2007 cover, with the headline “Understanding 

Menopause”, carries a photo of the head and bare shoulders of a young-looking, midlife 
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woman. Reminiscent of the cover of Wilson’s Feminine Forever (1966), half of her face 

is deeply in shadow, a metaphor for the ‘dark side’ of menopause (Figure 16).  Inside the 

issue, along with several articles focusing on the risks related to menopause and the 

debate about hormone therapy, is a 3-page annotated illustration of the female body, 

entitled “Got Estrogen?” (Figure 17). In this illustration, the menopausal body is 

deconstructed, x-rayed, and scrutinized about the consequences of estrogen decline—to 

the eyes, brain, breasts, heart, reproductive organs, skin and hair, and bones and joints. 

This is a striking and dramatic image in which the menopausal body is produced as a 

source of danger—a threat to the self (Kavanagh and Broom 1998). 

 

Figure 16. Covers of Newsweek (Jan. 15, 2007) and Feminine Forever (1966) 
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Figure 17. "Got Estrogen" trifold in Newsweek (Jan 15, 2007) 
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Figure 18. Illustration from Newsweek (Jan 15, 2007) 

 

Although these ads and articles generally focus on the physical risks associated 

with menopause, women’s social vulnerability during this period is also implied. In the 

same issue of Newsweek, an article hopefully entitled “The New Prime Time” describes 

midlife as “a time for critical changes” (Wingert and Kantrowitz 2007, p. 39). The 

authors use a question/answer style to cover a wide range of areas of vulnerability for 

midlife women: menopausal symptoms like hot flashes and sleep disturbances, and issues 

related to sexual desire and function, mood, vision, bone health, heart health, cancer, and 

diet. The illustrations accompanying this article drive home this sense of vulnerability 
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associated with midlife. One particularly resonant image depicts a woman’s torso with an 

hourglass superimposed over her pelvis. The caption reads, “Getting into the right mood 

can be a challenge at this time of life” (Figure 18). Time (for what, exactly?), this image 

suggests, is running out. The solution—with regard to sexual function—according to the 

adjacent column, is to use it or lose it. 

While biomedical models of menopause are woven throughout much of the media 

on menopause, media models also reflect the growing commodification of health (Nichter 

1996). This trend capitalizes on women’s menopausal insecurities and suggests that good 

health is available for those women willing to invest in the right products. In short, there 

are two central models of menopause circulating in the media: first, a risk-model frames 

menopause as a potentially dangerous time for women—physically, emotionally, 

psychologically, and socially. Menopause, this model claims, can be terribly disruptive to 

your life—as well as your health. It requires vigilance and, in many cases, intervention.  

The second media model, a quality of life model, focuses on the optimization of bodies 

and identities. It portrays the modern menopausal woman as smart, stylish, sexy and 

loving life. She refuses to accept disruption in her life rhythms and priorities. She is 

empowered to do whatever it takes to keep herself feeling great. The take home message 

reflects Rose’s (2001) notion of an “enlarged will to health” focused on optimization and 

driven by the consumer marketplace: Women must be vigilant to weather the risks and 

vulnerabilities of menopause. For those willing to take on this responsibility; however, 

menopause holds the potential to be the best years of a woman’s life.    



 156

Health-related discursive acts—such as media and advertising messages 

circulating about menopause—may, in part, constitute social subjects and locate them 

within hierarchies of power and freedom (Briggs and Hallin 2007). Thus, while some 

women may be inspired by these models to embrace menopause as an opportunity for 

empowerment and personal development, others may feel vulnerable to the risk messages 

and excluded from the lifestyle and self-identity messages. Nevertheless, it is too 

simplistic to suggest that women’s menopausal subjectivity is fully shaped by these 

messages.  

 

Menopausal Subjectivity 

Giddens (1991) argues that modernity is colonized by a multiplicity of lifestyle 

choices and the “pluralisation of life-worlds.” American women are far more than just 

menopausal beings: they are mothers and lovers; they have expectations for how they 

will work and how they will play; and they are engaged in ongoing identity projects and 

body projects (Shilling 2003).67 But how does this complex scenario affect women’s 

embodiment of medical and media models and their interpretation of the lived-experience 

of menopause—their menopausal subjectivity? Why do some women characterize 

                                                 
67 The term body project refers to a self-project that takes place at the site of the body. In an era in which 
the body has become a “key site for work on the self” (Rose 2001, p.18) self-projects at the site of the body 
are not limited goals of health and illness management, but also emphasize maximizing and optimizing the 
body’s function and appearance in the service of self-identity. Citing examples of body projects such as 
plastic surgery and body building, Shilling argues there is an increasing “tendency for the body to be seen 
as an entity which is in the process of becoming; a project which should be worked at and accomplished as 
part an individual’s self-identity” (emphasis original Shilling 2003, p. 4). Importantly, body projects often 
conform to and reinforce gender norms. In the case of menopause, some of the most body projects most 
cited by participants in this study include: losing weight, maintaining weight, dying one’s hair, maintaining 
physical fitness or flexibility, maintaining a youthful or feminine appearance, etc. 
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menopause as “no big deal” and the “becoming of a person of experience” while others 

describe it as “a pain in the ass” and the “change from a young woman to old woman”?  

Despite pervasive discourses about the physical and social risks—as well as 

opportunities—of menopause, women’s lived-experiences appear far more ambiguous. A 

1997 survey conduced by the Gallup Organization, on behalf of the North American 

Menopause Society, found that among women in menopausal transition, most 

characterized menopause in neutral (42%) or positive (36%) terms (Kaufert, et al. 1998). 

Unlike health care providers whose experience with menopause has been skewed by 

primarily interacting with the most symptomatic of women, midlife women themselves 

characterize their expectations for menopause in positive, negative and neutral terms, 

with uncertainty being the most commonly expressed expectation (Woods and Mitchell 

1999; Woods 1998). This doesn’t seem to have changed since the WHI. 

To examine women’s broad connotations about menopause, I asked the 

participants in ethnographic interviews and focus groups, “What does the word 

menopause mean to you?” As in previous studies, participants’ open-ended responses 

demonstrate that menopause has positive, negative and neutral associations for women 

who consider themselves in the transition to menopause (see Table 9).  
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Table 9.  Participants' negative, neutral and positive associations with menopause 
Negative Themes: Neutral themes:  Positive Themes:  
Getting old Aging (generally stated) Rite of passage 
“can’t deny aging” Body changing “puberty with wisdom” 
“youthfulness slipping away” “ovaries shutting down” A sense of / time of freedom 
“change from young ... to old” Cessation of menses Not concerned with others’ opinions 
Physical symptoms  End of fertility Comfortable with who I am 
hot flashes/night sweats Time of change / transition Self-confidence 
skin/hair changes “no big deal” Accepting aging 
weight gain “normal continuum” “becoming a person of experience” 
“endure physical suffering” “not something I feared” Wise woman/crone 
“hormones gone” “a subtle change” No bleeding 
Low sex drive New chapter / stage / phase of life  
“an emotional time” New social roles  
Everything ‘askew’ “end of reproductive years”  
“a very scary time” “half-way through life   
An inconvenience   
“no more babies”     

 
Among the most common responses to my question were comments that framed 

menopause in neutral terms. Many women initiated their response with a brief description 

of menopause in clinical terms, as a biological change, before launching in to a more 

personalized response that incorporated positive and negative associations. For example, 

Marlena said: 

It means the end of menses.  It means the end of-- I guess I always just assumed 
that it was just the one thing. ‘Okay, you’re going to stop your periods, you’re 
done.’ And I always thought that that would be a good thing. Wouldn’t have to 
mess with that.  I didn’t realize that there were so much other associated problems 
that go along with it. 
 

While some women commented on aging and social change in strongly positive or 

negative terms, others used decidedly neutral terms to discuss these issues more 

generally. For example Liz responded, “It’s a passage, you know. Going from one phase 

of life with certain meanings attached to it, to another phase of life with different 

meanings, different roles.” And Janet said, “It’s a new chapter. … I’m in a different stage 
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of life now, different things are on my mind. I’m noticing-- there’s no question that I’m 

an aging being. … I just definitely feel like I’m in a new chapter and menopause is part 

of it.” 

Many women characterized menopause in positive terms, normalizing menopause 

and focusing on menopause as a time for empowerment, self-actualization, and a positive 

shift in social roles. Joan put it this way: 

Oh, it brings up change, liberation, being a crone, it’s all really quite positive. I 
like being older. So there’s some freedom. And it’s certainly a stage of life that is 
very different than when I was mothering and having periods, dealing with life 
cycles. And it also, to me, it implies a kind of acceptance of aging that is 
fundamentally very, very different than pre-menopause. 
 

Other comments framed aging in particularly positive terms and celebrated the end of the 

annoyance, inconvenience, or discomfort of menstruation, especially after an 

unpredictable transition period. Interestingly, other than the benefits of no longer 

bleeding, positive comments generally lacked references to bodily experiences of 

menopause. Maryann’s response exemplifies this positive approach to menopause: 

Hurray!  No more periods.  It's kind of a lot of different things. It's about changing 
the time of your life.  First and foremost it, for me, has meant the physical 
changes that come along with it.  Like not having your period, which has always 
been a really exciting idea for me.  And I've been kind of excited about the 
hormone stuff changing. And, for me, I've always hoped it meant an evening out. 
Not having the cycle of mood that goes along with whatever your hormones are 
doing.  Let's see, just a change of my whole comfort level, overall comfort level 
with who I am.  Not worrying so much about what people think or stuff like that. 
 
Negative comments primarily focused on physical discomfort and social 

vulnerability. Notably, while some women framed aging in distinctly negative terms, 

there was little mention of negative changes in social roles. In the following quote, Alicia 

focused on the physical discomforts of menopause:  
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Menopause for me is, has strictly been that whole physical part of it.  And it’s not 
been comfortable. It’s not been pleasant. It’s been way worse than starting your 
period when you were 13—because once you… came to accept it, you had 
periods of relief. This is a day-to-day onslaught.  It’s not like it goes away for 30 
days.  If it was like that I could definitely deal with it.  If I knew it was like 3 or 4 
days when you were going to have hot flashes and then you’d be OK for 28 that 
would be cool, I could deal with that.  But day-to-day it’s not fun; it’s not fun at 
all. 
 

Deborah emphasizes the downside of aging: 

It’s sort of a re-evaluation of life, and realizing that the youthfulness is definitely 
slipping away. So it’s a very-- can be a very emotional time, and I think you go 
through little, um, not deaths-- that’s not the right word, but little, you know, 
crises throughout it. Like, ‘Oh my gosh! I have more wrinkles.’ And, “Oh my 
gosh, you know, I don’t look quite like I looked before!’ And ‘What am I gonna 
be like in ten years?’ And, now in ten years, I mean I’ll be in my sixties, and 
that’s a really scary thought. And what will that be like? 
 
Although some participants clearly characterized menopause in either positive or 

negative terms, many more expressed a more multifaceted perspective on menopause, 

like Cindy: 

To me it’s just another phase of life.  I find beauty in it.  I find-- it’s-- let’s think 
about this. Well, I guess it’s, technically to me, when my body is not able to 
produce children anymore… but it’s a growth stage. And the one negative part--  
or can be negative part--  is that it’s along with aging, and it’s making me feel 
that, yes, for all intents and purposes, I’m halfway through my life.  But it’s a 
stage like anything else, and it almost feels to me like puberty all over again, 
except puberty with wisdom. 
 
 

Case Studies in Menopausal Subjectivity 

In a pre-WHI study of the embodied experience of midlife women in the UK, 

Green and colleagues (2002) identify two major narratives of risk in their data—social 

risk and health risk. By “social risk” the authors refer to “midlife women’s experiences of 

feeling ‘vulnerable’, which encompass self-identity and women’s embodied experiences 
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of physical change where this is not viewed as a risk to health” (Green, et al. 2002, p. 

278). This category also includes narratives about aging, embodiment of 

feminine/societal ideals (e.g., weight, femininity, youthfulness, etc.), and social risks 

associated with the experience of menopausal symptoms (e.g., feeling ‘out of control’ in 

their menopausal bodies, feeling embarrassed by symptoms in a public place, etc.). By 

“health risk” the authors refer to “central dichotomies within women’s approaches to and 

experiences of health technologies”—including both the embrace and critique of these 

technologies (Green, et al. 2002,p. 280). Key themes in this category include narratives 

about health care consumerism, preventive health strategies including the role of self-

surveillance and medicalization, and the adoption of health technologies as part of one’s 

individual and social responsibility. These narratives also focus on “choice” and 

assessment of risks/benefits of health technologies.  

While the distinctions between social risks and health risks are quite useful, in 

practice women’s experience of risk and vulnerability are deeply inter-implicated as well 

as highly contextualized vis-à-vis their broader life circumstances. By this, I suggest that 

while it is useful to disaggregate women’s risk narratives in order to highlight the 

centrality of social risk in the lived-experience of menopause, it is equally essential to 

consider the way women’s experience of vulnerability to social risk come to bear on the 

lived-experience of health risk—and vice versa. Furthermore, I suggest that the risks and 

vulnerabilities that are the most salient to women are those that most disrupt the rhythms 

and priorities of their lives.  
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In the rest of this chapter, I employ extended case studies of participants in this 

ethnographic research project to illustrate the complex navigation of menopausal 

subjectivity at the confluence of the phenomenological (physical, emotional, 

psychological, and social) experience of menopause, women’s other life priorities and 

body projects (“reflexive projects of the self,”Giddens 1991), and the circulation and 

reception of post-WHI biomedical and media models of menopause (“models of 

biocommunicability,”Briggs and Hallin 2007). As these case studies demonstrate, 

women’s menopausal trajectories—that is, the dynamic unfolding of the lived-experience 

of menopause—are best understood within the broader context of women’s lives.68 

 

Dedra & Alicia: struggling with hot flashes 

According to the NIH State-of-the-Science Panel on the Management of 

Menopausal Symptoms (2005)   the most commonly reported symptoms of menopause 

are vasomotor symptoms: hot flashes and night sweats. Unlike many other symptoms 

commonly associated with this stage of life, there is strong evidence that the transition to 

menopause actually causes vasomotor symptoms. The prevalence of vasomotor 

symptoms varies widely, from 14%-51% in premenopause, to 35%-50% in 

perimenopause and 30%-80% in postmenopause. Although many women experience 

vasomotor symptoms around menopause, most—like Amanda, profiled at the beginning 

                                                 
68 In order to understand menopause in terms of the dynamics of the lived-experience and its relationship 
with information- and treatment-seeking, participants in ethnographic interviews were asked to complete a 
“timeline” of their menopausal experience. This activity proved an excellent means of prompting women to 
discuss changes in their symptom experience over time, the immediate catalysts for treatment-seeking and 
re-evaluations of treatments within the broader context of their lives (e.g., changing demands at work or in 
personal relationships, etc.) 
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of this chapter, and many of the others profiled in sections below—find them manageable 

within the context of their lives. Some, however, find their menopausal subjectivity 

dominated by their efforts to cope with hot flashes and night sweats.  

In the following two case studies, Dedra and Alicia both experience hot flashes as 

physical and social disruptions in their lives; however, their responses are quite different 

and must be understood through the broader context of their life priorities and projects 

and their embodiment of risk and quality of life models circulating in biomedicine and 

the media. 

 
Dedra: 

Dedra—a 51 year old, African-American woman—describes her intensely 
stressful life in detail: she’s a single head of household with three teenaged sons, and 
she has a 90 minute commute to work—both of which contribute to her having 
inadequate sleep and social support. She also suffers from physical discomforts, such 
as chronic lower back pain, degenerative arthritis. Dedra is a woman stretched very thin 
with responsibilities, but she is clearly resilient—mostly managing both her pain and 
stress without what she calls “unnecessary” medications.  

Viewing menopause as a “normal part of life” has helped Dedra cope with nearly 
constant hot flashes and terrible night sweats. Once she identified them as menopausal 
symptoms, however, she sought professional help immediately. She says that the 
symptoms were severe, her work and family pressures were high, and, as a veteran, 
health care costs were not an impediment to care. She stresses that she could not have 
functioned without medical intervention, explaining, 

 
When I first started going through menopause, I didn’t realize it that’s what was 
happening, because I hadn’t had periods in years, since [my hysterectomy] in 
September of 1997. I carpooled at the time with my boss. ... and I was having hot 
flashes like every 30 minutes, literally. And I was telling him, “Look, I know you’re 
a guy, but I gotta tell you, I think I’m going through menopause!” And he was 
tellin me, “Yeah, my wife’s been going through it for years,” you know! But 
literally, I just couldn’t function! I mean, when I went to the doctor so that I could 
start getting checked, while she was talking to me, I had two flashes, and she 
said, “Honey, you’re in menopause.” And it was horrible.  

About the time I was going through menopause, … a lot of advertisement 
came out about, well, “Should women go through menopause naturally?” And I’m 
thinkin, “Nobody who’s thinking that is going through menopause, or they 
wouldn’t be asking that!” Because I literally couldn’t function! Because I was 
having hot flashes, and I couldn’t sleep at night, and I was having cold sweats, 
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and you know. Eventually, I did stop taking the medication on my own, and I 
seemed to be OK, but there was a real small period of time, that, I don’t know 
what woulda happened to me if they hadn’t medicated me, because I just- I 
couldn’t think about anything else, and I mean literally, I was having hot flashes 
every 30 minutes, and I couldn’t function. 

 
Dedra stresses that when symptoms were at their worst, she was willing to take the risks 
of HT to regain a sense of control over her life. 

 
I’ll be honest with you, I mean, here I was a teacher, tryin to teach in the 
classroom, and I’m dealing with teenagers, too, and I couldn’t’ve- If they had 
said, “If you take this medicine, you’re gonna be at higher risk of heart attack,” 
well, I woulda taken it anyway. That’s what I’m saying. I can’t believe that anyone 
who says that has been through menopause. They haven’t. Because it was 
horrible. It was a horrible experience.  
 
Nevertheless, because of media coverage of the Women’s Health Initiative 

results, Dedra was aware that she might need to reconsider the decision at some point. 
And six months later, when it was time to renew her prescription, Dedra was busy with 
other things in her life and found herself pleasantly surprised that her symptoms were 
now manageable without the HT. Since that time, Dedra has been able to manage the 
symptoms of menopause primarily with cool showers. Her symptoms have recently 
begun to return, and while she hopes to continue self-managing her symptoms, Dedra 
notes that she can’t really afford to be dysfunctional. Thus, if her symptoms became 
severe again, she says she would restart the hormone therapy.  
 
Alicia: 

Alicia—a 53 year old, Hispanic woman—is the nursing director at a local charity-
based health clinic. When we sat down in her office to talk, she is reflexive and open 
with her experience, so we cover quite a bit of material in our hour-long interview.  

Alicia tells me that the physical discomforts of menopause—especially the hot 
flashes—are extraordinarily frustrating to her. She describes them as “way worse than 
menarche” because rather than a monthly discomfort, menopause is a “day-to-day 
onslaught.” For her, menopause is a story about hot flashes that she finds absolutely 
intolerable. 

 
I’ve been a nurse for 30 years and I’ve always been in women’s health and I 
never made fun of women when they came with their hot flash stories but I never 
thought-- they just possibly can’t be that bad.  But they really truly are.  They’re 
just, you get so anxious.  … I had to go to a meeting up at the state legislature 
two weeks ago, we had appointments with state legislators to lobby for more 
money for health care and stuff.  Sure enough I was sitting in this room, had 
been fine all morning, and I had had a couple of hot flashes. And I thought “OK, if 
I’m lucky I’ll get by.” And sure enough, here I am sitting in a small room about the 
size of this office with five men, one of them was a state senator and all these 
others were executive directors of community health centers and [a hot flash] 
came on.  I mean, literally, I get red from my chest up to my face, my ears.  I 
sweat. The sweat was just pouring down and I couldn’t get any air, and I was so 
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anxious I just wanted out of that office. …  I just, I wanted out and there was no 
way, you know?  My family and people here at work are used to me fanning 
myself but I just get real embarrassed and you feel like “Oh my god, it’s horrible.” 
[…]  
The only time of day that I can probably say I’m completely free is between 11 at 
night and about 4 in the morning when I can usually sleep.  I don’t wake up 
sweaty but right about 4 in the morning is when they start.  I’ve kept little journals, 
just out of curiosity and it’s probably about 15-16 a day.  It’s bad.  I really get very 
flushed, my ears get red, my chest gets read, my face gets red, I sweat.  And it’s 
all from about here, my shoulder, up.  I’ve always been the kind of person, like I 
don’t like air conditioned rooms, I get cold, my hands get cold my feet get cold.  
And my husband laughs at me because at night I can be, the lower half of my 
body is covered because it’s cold.  I might have a small fan at the floor that will 
hit my face because it’s just, you get really anxious. 
 

  Alicia entered menopause as a result of a hysterectomy at the age of 42, due to 
a prolapsed uterus. She expected to only have her uterus removed but the surgeon 
decided to also remove her ovaries when they discovered ovarian cysts. She tells me 
that she “woke up with a hormone patch” which prevented her from having any 
symptoms of menopause. She was on the patch for 9 months before switching to 
Premarin, at the recommendation of her internist, for protection of her bones and heart. 
Alicia says,  
 

I took hormone pills probably for, probably for about a good six years.  Same 
dose, never had a problem, I never, ever had a hot flash after my hysterectomy, 
didn’t have anything suggestive at all of menopause. I was not depressed. I felt 
great. It was great not having periods. It was great. 
 
When the WHI findings were released, Alicia felt that she had been doing well 

with menopause and decided to go off hormones.  
 
I weaned myself off of them, trying to go, taking a pill away a week.  I did pretty 
good until I got down to about 2 pills a week and then all hell broke loose.  I had 
just turned 50. … There was a lot of things going on in my life, my daughter was 
getting married and I thought, well, maybe now’s not the good time to do this.  So 
I went back on the hormones and stayed on them for another year and again did 
fine. 
 

Since then, Alicia continued to try (“unsuccessfully,” she says) to wean herself off 
Premarin for four years and has only been completely off HT for about three months at 
the time of our interview.  

Alicia says that her internist is “too flip” with regard to her concerns about using 
HT. She describes her internist’s attitude as “Oh, just take the hormones!” Her doctor 
tells Alicia that the WHI findings were problematic; however, Alicia argues that she 
doesn’t take any other medications (only a multivitamin) and, now that she’s finally 
weaned herself off the HT, she really does not want to take it anymore.  
 Alicia tells me that she has tried just about everything in an effort to manage her 
hot flashes. Alicia exercises regularly but has not found it helpful in reducing hot flashes; 
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she’s tried dietary changes like reducing her caffeine intake, herbal creams, herbal 
supplements, and massage. In the last month, Alicia has started acupuncture/ 
Traditional Chinese Medicine (TCM) for her menopausal symptoms. Her acupuncturist 
was recommended to her by two co-workers who found relief from menopausal 
symptoms after seeing him for other reasons. Alicia’s been to the acupuncturist 3-4 
times over the last month and has tried a different TCM herbal combination each time. 
The jury is still out on whether the acupuncture/TCM is helping. With her last 
appointment, Alicia did experience a few days of reduced hot flashes (from 15 down to 
5)—but it hasn’t lasted. Nevertheless, she says she’s willing to give it a little more time.  
 

Martin (1987), following Goffman (1967) and Edelmann (1981), frames her 

treatment of hot flashes in terms of embarrassment—especially in contexts of power and 

gender subordination. Like Alicia, a number of women in this study describe being 

particularly distressed by hot flashes that occur in “inappropriate” contexts—that is, 

contexts in which they are expected to demonstrate high levels of control over their 

bodies. Nevertheless, as Alicia and Dedra both illustrate, beyond the embarrassment of 

hot flashes in social contexts, some women struggle with the relentlessness of their hot 

flashes in the course of their day-to-day lives. As with the embarrassment in social 

contexts, enduring nearly constant hot flashes can undermine women’s sense of trust in 

their own bodies, as well as their self-confidence in social situations. In fact, several 

women in this study report a sense of anxiety surrounding social contexts where they risk 

“inappropriate” hot flashes. 

 
Lori: desperate for a good night’s sleep 

 The NIH State-of-the-Science Panel (2005) found that sleep disturbances are a 

common complaint associated with aging in both men and women. Although there is 

moderate evidence sleep disturbances are caused by menopause in some women, there is 

little evidence that hormone therapy is an effective treatment—except in women who also 
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report severe vasomotor symptoms (Barrett-Connor, et al. 2005). Many participants in 

this dissertation research (with and without vasomotor symptoms), were bothered by 

sleep disturbances which they found to have a deleterious “cascade effect” on the rest of 

their lives.  

This issue first came to my attention early in my preliminary research when Ruth, 

a key informant, told me that she was able to cope with her hot flashes during the day, but 

at night she would wake every hour on the hour with full-body hot flashes, unable to fall 

asleep again. As someone who had always been able to sleep well, Ruth found this 

insomnia very frustrating. Furthermore, it was making her “really grouchy” with family, 

friends, and co-workers.  Above all, Ruth stressed that her motivation to continue using 

HT despite the risks, which she portrays as low, is one of “quality of life.”  She stressed 

time and time again that this is her primary concern.  She said, “For me, personally, it’s 

about quality of life.  Even if it was proven that I’d get breast cancer in five years, I’d still 

take it [HT] because I might not last that long without it.” 

In the case study below, Lori does not emphasize the social consequences of her 

sleep disturbance. But, like Ruth, she frames her decision to use HT as a “quality of life” 

issue for which she is willing to accept some health risk (which she also characterizes as 

low) for the benefit of a good night’s sleep.  

Lori: 
When we talk about menopause and aging, Lori—an energetic 56 year old white 

woman—laughs and tells me, “You know, I’ve said to myself, if you get fat, you have to 
dye your hair! But if you stay thin, you don’t have to. That’s my incentive. I don’t want 
another maintenance chore.” She says this playfully, although there is clearly some 
tension between the work it takes to stay in shape and the payoff of looking and feeling 
young.  
 Lori says she thought that menopause would just mean the cessation of menses. 
Instead, she’s had a difficult menopausal transition, primarily due to frequent night 
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sweats that would wake her and leave her exhausted the next day. Her biggest 
complaint has been “exhaustion and the fear of exhaustion.” She says that she has 
always been a good sleeper, with little sympathy for restless sleepers, but menopause 
has changed this. 

 
I think I was surprised by how bothered by it I was, because I’ve had, well, 
actually quite good health forever. … I basically thought I’d sail through 
menopause and I was exceedingly surprised to discover that I wouldn’t. Cuz I 
thought that it was a lot of, you know, I don’t know if it was psychosomatic, but I 
thought that people were just fussy complainers, and I’m not a fussy complainer 
generally, and I was amazed to discover how miserable I was. 
 
Around two years ago Lori’s periods started decreasing in frequency to 

approximately every three months and she started experiencing some hot flashes, which 
she ignored at first. She had been on birth control pills (BCPs) for many years and 
continued them, on the recommendation of the gynecologist, because a blood test of her 
FSH level indicated that she wasn’t fully in menopause and therefore still at risk for 
pregnancy.  

 
I went back on birth control pills and usually for the three weeks that I was on, I 
was fine. And that week in between, became nightmarish. Daytime hot flashes 
were numerous, but I didn’t find it that bad. It was the night, where it would be 
like 20 in a night or 30 in a night. And I would just leap—luckily there was a door 
to the outside in my bedroom—and I would leap out of bed, I’d throw the covers, 
I’d run to the door, “Khhhh!” [panting, exhaling sounds]. And then of course 
you’re drenched with sweat, and you’re freezing, and I would jump back in bed 
and just be shaking with cold. And it really was—even that per se wasn’t that 
bad—but it was that I was so tired in the morning, and [my] poor [husband], he 
just went and started sleeping in another bedroom. He was just so disrupted. And 
I felt so sorry for him, but I felt much more sorry for myself at that point.  

 
In an effort to manage these symptoms, Lori tried black cohosh and evening primrose, 
but found them to be useless. She had a little success with relaxation and controlled 
breathing, and by playing a CD of Mozart’s violin concertos continuously through the 
night.  

 
The music itself didn’t calm me. It was the discipline of lying still to listen to the 
music, is what calmed me. And so that actually did help considerably. … And 
when I would reawake, I would see that I was in another place in the music, and 
that made me feel, as I say, just not worried- so worried that I was gonna be a 
wreck the next day. So that was helpful, but as I say, it wasn’t adequate. … 
When it didn’t show any sign of abating, I just couldn’t keep up the behavioral 
things. 
 

Eventually Lori went on continuous BCPs, which helped her to manage the symptoms, 
and when she and her gynecologist decided that it was no longer a good idea for her to 
be on continuous BCPs, Lori decided to try no HT at all. This lasted about a month, after 
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which she started on the lowest dose of HT, which she’s now been on for about 6 
months and finds that her symptoms are about “80% OK.”  

Lori says that she thought that HT “was not the route I would go,” but her 
experience drove her to learn more about it. Her gynecologist explained to her that the 
WHI data were flawed, and that the real risks she faced were a lot lower than she had 
thought. Ultimately, Lori says, her doctor did not need to convince her to use HT 
because she had tried herbal supplements, “which did not work,” and she looked into 
bioidentical hormone therapy and convinced herself that, although the name appealed to 
her, they were really no different from HT. She explains: 

 
It’s not so much the effectiveness as the current quality of life that I would 
balance against the risks [of HT]. … The more delayed the risk is-- I will most 
likely die of something, so that I can say, “Well, in the meantime, I don’t want to 
have a life that I’m just too miserable to enjoy.” So that’s how I think about it, and 
how exactly I delay it, … and then how I balance it. You know, I will think it 
through again in two years, when I will have been on this for three years, … and 
try to balance again, cuz that looks like a balancing point is three, and then 
another balancing point at five. And I’ll keep reading about it and maybe I’ll just 
freak myself out sufficiently that I’ll stop. Or, I’ll keep up if something new or 
possible is offered, or hope that I just get finally through the process so it’s 
enough that I can get away from it. 
 

Although she’s satisfied with her HT regimen at the moment, Lori says that she’s 
interested in switching her delivery method from pill to patch, and that she’d like to taper 
down her dosage in the next year, although she’s probably going to wait until the winter 
to do this. 
 
 
Janet: dealing with anxiety 

The NIH State-of-the-Science Panel (2005) determined that there was only 

limited evidence (from observational studies) that mood symptoms such as anxiety, 

depression, and irritability are associated with the ovarian changes of menopause. 

Furthermore, there is only weak evidence that hormone therapy improves mood 

symptoms, with the Heart and Estrogen/progestin Replacement Study (HERS) study 

showing improvement only in women with moderate to severe vasomotor symptoms and 

the WHI showing no effect (Barrett-Connor, et al. 2005). Instead, key predictors of these 

symptoms are a history of prior depression, life stress, and general health.  
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This stance is corroborated by survey data collected in the Seattle Midlife 

Women’s Health Study from 1997-2005 suggesting that women’s sense of well-being is 

less affected by factors related to menopausal transition (such as the presence of 

vasomotor symptoms or urinary FSH levels) or postmenopausal status than by the 

presence of negative life events (which decrease well-being) or factors such as mastery 

and satisfaction with social support available during transition (which increase well-

being). According to the authors, “these findings suggest that, for most women, the 

[menopausal transition] is not a predictor of well-being when considered in a broader 

life context” (Smith-DiJulio, et al. 2008, p. 1101, emphasis added). This data highlights 

the importance of taking broader life circumstances in the present and across the lifespan 

into account when considering the relationship between menopause and other conditions 

such as stress, anxiety, or depressed mood. Notably, Woods and colleagues (2009) found 

that factors related to the menopausal transition were not associated with perceived stress. 

In short, “being employed, experiencing depressed mood, and perceiving one's health as 

poor were more important in women's evaluation of their daily stress than severity of hot 

flashes, [menopausal transition]-related factors, or other social factors” (Woods, et al. 

2009, p. 90). 

Many participants in this study reported experiencing mood symptoms, like 

anxiety, irritability, and depression, that they attributed (at least in part) to menopause, 

although many—like Janet in the case study below—were also experiencing other 

stressful life events when these symptoms were at their worst. What is important here is 

not whether mood symptoms are objectively caused by ovarian changes, but that women 
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have drawn this connection to their embodied experience. Although Janet has found 

menopause to be a positive and empowering time of her life overall, she struggled with a 

bout of anxiety which she managed with the short-term use of prescription medications in 

order to re-gain a sense of rhythm in her life.  

Janet: 
Janet—a 49 year old nurse—recently moved back to town to take care of her 

aging mother. Despite disruptive symptoms, Janet makes an effort to embrace and 
celebrate the menopausal transition.  

 
When [peri-menopause] first started, I really enjoyed it. … I was more… 
aggressive. I was getting in arguments. … There was no question under any 
circumstances that I was going to stand up for myself. And I remember having 
the thought, "You know, it's taken me 46 years … to figure this out. And you need 
to listen to me!" [Laughs] And I understood the bumper sticker that said, you 
know, "It's not menopause it’s a power surge!" And I was a little embarrassed 
afterwards—but not for a few months.  

 
She continues: 

 
And then, one night I couldn’t get to sleep. … I remember feeling, "How have I 
lived in my body all of these years? I’ll never be able to keep doing this. …. How 
am I going to live the rest of my life?” … And I called my sister who is an Ob/Gyn 
nurse practitioner just to talk to her. … And she said, “That’s a symptom of 
menopause. That’s a hormonal dump.” And then I was OK, once I could read it. 
But when I couldn’t read it, I was just like “Oh my god, I’m getting anxious. I’m 
going to have anxiety attacks!” … 

I’d been menopausal for maybe a year when I started working as a nurse 
with the rotating shifts—night and day, twelve hour shifts—all of which I think are 
absolutely the wrong thing for menopause. And that’s when the anxiety kicked in. 
I mean my sleep, you know, my circadian rhythm was getting messed up. … I 
actually tried to quit the job cuz I was freaking out. My symptoms seemed to kick 
in. … This rotating shift, when I first started doing them, all of a sudden I was 
anxious. I was night sweating, and it was just making me crazy. 

 
For the vast majority of her perimenopause, Janet has used herbal supplements (black 
cohosh and ginseng) to manage her symptoms. She had a friend who died of cancer 
that she attributed to hormone therapy, and that has been enough to keep Janet away 
from it. However, when her symptoms were at their worst, Janet saw her primary care 
provider and requested Ambien (a sleeping pill) and Lexapro (an anti-depressant and 
anti-anxiety medication), both of which she received and used for a very short period of 
time. She explains:  
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So I tried it, but I only used it for 2 weeks … I just needed to get myself stabilized 
again ‘cuz I was just all over the map. … I can’t stand having anti-depressants in my 
system, but periodically I have used them for very short periods of time. … If 
everything is really feeling like it’s falling apart, I know that they just give me a floor. 
Once I climb up on the shelf, get everything in order, then I’m fine. So, that’s my little 
thing.  

 
Janet was surprised to find that she misses the rhythm that her menstrual periods 
brought to her life. She views menopause as “symbolic of aging” and this brings her 
some feelings of sadness. On the other hand, she feels that her 50s may be her best 
decade ever. Interestingly, Janet says that she feels like middle aged lesbians have an 
advantage over heterosexual women at this stage in life, they are not encumbered by 
the expectations of heterosexual relationships, saying, “I feel more powerful as lesbian in 
some ways at this stage, just because I know how to go after what I want.” 
 
Deborah: frustrated by forgetfulness 

The NIH State-of-the-Science Panel (2005) found that there was no evidence of a 

causal relationship between so-called cognitive disturbances (like forgetfulness and 

“foggy” thinking) and menopause. In general, memory declines with age, and there is 

little indication that menopausal transition or hormone therapy substantially effect 

episodic memory performance (Henderson 2009).  

Nevertheless, participants in this dissertation research project frequently 

mentioned forgetfulness and “foggy thinking” as central difficulties they associate with 

their transition to menopause. Unsurprisingly, many women find memory problems 

frustrating, embarrassing, and sometimes frightening. Although the issue of ambiguity in 

menopause will be covered in greater detail below, it is important to note that many 

women struggle with whether they should ascribe particular phenomenological 

experiences to menopause, and many temper the attributions they do make with a verbal 

qualification. For example, Liz, a high school math teacher told me,  

The thing that I noticed was the hardest for me was when I forget things. There is 
a bit of embarrassment that goes along with that. And I noticed—and this I think 
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is just sort of general aging things—I can’t remember kids’ names. I can’t learn 
them as fast in the beginning of the year, and I can’t remember them as well, or I 
get them mixed with like their sister or their two sisters I had. 
 

Another participant, Carol, explained her strategy for coping with forgetfulness:  

I write these goofball little notes all over the place. You’re on my dashboard, 
taped there, and then who I’m gonna see tomorrow, taped on the dashboard. … I 
just threw yours in the trashcan as I came in here. And I have to do that now. … 
Mental notes don’t work anymore. 
 
In the following case study, Deborah describes a series of mood and memory 

problems she was experiencing during her transition to menopause. While she 

acknowledges that she was under a great deal of stress in other areas of her life, she finds 

comfort in ultimately attributing these “symptoms” to menopause and in managing them 

with bioidentical hormone therapy. 

Deborah: 
Deborah—a 53 year old preschool director—projects a youthfulness about her. 

She married in her late 30s and had her only daughter when she was in her early 40s. 
Although Deborah says that she’s now “in a good space” with her transition to 
menopause—and actually looking forward to the end of her periods—she went through a 
time of difficult symptoms: wanting to be alone, feeling irritable and blue, insomnia, night 
sweats, and so on. She also describes herself as “feeling heavy,” although not actually 
gaining any weight. The most disconcerting of her symptoms were the memory 
problems. She says,  

 
About two years ago, was when … the menopause thing really hit. ... I was about 
fifty-one. That is when I just felt so heavy, and so disoriented, and that’s when my 
short-term memory—all my memory, it was just horrible. I mean, I would get in 
the car, and not remember how to pop the trunk or roll up the windows. It was 
just like, ‘Ohhh my god, this is scary.’ Just the things that I’d done all my life, all 
of a sudden I couldn’t. I was just like ‘Ahh!’ I mean, I just thought I was going 
crazy, and I think for me, that was-- It was really, really hard. … So it’s mostly 
memory, and then when you can’t remember things, then you get really 
frustrated with yourself. I mean, I remember trying to fill out this form—things I’d 
done for twenty years—and I was just in tears, cuz the sums weren’t working out 
the way they were supposed to. And … I called my co-director, and I was like, 
“I’m never gonna do this [paperwork] again! It drives me crazy!”  … So, little 
things like that. … Well, it didn’t feel little, cuz it made everything just feel hard, 
and then once you can’t remember some stuff, you just start getting worried. It’s 
like, “Oh my gosh! I’m never gonna be able to think straight!” 
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During this period, Deborah was not associating her symptoms with menopause and 
became concerned that she might have “something serious” going on with her health.  
 

I had all these other symptoms, but … I didn’t think it was menopause. Actually, it 
got so yucky, I thought I had, what is that? Cystic- I don’t know, Cerebral Pals- I 
mean, I didn’t know what I had. And that’s sort why we’re thinking, well, let’s get 
a brain scan, too, because all the symptoms were just so odd. And my general 
practitioner was like, what did he say? “Take an aspirin.” 

 
In retrospect, Deborah attributes most of her symptoms to her “hormones crashing,” 
although she also acknowledges that she was experiencing a lot of stress in her life 
during the period where the symptoms peaked.  

Eventually Deborah talked with a good friend, a naturopathic physician who 
suggested that she try bioidentical hormone therapy (BHT). Although Deborah was wary 
of taking hormones, saying that she generally prefers to treat things “naturally,” she has 
a high level of trust in her naturopath-friend and decided to give it the BHT a try. 
Remarkably, Deborah found that the BHT helped almost immediately. She describes the 
experience: 

 
I was depressed for a couple months. I was like, “This isn’t me. This isn’t me. 
This isn’t who I am. I’ve never been like this.” But once [my naturopath-friend] 
started me on the bioidenticals, the very next day I felt better. It was just like the 
cloud had lifted. It was amazing. And I don’t think it was in my head, either. I’d 
been so, just like, [sharp intake of breath] and I had energy and I was happy! 

 
Deborah pays attention to the media about hormone therapy and says that several 
friends also make a point to keep her informed, frequently asking her to “get off the HT.” 
On the other hand, she doesn’t anticipate regretting her decision to use bioidenticals 
because she deeply trusts her naturopath-friend and she doesn’t anticipate negative 
repercussions. Ultimately, Deborah feels the BHT is safe and that there are many 
benefits to using it, including her quality of life. She also feels that she takes the 
necessary precautions, such as yearly mammograms. Interestingly, she says that when 
her friends, most of whom are younger than she, tell her not to use the HT, she tells 
them she looks forward to them being good role models—for how to get through 
menopause without HT—for her. 
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Irene: concerned about changing sexuality69 

 The relationship between sexuality and menopausal subjectivity is a particularly 

thorny issue involving a number of entangled physical and social processes. On a 

physical level, women report changes to sexual desire (most often a drop in libido, but 

sometimes a rise in libido), changes in sexual arousal (including the inability to achieve 

orgasm), and changes in sexual function (including vaginal dryness which can cause pain 

during intercourse). Of these, only vaginal dryness has been directly linked to the 

hormonal changes of menopause (NIH State-of-the-Science Panel 2005).  

Changes in menopausal sexuality may be most salient as a social vulnerability, 

however. Examining data from the Study of Women’s Health Across the Nation 

(SWAN), Avis et al. (2005) found that, other than vaginal dryness, socio-cultural factors 

such as attitudes toward sex and aging, relationship variables and cultural background 

had a more profound effect on sexual function than transition to menopause. 

Interestingly, Koch et al. (2005) found that, regardless of age or menopausal status, 

American women considered themselves to be less attractive than they were ten years 

earlier. Women’s sexual response, however, was more variable, although more women 

reported declines in sexual response over time. Importantly, the authors found that 

“Despite reported changes in sexuality, sexual satisfaction in this sample was reported as 
                                                 
69 As a younger woman, it took me a while to realize how salient concerns about sexuality are for women 
in/entering menopause. I first realized the prominence of this issue when I sat down for a discussion with 
Dr. L—a family physician who also sees patients in an integrative family medicine clinic. She told me that 
the women who come in requesting hormone therapy right from the start are those most concerned about 
changes in their sexuality and who see menopause as negatively affecting their sex lives. Soon afterward, 
an older male colleague (whose wife is in menopausal transition) asked me what I was working on. When I 
told him that I was researching menopause and sexuality, he responded with some urgency, “I want to 
know what you find. Take good notes and report back to me!” Both of these situations surprised me—not 
because I didn’t think that sexuality was one of the issues in the complex ‘soup’ influencing women’s 
menopause related decision making—but because of the intensity of people’s response to this issue. 
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high: 72% of participants with sexual partners reported being physically and emotionally 

satisfied in their sexual relationships, and 71% reported general sexual satisfaction” 

(Koch, et al. 2005, p. 219). This is the case for Lori, who said: 

I don’t think about it like I used to. When we make love, it’s great. It’s every bit 
as fun as it ever used to be, and it’s physically enjoyable. I don’t experience pain, 
which I know some people do. I don’t have dryness, which I know some people 
do. I just don’t have the inclination like I used to do, where I would think about it, 
you know. I would look at my husband and I’d think, “Woo!” You know, now I 
don’t, or not that often. There has to be more of an external trigger, I guess, like 
being in a hotel or the kids- well, the kids aren’t here that much anyway, but 
something that- but it doesn’t come internally as it did. As I say, not the actual 
enjoyment, but the inclination. 
 
While some women are unbothered by changes in sexuality around menopause, 

many participants in this study report that changes in their sexual desire are the most 

surprising and most disconcerting part of menopause, although women’s interpretations 

of these changes are more context-specific. Some women directly link their change in 

sexuality to a change in their embodied femininity. Take Amanda, profiled at the 

beginning of this chapter, who reported feeling vulnerable to losing her husband because 

of vaginal dryness and changes in her body that she associates with a loss in femininity, 

and thus, feeling less attractive to men.  

Other women in this study emphasize a deep sense of disappointment at losing 

what they consider to be an important part of their identity, as well as disappointment in 

the changing sexual relationship with their partner(s). This experience appears to be 

particularly disappointing for women in relatively new relationships with their partners. 

For example, Mary explained: 

It’s so sad. [Your libido] just goes. It leaves you. Then … you have to really think 
about it. And then some nights, you don’t want sex. It’s like, “I’m just going to 
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bed.” … I think what is different in this day and age is that some women have 
remarried—like I just did and this only a 3 year relationship. … It’s not like we’re 
winding down. We’re winding up. So that’s been the difference, I think, in the 
disappointment. I guess maybe if you were in your 50’s and it was a long-term 
marriage you wouldn’t be as disappointed about that fact, but for me it’s a new 
relationship. You’re just like, “Yeah, that’s disappointing.” 
 
Women in longer-term relationships report this disappointment as well, along 

with a sense of acceptance of the changes in their sexual relationships with their partners. 

For example, Karen emphasized her interest in remaining “intimate” with her husband, 

although what characterizes intimacy is changing.  

Well, I’ve been more accommodating to his needs. If he wants to have sex, I 
mean, it’s okay to me.  I don’t have any discomfort or pain, I just don’t orgasm 
sometimes. I’ve got to let him know, “It’s okay, don’t worry.”  Because he’ll say, 
“What can I help you with?” if he’s already had an orgasm. And I’ll say, “Oh, it’s 
okay, Honey.  I’m doing alright.  I just don’t care if I don’t have an orgasm or 
not.” And then sometimes I do, and then it’s like, “Well, this feels really good.” 
I’ll accommodate him, because we maybe have sex once a week, if that.  So I’ll 
try to be accommodating.  I would feel badly if I always say, “No, leave me 
alone!”  I couldn’t be like that anyway, but if I never wanted to-- It makes me 
wonder if men go after younger women because of that reason, the lower libido in 
the 50 year old versus… 
 

At this point in the interview, I asked her, “Does it make you feel vulnerable at all?”  And 
she responded,  

 
Not so much… Maybe when I was perimenopausal, I was more concerned, but 
now I’m not so concerned.  Because we’re on a similar page now with our libido.  
He doesn’t have a real high sex drive right now.  When I was 45, he was 
concerned.  But now he’s 57, and it feels like we’ve balanced out.  We’re okay 
just taking a walk with the dog, or holding hands, making meals together. Things 
like that, where we share time instead of sex. Intimacy in other areas.  Or 
sometimes I’ll go, “Oh, okay. Here, I’ll spread my legs and let you go at it.”  
[laughs]  So I’m really happy that there’s not vaginal discomfort, because then I’d 
be going “Aggggg!  I don’t want to have sex!  It hurts too much!”  And he’s very 
attentive if I say that there’s discomfort or pain, but I never, I haven’t had to say 
that. 
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In her narrative, Karen expressed ambivalence to sexual intimacy and to her own 

decline in sexual desire, although she still prioritizes her intimate relationship with her 

husband in more general terms. Interestingly, Wood and colleagues found that 

postmenopausal participants in their interview study tended to disregard their own sexual 

interests, although they “felt some obligation to attend to their partner’s sexual needs, 

which often meant engaging in intercourse that was not necessarily wanted, satisfying, or 

pleasurable for them” (Wood, et al. 2007, p. 194). Furthermore, while most participants 

had talked with their health care providers about their sexual concerns, these discussions 

were limited to menopause-related conditions such as vaginal dryness and pain, and the 

advice they received was limited to recommendations for “products that would allow 

them to continue to be available as sex partners” (Wood, et al. 2007, p. 195). In short, 

both women and their doctors privileged their partner’s sexual needs and desires above 

their own.   

Nevertheless, for many women in this study, changes in embodied sexuality have 

been an underlying disappointment of menopause that has affected their self-image and 

identity, and has challenged their relationship with their partners. When I asked Linda 

how important the changes in her sexuality have been to her, she told me:  

Wow, that’s a good question. I would say it’s probably, on a scale of one to ten—
ten being the most important—it’s probably a seven or an eight.  ‘Cause it plays 
out in ways that you might not think are related.  But I can say that … when my 
husband and I are intimate and it works in a way for me, and in terms of it feeling 
like, “Okay. This isn’t just about you getting satisfied, Husband, this is about us 
just being together and close.” Then I realize, “Wow, this is nice.”  So … when it 
does work, I realize this is a good connection. I miss that. But I don’t always want 
to have sex just to have that connection. What’s that saying?  “Men need to have 
sex to feel closer, women need to feel close to have sex.” 
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Clearly, it is on the topic of sexuality where the impact of menopause on men 

becomes most explicitly stated. Interestingly, many women describe reassuring their 

partners that, “It’s not you, it’s me.” For example, Karen recounted this interaction with 

her husband, “I try to tell him, ‘Don’t take it personally.  Don’t worry, I’m not interested 

in anybody else.  There’s no affair going on.’  Because he thought, ‘Well, is something 

going on?  He asked me. And I said, ‘No, no, no!’” 

Although most women emphasized the drop in their sexual desire as the 

underlying reason for the changes in their sexual relationships with partners, many others 

stressed that their partners (both male and female) were also experiencing midlife 

declines in libido. Interestingly, a number of participants noted that the drops in their 

husbands’ libidos were welcome because they had realigned their levels of sexual desire, 

at least somewhat.  Stephanie described it this way:  

I think sexuality changes. I don’t think it necessarily is worse. I’m not sure it’s 
better, necessarily.  I mean, obviously, you don’t have to worry about getting 
pregnant, but, I think it just changes. Like, even my husband, this really surprised 
me, he said his sexual desire has gone down, and what did he say about it? It was 
really funny, actually. I guess I asked him, “Well, is that OK with you?” And he 
said, “Sadly, yes.” [laughs] But it’s kind of good, because then … I’m [not] 
saying I don’t really care. … I guess maybe I distinguish between sensuality and 
sexuality. … I’ve experienced a decrease in sexual desire. I’m sure I have. But, in 
terms of still having-- You know, we still cuddle, we still kiss, we still hold hands, 
we still give each other massages, and sometimes we have great sex! But, you 
know, it’s not like it has to be every three days, whatever people say, you know? 
In fact, it’s a lot less than that. But, I’m not sad about it. I’m OK with that. 
 

 In the following case study, Irene exemplifies the complex location of sexuality 

within menopausal subjectivity. She struggles with vasomotor symptoms, concerns about 

her aging body, anxiety, emotional outbursts, and—most importantly—a palpable decline 
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in her sexual desire and arousal. This has been a source of stress in her “new” 

relationship of four years. 

Irene: 
Irene is a 52 year old health educator. When I arrive at her townhouse, I follow 

her into the kitchen where she offers me a cup of tea. As she boils the water, Irene gives 
me some background on her life circumstances: she has been divorced for about four 
years, just about as long as she has been dating her current boyfriend, David. With 
teacups in hand, we move to the living room and sit on the floor—across from her 12 
year old daughter’s stuffed animal collection, about 40 stuffed animals neatly arranged 
on the floor and on the couch. She also has a teen son. 
  Irene is dressed casually—in exercise clothes: a long sleeved shirt and black 
yoga pants. She tells me that she works out every day and is, clearly, in fantastic 
physical condition. Irene prides herself in this fact—noting that as a personal trainer she 
is her own advertisement. Nevertheless, Irene expressed anxiety throughout the 
interview about the effects that menopause and aging will have on her body and mind. 
She tells me that she worries about gaining even two pounds, explaining: 
 

I remember reading one [book about menopause], and I just said, “Who said it 
had to be that way?” I’m not gonna get fat. … And I thought, that’s all I need to 
read. I’m done reading. It doesn’t have to be that way. I’m not gonna gain weight 
around my tummy. And I know, it’s hard knowing what I know, when your fat 
goes around your reproductive organs as you age, that, with the lack of estrogen 
makes it- you know, deposit there more, and so, knowing all that, and saying, 
“I’m not gonna do that.” I will do every intervention, and be preventive in every 
way that I cannot have that happen. 
 
Interestingly, the first thing that Irene tells me when I ask her what ‘menopause’ 

means to her is: “getting old, that’s my gut reaction.” However, later in the interview, she 
argues that she doesn’t feel like menopause indicates that she’s getting old and that she 
still expects to be active and healthy when she’s 60. She tells me that she thinks some 
women have trouble because they connect menopause with ‘the end of youth’ and that 
society puts so much pressure on women to stay young and beautiful and to be “age-
defying.” She feels that it is important that women “age gracefully” and that we should be 
giving women the message that the best way to do so is to exercise and keep their body 
in good shape. Exercise, Irene claims, is the key to slowing aging and to “inner peace.” 

Overall, Irene does not dwell on the severity of her menopausal symptoms. She 
says that she’s been able to tolerate hot flashes fairly well because they go away just as 
quickly as they come. She’s more bothered by the night sweats and night waking, saying 
that even when her boyfriend spends the night, she ends up in her daughter’s bed 
because she can’t get a good night’s sleep next to him. Irene also says that she is also 
emotionally volatile—noting that she lashes out at her boyfriend and daughter and then 
finds that she has to apologize to them for things that she’s said. She does not like that 
this is the case, but finds these moods difficult to control. Irene also mentions a number 
of aches and pains that she wonders if they are associated with menopause—most 
notably, shoulder and neck pain. When I tell her that neck/shoulder pain is a very 
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common symptom for midlife women in Japan, I can see that this confirmation of her 
bodily experience makes her feel better.  

Irene uses a combination of mainstream biomedicine and 
complementary/alternative medicine (CAM)—including acupuncture, dietary 
supplements, and energy body work—to manage her own health. Irene tells me that in 
response to her concerns about menopausal symptoms, her “prim and proper” 
gynecologist tells her “Well, that’s just the way it is.” Irene rejects this response. She’s 
always been in control of her body, she’s never let aches or pain stop her, and she’s 
reluctant to accept that menopause is going to stop her from living her life the way that 
she wants to live it. Irene is also reluctant to take pharmaceuticals, as well as dietary 
supplements—although she has tried both. She’s sensitive to medications and doesn’t 
tolerate them well. Primarily, she relies on her lifestyle (diet and exercise) to help her 
tolerate her experience of menopause. 

Overall, Irene’s biggest concern has been the difficulties menopause has caused 
to her sex life. She explains: 

 
IRENE: David I don’t live together, … and now it’s like, I hope he doesn’t wanna 
have sex. … And I never felt that way [before], and sometimes, I even think, well, 
maybe I’ll have a drink,… and then I’ll just be able to let go! … 

JJT: So, has he noticed? Has he brought it up? 

IRENE: Mm-hm. Well, he’s funny, cuz he’ll say, “I think our roles have reversed.” 

JJT: Oh, so it was the other way around? 

IRENE: Yeah. … I guess I was just a little more active than he, you know. And I’ll 
say, “Well, what do you mean?” And he’s like, “You never wanna have sex, and I 
do.” And I say, “Yeah, well, I just don’t think about it anymore. I’m really sorry. It 
isn’t you, it’s me.” So, there’s a lot of, “It isn’t you, it’s me. It isn’t you, it’s me. It 
isn’t you, it’s me.” And, being able to be aroused and have an orgasm is like, just 
forget about it. I just say, “Forget it. It’s OK. Don’t worry. I’m fine.” 

JJT: So, it’s not even like, once you get in the middle of it that then your arousal 
picks up? 

IRENE: No … and I even told him the other day, I said, “David, what you need to 
know is that it really isn’t you. I don’t even think about masturbating. I don’t. It’s 
gone!” It’s, like, not fun. … I think, where did that go? Where is it? It has to be in 
there somewhere? … I know it’s not gonna be this way forever. It’s just the way it 
is right now. And if it is forever, this will just be the new way. And that’s what I 
said to David, I said, “Well, if this is the way it keeps being, I’ll just have to have 
sex anyway.” It’s like, I’m willing to just do that. I’m willing to say, “OK, I’ve had 
enough of this shit. Let’s just get over this. Let’s have sex.”  

As I am getting ready to leave from the interview with Irene, her boyfriend, David, 
arrives at the house. She introduces us and tells David a little about the interview—
repeating for him what she told me about the changes she’s been experiencing in her 
sex drive and how they’ve affected their sex life. I am surprised by her candidness, but 
even more surprised that David displays very little discomfort with the conversation. In 
fact, he begins to tell me how things have changed in their relationship from his 
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perspective. After a minute or two, Irene excuses herself and David and I sit down at the 
dining room table and continue the conversation.  
 David tells me he had few, if any, expectations about what being in a relationship 
with a women transitioning to menopause would be like. He had overheard 
conversations about menopause, and listened to them, but he had little interest and “no 
stake” in the topic whatsoever. Since he’s been in this four year relationship with Irene, 
however, he now feels he has a stake in menopause. He described his personal 
experience with Irene going through menopause as an “education” in which he’s “seen 
her change—physically and spiritually.” He tells me that they talk about menopause and 
talk about “alternatives.” When I probe this issue, it becomes clear that he is referring to 
alternatives to sexual intercourse (touching, oral sex, and so on).  

When they began their relationship David was surprised by Irene’s “aggressive 
sexuality.” It took some getting used to on his part, but eventually he felt like they were 
having outstanding sex. However, in the last year he’s seen a huge change. He feels like 
their sexual relationship is terribly imbalanced: he always initiates sex and he feels he’s 
the only one getting pleasure from it. David characterizes this problem—the problem of 
Irene’s pleasure—as worse than the frequency or initiation of sex. Given that Irene had 
been very forthcoming about her sexuality and her sexual desires, he knows that it is 
terribly frustrating for her to have no sexual desire and no sexual response. Furthermore, 
he gets a lot of pleasure and joy out of pleasing Irene and seeing her fulfilled, and it is 
difficult for him when the focus of sexuality is all on his pleasure. This situation is 
frustrating and disappointing to both of them. At one point David says that it would 
almost be easier if their sexual relationship had stopped altogether, because it is 
extraordinarily difficult for him to read in her body that she is not enjoying their sexual 
encounters. He says, “She doesn’t even have to tell me, I can see it in her body.” He is 
concerned with her pleasure and is willing to take time—a lot of time—to give her 
pleasure. However, sometimes Irene is just not able “warm up” to sex at all and despite 
his desire and effort, she ends up frustrated with it going on too long. He says this is very 
disheartening.   

When I ask David whether they have talked about different “options” for dealing 
with this situation, David says that they decided to buy a back massager (to use as a 
vibrator) and that they’ve talked about going to a sex shop together, but neither of them 
really wants to do that. (He adds that “maybe it is prudish” of them.) Irene also seems 
willing to try to make their sexual relationship work but has found herself in the difficult 
position of lacking both desire and arousal. While I don’t envy their position, I am deeply 
impressed by their efforts to work together, respect each other, and keep the lines of 
communication open in their relationship. 
  Because of this situation, David has found that he’s starting to perceive a lot of 
her comments (for example, if she should mention that her shoulder hurts) through a 
“menopause lens.” By this, I think that David means that her shoulder may have hurt her 
before menopause, but it has now become what Nichter (1981a) calls an idiom of 
distress, indexing all the discomforts of menopause: the physical symptoms, moodiness, 
and sexual disinterest rolled into one. Furthermore, David has found himself second 
guessing himself when it comes to dealing with Irene: should he touch her—or not? 
Should he get close—or keep his distance?  He’s also found himself feeling “damned if I 
do; damned if I don’t.”  

When I ask him how long he thinks this will last, David muses over it and says, 
“That’s a good question,” several times. He says he has never really attached a time 
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frame to it. Rather he is focused on “making the best of now.” He is less concerned 
about how long this period is going to last than he is on keeping their relationship strong 
for the long haul. He tells me that he likes this relationship and doesn’t want it to end.  

As Irene returns to the room and we end our conversation, David notes that 
menopause has been “marketed on how negative it is for women.” He feels menopause 
could be “rebranded” so that couples approach it as an “opportunity for growth in their 
relationship.” This is an opportunity, he says, “for couples to explore how to bring 
pleasure to each other.” He adds that he finds it a shame that younger women—and he 
sees Irene, at age 50 as a “younger woman”—have to go through this when they are 
otherwise in the prime of their lives, physically and sexually.  
 
Ann: coping with aging 

As a midlife experience, menopause is inextricable from aging in many ways. 

Like sexuality, the relationship between aging and menopausal subjectivity is framed in 

terms of a number of physical and social factors, including changes in the body and 

changes in relationships, that influence perception and interpretation of one’s embodied 

experience in and of their social world. In a pre-WHI interview study, Dillaway (2005b) 

finds that menopausal women characterize reproductive aging as a “good old”—that is, 

they associate menopause with the end of contraceptive use and the end of the 

inconvenience of menstruation, rather than the aches and pains of general aging. 

Elsewhere Dillaway (2005a) notes that biomedical discourse about menopause and 

gendered beauty ideals problematize midlife physical and bodily changes. The majority 

of her research participants identified changes in their physical appearance as negative 

“side effects” of menopause. This apparent contradiction was prevalent in my research as 

well.  

When I asked participants whether they thought that entering menopause meant 

that they were “getting old, and I put that in huge quotation marks,” many expressed a 

great deal of ambivalence. Although they resist notions that menopause, per se, puts them 



 184

“over the hill,” in their responses many women index a sense of physical and/or social 

vulnerability that menopause seems to draw to the fore. Three main themes appeared in 

participants responses to this question—many in series. In brief, these themes were:  

(1) Symbolic significance of menopause vis-à-vis aging:  

 “I still feel young, except for that first hot flash made me aware.” [Jane] 

 “Menopause obviously is another signal that you can’t ignore the fact that you’re 
getting older.” [Marlena] 

(2) Distinguishing between internal and external experience of aging: While many 

women stressed that their internal sense of self was of an able and youthful woman, they 

cited bodily changes such as graying hair, sagging or wrinkling skin, and weight gain as 

signs of physical aging—with some explicitly making a connection between menopause, 

changing hormones, and these bodily changes. Some added that these bodily changes 

make them feel less feminine or less attractive to men.  

 “Oh, I feel young; I just don’t look the same. I feel very young.” [Francis] 

  “Yeah, because and the most obvious part for me is the part about the skin—it’s 
like the elasticity of the skin—because you can look at … two women that are 
equally attractive or unattractive … in all other aspects more or less similar, and 
now I can tell which one has gone through menopause and which one has not, just 
by looking at their faces. Cause I can see that, whatever that is, it’s the hormones, 
that’s what it is, I guess. The lack of hormones. And you know, we can all think 
of older women who are really beautiful, it doesn’t say they’re not attractive, it’s 
just different, yeah.” [Liz] 

 
(3) Changing social roles and/or expectations. 

 “Yes, of course it means that. Yes. … I think it means that we’ve acquired a 
certain amount of knowledge. And that’s good. I think it also means that you-- it 
depends on who you’re around, but there’s a level of respect and I have a role in 
which to teach younger people. Because … age means you’re a learned person. 
So in that respect, it’s nice. I wish I would know everything I knew today when I 
was in my 20s or 30s.” [Pamela] 
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 “Well, I am getting old. I am. You cannot help but get old. … Aging means more 
wisdom, feeling more yourself, not caring what other people think.” [Rebecca]. 

 
Many participants, like Linda, expressed this ambivalence through an intricate, “yes and 

no” kind of response that covers each of these themes:  

That’s a good question.  You know, it’s interesting because I met a personal 
trainer not too long ago.  I joined a health club.  And she just turned fifty and she 
said she had a horrible time turning fifty.  And, you know, I related. I thought 
about that and said, “You know, that never bothered me to turn fifty.”  What’s 
bothering me, now, is that my body is failing.  I’m not able to-- I don’t like 
waking up and feeling achy and not having the stamina. …I had a great life.  I did 
a lot of things.  I made a lot of mistakes, you know.  But I feel like I’ve had a 
really full life.  And I feel loved and nurtured by my partner, regardless of the fact 
that I’m aging. … I don’t feel physically attractive to my-- I know I’m not that 
physically attractive as a twenty-seven year old woman, but it’s OK with my 
husband and it’s also OK with me. Because I’ve spent enough time living in the 
physical world and trying to make myself attractive to men, and now it’s like it’s 
not about the physical part of me, it’s the emotional, spiritual.  Does that make 
sense?  So I guess… I’m not afraid to look at the other parts of who I am, other 
than the physical.  I’m not afraid of that.  I know there’s more there.  If I, I think if 
anybody never really took any time to discover those aspects of themselves then 
they would see themselves as only physical so that would be very scary, realizing 
that menopause is aging, aging equals, ultimately, dying.  
 
Although most participants reflected on the relationship between aging and 

menopause in the abstract, for some women—especially those who prioritize their 

physical appearance because of work or a burgeoning intimate relationship—the physical 

changes they associate with menopause were a significant source of social vulnerability. 

Consider the following case study:  

Ann: 
Ann—age 50—has been an aerobic dance instructor for 27 years and it seems to 

have paid off: she looks young and fit. She eats a diet low in fat and tries to limit her 
sugar intake, although she admits that this can be a challenge for her. When we met, at 
the fitness studio she owns, Ann was dressed casually in a black short sleeved shirt and 
white tailored shorts. She wore sandals. She has shoulder-length dark brown hair. Her 
skin is full, with no visible wrinkles.  

Ann began teaching aerobic dance classes 27 years ago, when she was 23, and 
she has aged along with the women who come to her classes. These women, who she 
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sometimes refers to as friends and sometimes as clients, form a strong social network, 
for Ann and for each other.   

 
I would say the majority of our clients that come here, they start out coming here 
wanting to be fit, but they stay because this is their emotional health. You know, 
you reduce your stress levels, you have another family here, basically, and we 
have a few men in our classes, but basically, it’s women. And they’re terribly 
supportive of one another, you know, if somebody has an accident or a health 
issue, or a new grandchild, or kids going off to college, I mean, it’s things that we 
all share, and our experiences as women are totally different from men’s, when it 
comes to our children. So, being able to share that and have people that 
understand what you’re going through, it’s been huge. 
 
Although watching her friends has reassured her that the transition to 

menopause will be manageable, Ann has also found herself bothered by the signs of 
physical aging she sees in herself and her clients. She finds herself especially 
concerned about weight management and the effect that this could have on her career. 

 
I didn’t figure [menopause]  was gonna be a big deal, because the women that 
were coming here, you know, we would joke about menopause or the hot flashes 
and the night sweats and the cravings and this and that, but not—it never 
seemed to be a huge issue for these people. But … I did notice the weight gain 
for these people, and that was really disconcerting to me, because I’m a fitness 
professional, and you know, I have an image that I have created and want to 
maintain. I don’t think it’s a very good example to be, you know, overweight when 
you’re trying to teach other women to be fit, and- but, so that concerned me, and 
I did notice that probably since I started with the symptoms that it was more 
difficult to keep the weight off, and certainly more difficult to lose weight. 
 

On the topic of aging, Ann stresses that she doesn’t feel old; however, she is starting to 
notice signs that she is looking old.  
 

When you have sagging or creping skin, you know, to me that signifies being old, 
looking old, and I don’t care how strong I am or physically fit I look, when I look at 
my skin—and probably most people don’t notice it, … but I notice it. … When you 
look in that mirror and you’re just going, “God! Who is that person?” That’s not 
how I feel inside. So, the way I feel inside, I still feel young and vital and strong 
and able to do most things that I used to be able to do, but then I do find some 
things that I can’t do physically anymore that I used to be able to do. 
 
Overall, Ann describes herself as a “mind over matter” kind of person who just 

assumed that she would be able to will herself into an easy menopausal transition. She 
has a positive attitude and figured it would be “no big deal.” Ann was unpleasantly 
surprised that she was bothered by menopausal symptoms. The worst part was the lack 
of sleep – due to night sweats and subsequent insomnia. These symptoms motivated 
Ann to seek treatment. She says, “I was fairly proactive in seeking out treatments or 
whatever you wanna call it. And, knowing where the line was, as far as making greater 
changes, how much I could actually deal with before it was time to really do something.” 
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Ann chose to use bioidentical HT for menopausal symptoms explaining, 
“hormones are hormones, but it just seemed to me that if you could take something that 
was plant-based and more easily recognized by your body, that that would be a safer 
alternative.” Although she acknowledges the risks associated with hormone therapy, she 
says: 

 
I do think that the hormones have helped me to continue to do what I do, but 
again, I also use acupuncture and massage therapy and lots of alternative kinds 
of things that help me to do this. […] I wanna be healthy, and I wanna look good, 
but I don’t wanna look like the models on the magazines, I never will, but I wanna 
look the best I can at every age, and so I think for me, that’s one of the reasons 
with the hormones, again, I was like, you know, can we slow this sagging skin? 
Can we? My eyes would certainly look better if I got more sleep, you know, there 
would be less bags. And I just wanted to feel healthy and able to do what I 
wanted to do. 

 
Marsha: fear of cancer 

In addition to the social risks and vulnerabilities described above, women’s 

menopausal subjectivity also incorporates a number of physical, or health vulnerabilities. 

The health risk most commonly referenced by participants in this study was cancer, 

specifically breast cancer. According to the US Centers for Disease Control and 

Prevention, breast cancer is the most common form of cancer in women following non-

melanoma skin cancer (CDC 2009). While fears of breast cancer undoubtedly hold an 

important symbolic space in midlife women’s lives (Press, et al. 2000), the established 

relationship between breast cancer and the use of menopausal (specifically, estrogen plus 

progestin) hormone therapy grounds this vulnerability in the day-to-day reality of their 

menopausal symptom-management decisions (Chlebowski, et al. 2009; Ravdin, et al. 

2007).70  

                                                 
70 Analysis of data from both the British Million Women Study and the US Women’s Health Initiative 
(WHI) indicate that women using estrogen plus progestin therapy (EPT) have a higher risk of developing 
breast cancer than women using estrogen-only therapy (ET) (Barrett-Connor, et al. 2005; Beral 2003; 
Chlebowski, et al. 2003; Rossouw, et al. 2002). In fact, women without a uterus assigned to ET in the WHI 
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Unlike the previous examples of menopausal subjectivity that foreground present 

quality of life over future-oriented discourses of risk, concern about cancer (especially 

among those who perceive themselves to be “genetically at risk”) creates, in the words of 

Novas and Rose, “an obligation to act in the present in relation to the potential futures 

that now come into view” (2000, p. 487). This new illness category, what Lock (1998) 

calls the “pre-symptomatic ill,” changes women’s relationships with their bodies such 

that risk is perceived as lurking in the body, and the body is continually produced as a 

source of danger to the self (Kavanagh and Broom 1998). In the following case study, 

Marsha describes the way her menopausal subjectivity, and broader sense of self, has 

been influenced by her family history of breast cancer.  

Marsha: 
In an email, Marsha—age 50—describes herself to me as “about 5' short dark 

hair....with fabulous highlights!” Although she looks young and comes off as vibrant, 
energetic and enthusiastic about life, Marsha’s life has been deeply shaped by losing her 
mother to breast cancer when she was only 9 years old. Two years later, her aunt, who 
adopted her after her mother’s death, also was diagnosed with breast cancer at age 42 
and underwent a radical mastectomy. Marsha explains: 
 

So, my sister and I grew up thinking that where ever we went breast cancer 
followed. … It’s just weird how when you’re so young it just frames everything 
else. … So you can imagine how I never planned for a future. I never thought I 
would live this long. I mean, truly, when I had [my daughter] I kept thinking, well 
when I’m 42 she’ll be 21 ‘cuz I had her when I was 21. And I thought, “Well, that’s 
good. ‘Cuz when I’m 42 she’ll be almost out of college. I won’t be around to see 
her graduate, but at least she’ll be old enough. She’ll have known [me]. I won’t 
cut her out; she’ll be a part of the transition; we’ll have talked about it.”  
 
Marsha had a hysterectomy in 2002 (around age 45), after what she described 

as a “proactive effort” for several years to have her uterus removed. She had problems 
with uterine prolapse and heavy bleeding/clotting, and felt that her uterus was not 
serving her well. She insisted on leaving her ovaries intact because she wanted to 
maintain her hormone function. Because of her strong family history of breast cancer, 

                                                                                                                                                 
trended toward a reduced risk for breast cancer (relative risk 0.77; P = 0.06), although this finding could be 
due to chance (Anderson, et al. 2004). 
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Marsha was concerned that the removal of her ovaries would increase her personal risk 
for breast cancer.  

Ever since her hysterectomy, Marsha has been wondering, “Am I in menopause 
yet?” Because of what she characterizes as a “difficult life”, Marsha says, “So when I got 
to menopause I thought this is going to be a nightmare. The universe is going to throw 
this at me and say, ‘Now let’s see how you handle this.’ And so I expected it to be much 
worse than it is.”  

Gratefully, she has had few symptoms—some problems sleeping, fatigue, 
forgetfulness, and (most distressingly) weight gain. Primarily, Marsha says that she is 
disturbed by feeling like she doesn’t have control over this transition, and she hates 
being too tired to exercise, to clean the house, and so on. She’s surprised by this fatigue 
because she raised her daughter as a single parent and has long felt fully capable of 
keeping all the balls in the air.  

Since her menopausal transition has been fairly easy, Marsha has primarily 
managed it with stress management techniques, which she describes as ‘taking care of 
me’. Specifically, she says that she treats herself to manicures and pedicures and “doing 
whatever feels right” to her. Marsha has avoided both hormone therapy and soy 
products because of concerns about increasing her risk for breast cancer. She’s tried 
exercise, but she finds it difficult due to her medication for hypertension.  

Throughout the interview, despite all the positive things that Marsha has to say 
about her life and her experience, she subtly expresses an underlying fear that 
something horrible is lurking underneath the surface. Several times throughout the 
interview Marsha says that she is sometimes worried that the constellation of symptoms 
she experiences means that “something is really wrong” with her.   
 
Dora: managing chronic disease 

 For some women in this study, their menopausal subjectivity has been deeply 

influenced by their experience of vulnerability to chronic disease, especially as it related 

to the decision whether or not to use hormone therapy for menopausal symptom 

management. As I have described in detail in Chapter 2, observational studies from the 

1980s and 90s indicated that women who used HT were less likely to suffer from 

fractures, heart disease, colon cancer, and dementia. On the basis of these studies, the 

biomedical establishment was broadly promoting hormone therapy for the prevention of 

chronic disease in (even asymptomatic) postmenopausal women. Given that heart disease 

is the top killer of women, many were routinely prescribed hormone therapy after 

menopause or after a hysterectomy and encouraged to continue using it indefinitely. 
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When the Women’s Health Initiative was so publicly halted in 2002, many women found 

that the steps they had been taking under the assumption they were reducing their risk for 

chronic disease may have, in fact, increased that risk. Women—and their doctors—were 

faced with reassessing their approach to menopause and chronic disease prevention. For 

women with a personal or strong family history of heart disease, this process entails a 

very personal assessment of one’s sense of vulnerability to heart disease versus the 

symptoms of menopause. Like the previous examples, this is an ongoing process that 

requires more than a rational calculation of odds, but an individual consideration of one’s 

priorities and concerns. In the following case study, Dora recounts her experience coping 

with a menopause experienced through the prism of chronic disease management: 

Dora: 
Dora—a 55 year old Hispanic nurse—works with Alicia (from the vasomotor 

symptoms case study, above) at a Southwestern charity clinic. She is married with two 
adult children. She wears her thick black hair down just below her shoulders. She is 
overweight, but not obese, and tells me that she’s lost 47 pounds in the last year. Dora is 
working hard to manage both diabetes and high cholesterol. She exercises regularly and 
eats a healthy diet to keep her blood sugar under control. 

Dora entered menopause after a hysterectomy 7 years earlier, when she was in 
her late 40s. She explains,  

 
The reason I had a total hysterectomy was because I kept getting ovarian cysts, 
and I had these big huge fibroids that made me very anemic. So they took my 
uterus and my ovaries. And so I was on Premarin … for about 2 ½ years and 
then, … because my cholesterol was way out of control they thought they would 
try to get me off of the Premarin. Because all of a sudden, when I had my 
hysterectomy, my cholesterol seemed to have gone way out of control. 
 

At this time that the Women’s Health Initiative findings had just been released to the 
media and women and their doctors were reconsidering everything they thought they 
knew about hormone therapy. Dora found herself in a difficult position: 
 

I did very well with the hormones. But then when, with my cholesterol being out 
of control. … There’s so much vascular disease in my family. And there’s so 
much, y’know, in my family—my being diabetic. I was kinda hesitant [to stop HT], 
‘cuz I was always taught, hormones are good for your heart, as a female. All this 
media came about [saying HT might harm your heart]. And then I was having 
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problems with my cholesterol at that time, right after I had my hysterectomy. It 
just got way out of control. And I waited a whole year to make that decision, ‘cuz I 
knew that I would have hot flashes. 
 
It took Dora several years to taper herself off the HT. During this time, Dora was 

having hot flashes up to 16 times a day, as well as experiencing sleep problems, vaginal 
dryness and urinary tract infections, and mood swings including anger and depression. 
But what has disappointed Dora most about menopause has been the changes to her 
sexuality, especially vaginal dryness and a severe drop in her libido. While her 
symptoms have dissipated somewhat in the last few years, she is still experiencing them 
at lower—more manageable—levels.  
 Dora tells me that she remembers her mother having a very bad menopause, 
with hot flashes, mood swings, trouble sleeping, and irritability. Nevertheless, her own 
menopause has been harder than Dora ever expected. She tells me “I don’t know if I’m 
gonna ever get this regulated.” 

Striking about Dora’s narrative is that she describes her symptoms as 
“manageable” at this point, but she clearly laments that fact that she is not able to use 
HT to eliminate her symptoms altogether. In fact, when I ask her what advice she’d give 
to other women going through menopause, she says, “stay on [hormone therapy], if you 
are healthy enough.” Given the way Dora seems to pine for the relief HT afforded her, 
I’m surprised she hasn’t done more treatment seeking. She also has not tried many of 
the over-the-counter herbal supplements that appear to be the first course of action for 
so many women in this study. She has tried a few lifestyle changes, such as limiting 
caffeine intake and exercising in the evenings to help with sleep. She also tells me that 
she’s watching how well acupuncture works for her co-worker, Alicia.  

 
DORA: So, I’m waiting to see how her results are, ‘cuz, you know, she has a lot 
of hot flashes still.”  

JJT: Yeah. And she just recently started the acupuncture? So you’re kind of 
using her as a test case? 

DORA: YES! [Laughs.] To see how she does. … If she does well, I’m going! 

 
Kathleen: concern about osteoporosis and osteopenia 

Woods, writing in a pre-WHI environment, observes that the medicalization of 

menopause “encourages women to view themselves not as naturally healthy women in 

their prime, but as vulnerable to disease and disability” (1998, p. 345). If popular media 

and advertisements are to be believed, menopause is a period of extreme risk for bone 

loss and fracture. However, some women do not show a loss of bone density after 

menopause. And, while the rate of bone loss increases for many women around 
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menopause, after a few years it slows again (Barrett-Connor, et al. 2005). It is not until 

very old age, when individuals are less physically active and may have co-morbid 

conditions, that bone loss accelerates again. Furthermore, hip fractures, the most 

dangerous in terms of mortality risk, generally occur after the age of 70, when eyesight, 

balance, and flexibility also decline. Nevertheless, over the last two decades bone loss, 

like menopause itself, has been increasingly medicalized toward the aim of promoting 

pharmaceutical therapies for broad segments of society (Spiegel 2009)—a trend 

Moynihan and colleagues call ‘disease mongering’ (2002).  

As Barrett-Connor and colleagues observe, “Long before the estrogen-prevents-

heart disease hypothesis prompted widespread use of HT, the prevention of osteoporosis 

and fractures was the main indication for HT in women not seeking therapy for 

menopause symptoms” (2005, p. 124). And HT clearly improves bone density in 

postmenopausal women. The downside of using HT to increase bone density is that it 

must be continued to maintain the effects, and bone loss appears to accelerate when HT 

is discontinued. In light of the WHI findings, the FDA urges health care providers to 

consider other treatments before prescribing HT (FDA 2009). Other pharmaceuticals 

have filled that vacuum—most notably Fosamax, one in a class of bisphosphonates, non-

hormonal treatments aimed at preventing bone loss (Spiegel 2009). 

Without a doubt bone loss has become an embodied health risk that many women 

associate with the transition to menopause. In fact, many women in this study mentioned 

osteoporosis as one of their top concerns as they age, with several stressing that they had 

already been diagnosed with osteopenia, were taking pharmaceuticals to slow bone loss, 
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and were concerned about the progression of the disease over time. Nevertheless, 

concerns about osteoporosis and osteopenia do not seem to dominate menopausal 

subjectivity and few women dwelled on the issue over the course of the interviews. 

However, it appears that women associate osteoporosis with decrepitude, and a diagnosis 

of osteopenia leaves them feeling vulnerable to frailty and weakness. Consider the 

example of Kathleen: 

Kathleen: 
Kathleen—now 39 years old—began experiencing symptoms of menopause (hot 

flashes, night sweats, and mood issues) about two years ago, at the age of 37, the same 
age at which her sister went through menopause. In the same year she started having 
severe abdominal pain that turned out to be a number of concurrent conditions, including 
uterine fibroids. Since that time, Kathleen has had extensive testing and has tried all 
kinds of biomedical treatments (including prescription pain medications) and numerous 
CAM therapies (naturopathic treatment, acupuncture, and yoga) to manage the pain. In 
the last two months, Kathleen decided that the pain has become unbearable and she’s 
scheduled a hysterectomy for herself.  

Kathleen says that she didn’t expect that perimenopause “would be so bad.” Her 
sister never seemed to say much to her about the experience and so she assumed that 
it was “no big deal.” Only once Kathleen complained did her sister admit, “I know it’s 
awful!” Other than her sister, Kathleen has not really had any role models or sources of 
expectation about menopause. All her friends are her age, none have been through 
menopause, and she doesn’t relate to the current books on menopause because they 
are aimed at baby boomers rather than her younger generation. In short, Kathleen feels 
like menopause means that she is “getting old” and she says that she’s “in denial” over 
this fact. She explains, “I don't have any good associations with [menopause].  That 
sounds sad, but it's true. … Aging means the first step towards dying.  It means 
becoming slowly more and more unhealthy and less and less attractive.  God that's 
really sad isn't it?” 

Kathleen cites bone loss as one of chief concerns about aging—especially 
because of her early transition to menopause. She tells me: 

Just last night my sister called and said she has osteoporosis. … Just before you 
got here I was on the phone with my doctor making an appointment to have a 
bone density scan. So I'm really concerned about that because apparently 
osteoporosis is caused by-- or one of the causes-- or I don't know-- or starts, I 
guess, when you have your estrogen levels start to go down.  I'm concerned 
about that ‘cuz I'm going to live to be about 100.  So I've got another 60 years to 
go with these bones. So I'm concerned about that.  If you interview my sister 
she'll tell you what her doctor said, "If you were an 80 year old woman I wouldn't 
worry about this".  She's 44. [Laughing] So she's concerned. 
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Gail: finding positive transformation 

As illustrated by many of the above case studies, women’s embodied experience 

of menopause can be highly varied, among and even within women. While many women 

focused on the disruptions they feel menopause has caused in their lives, a small, but 

important, group of participants characterized menopause in decidedly positive terms: as 

a time for self-care, as an empowering stage of life, as a rite of passage or life transition. 

It should not be assumed that these women did not experience symptoms, however. 

Several actually experienced significant symptoms that disrupted their lives and required 

intervention. All the same, this group of women found menopause to be, overall, a 

positive change of life. Take the example of Gail, who exemplifies Mead’s notion of 

postmenopausal zest:  

Gail: 
Gail—a 59 year old massage therapist—describes her menstrual history as easy, 

with some vague discomforts, but no real problems. The onset of menopause was a 
different story altogether. Gail experienced terrible hot flashes: 

 
I would be hot and I would feel like ripping off my clothes and if I was in [an 
appropriate] situation I would.  … I was also teaching high school at the time. …  
And one day I was wearing a polyester blouse … and all of a sudden I was like, 
oh my god, and I couldn't breathe.  So I just gave an assignment… and walked 
over to the next room and said, "Judy I've got to go home".  And she said, "How 
long you going to be gone?" and I'd never done this. And she was so present. 
And I said, it would take me a half-hour. “I've just got to change my blouse.” And 
she went, "Your blouse. OK".  So I went home, I got some cotton on and came 
back and I felt better. 

 
Gail also experienced severe anxiety and emotional volatility: 

 
When I first started going through the changes my then-husband and daughter 
came to me and said, "You! It is hell living with you."  And I went, "What the fuck 
do you mean?"  It took me a day or two to cop that I had that attitude and maybe 
they had something, they had hit on something. So I did go and started, I'm so 
sorry I don't know the pharmaceutical names …  I started anti-depressants, anti-
anxiety.  I did the hormone replacement therapy. 
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Unable to tolerate “feeling like the living dead” Gail stopped using the anti-depressants 
and anti-anxiety medications, but continued the hormone therapy despite concerns 
about its safety. She explains: 

 
I'm hearing all this stuff in the news about HRTs and I'm thinking, “What is this?  
But if I don't then -- oh my god, my bones!” and fear, and fear, and fear, and 
anxiety.  … After a couple years I come back [to the doctor who prescribed the 
hormone therapy] and she would always ask me, “How are you doing?”  I would 
say, “Fine.” And I'd say, “But I'm hearing stuff.” And she would say, "Well it's up 
to you."  Well, you know, you doctors are nuts because it's like you know all this 
information, something happens to a human being. And then we come back and 
say, “What shall I do?” We need some direction or guidance and yet you won't 
give it to us because of god knows what reasoning you have.  After a while I said, 
“I'm not taking this stuff anymore because whatever good it's doing me, my 
anxiety and fear are interfering so much.”  She goes, "I'm so glad that you're 
stopping because I think that's the best".  And I said, “Why the fuck didn't you tell 
me?”  And she said, "Well."   And that was it. 

 
Despite the severe disruption that menopause brought to her life, Gail also says that 
“For me menopause has been an invitation to change.  An invitation to be my authentic 
self.  To find that authentic self.  To allow that authentic self.”  Seizing on the opportunity 
to transform her life, she left her husband, her job as a high school teacher, and her little 
town in the mountains. She’s moved to the city, revitalized her career as a massage 
therapist, and discovered a CAM practice called ‘continuum movement’—through which, 
she says, she is learning to take better care of herself and set aside her worry and 
anxiety. For the first time in her life, Gail has found friends to whom she feels deeply 
connected and with whom she can feel “unmitigated joy” and “deep laughter.” She really 
is truly a different person than she was just a few years ago. 
 
 
Menopause as “being well” 

Although the biomedical establishment acknowledges that most women transition 

to menopause without serious or disabling symptoms, few researchers have investigated 

the phenomenology of the “unproblematic” transition to menopause. In a study of 

women’s experience of “being well” during perimenopause, Mackey (2007) finds that it 

is not a lack of symptoms that is central to a woman’s experience of “being well” in her 

transition to menopause, but lack of disruption that these changes make to her life. 

Specifically, women who reported “being well” were able to maintain a sense of 
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“continuity” in their menstrual experience even as it changed and then ceased; they found 

the changes of menopause to be less significant than other life experiences; and their 

symptoms were limited to menstrual changes and hot flashes, with no psychosocial 

symptoms. In short, “for participants in this study, menstrual changes and hot flushes 

were recognized as signs that menopause was actually happening, but they were not 

experienced as problematic because they did not disrupt the familiar patterns and 

activities of the individual woman’s life. … Symptoms were experienced in the body the 

experience of living with symptoms did not disrupt embodied existence” (Mackey 2007, 

p. 46). 

 In this research study, I made an effort to recruit and include women with an 

unproblematic transition to menopause; however, it is not surprising that the majority of 

women attracted to participate in a study on menopause are those that feel they have 

something to say on the topic, not those for whom menopause was unremarkable. While 

most participants in this research found much of their transition to menopause easily 

managed, about one-third of participants framed their transition to menopause as virtually 

unproblematic. Like Mackey’s participants, the women in this study who framed 

menopause as an unproblematic transition had few symptoms and no emotional or 

psychosocial symptoms. They also frame the changes in their menstruation as trouble-

free. In fact, several said that they had expected menopause to be worse, and found 

themselves pleasantly surprised.  

However, several participants who describe themselves as “being well” through 

the transition to menopause also stressed that they considered themselves, and their 
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bodies, as “exceptions” to the norm for one reason or another. For example, Joan—a 56 

year old counselor—has a great deal of confidence and trust in her body. She keeps 

herself healthy through diet and exercise but also credits the women in her family history 

for good genetics and being good role models for healthy and resilient living. While she 

is a strong and empowered woman, Joan is also driven by her nurturing instinct: a key 

reason she keeps herself healthy is to be able to take care of her partner who is ill, and to 

be available to her children and grandchildren. She described her transition to menopause 

this way: 

Menopause was really easy for me. I think I had one or two hot flashes. I just- my 
periods started getting further apart, and I was tracking them and keeping track of 
them, cuz I’ve always been sort of interested in what my body does, and I guess it 
was over the course of a year or so that I just stopped bleeding, and it really was 
sort of a non-issue. I remember when I was, I think of my trip to Russia, because I 
went to see my doc before I went, and she was a lesbian doc, and she wanted to 
put me on Premarin, and I was really not happy with the pressure that she was 
putting on me, because I had no interest in being on hormonal therapy. I really 
have always believed that my body is an exception to a lot of rules, and that there 
was no need for me to be doing that. 
 
Whereas Joan was paying close attention to her bodily transition, Joy, an African-

American college instructor, was focused on finishing her PhD. Based on what she had 

seen in books, magazines, and other media, she expected the transition to menopause to 

be more difficult. But she described her experience this way: 

Well, I didn’t really know I was going through it, I mean, I only realized it 
afterwards. So I guess it was about a year and a half where I started doing the 
things like kicking off the covers and having periods that were lighter—light—
sometimes. They’d be heavy one time. Then they’d be light. And it’d alternate. 
But I did not associate it with menopause, because I was too busy. … I really, I 
just did not have to think about that and so I was, kind of, in the back of my mind 
wondering, “Well, I wonder what’s up,” but not really concentrating on it, 
because I had other things to think about. 
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Joy credits her African-American heritage with her nonchalant approach to menopause. 

She also told me that she doesn’t know anyone who has used HT, and that she finds it 

“neither relevant nor necessary.” 

 For her part, Brenda brings an alternative ethnophysiological framework to her 

embodied experience of menopause. As a Hispanic woman and Traditional Chinese 

Medicine (TCM) practitioner, she says that she does not view menopause as a “medical 

condition” in the least. She described her experience this way: 

Since I turned 40, I’ve had pretty small, scanty periods.  And I was treating 
myself because I didn’t think I was near menopause.  I thought I was just 
deficient. And so I was treating myself for—with herbs mainly— for blood and 
chi deficiency. Right. Probably at the end of last year, or during last year, I did 
have some night sweats, hot flashes every once in a while, but nothing-- It’s like, 
“Oh, I’m experiencing a hot flash!”  But nothing that concerned me, because I 
would just start on herbs or something. So nothing real severe and then, I just 
stopped.  I just didn’t have another period. 

 
 

Ambiguity 

 Before leaving the topic of menopausal subjectivity, it is important to address the 

issue of ambiguity in the embodied experience of menopause. Over the course of this 

study, many participants described difficulty in “making sense” of their bodily experience 

with regard to their expectations and/or what they had heard about menopause. For 

example, Dedra (from the hot flash case study above) described her uncertainty in 

making sense of her bodily experience when she experienced a resurgence of hot flashes 

after she stopped using HT:  

Now, about a year ago, I started feeling bad again. And I’ve been having hot 
flashes and all that, but when I talked to the doctor, … she said, “Well, no, you 
don’t go through menopause again. You only go through it once.” But, my 
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understanding is that some people don’t complete it. So, I guess, my question 
would be, if nothing else was wrong, did I finish menopause? See what I’m 
saying? I don’t know the answer to that. 
 

The uncertainty about whether and when the transition to menopause could be declared 

“finished” was common among women in this study, with many expressing a sense of 

vulnerability to a resurgence of symptoms that had abated.71 Other women, like Deborah 

(from the memory case study above), expressed uncertainty about whether they should 

attribute their bodily experiences to menopause or to other health issues. This was 

especially prominent among women with a history of depression or other mood issues 

and women with health conditions that are themselves ambiguous—like chronic pain and 

fibromyalgia.   

 Ambiguity of menopause figured prominently in many of my interviews with 

women who had had a hysterectomy. These women experience what Sievert calls “two 

kinds of menopause” (2006, p. 13): the cessation of menstruation at the time of 

hysterectomy (with continued ovarian function), followed by cessation of ovarian 

function (perhaps accompanied by vasomotor symptoms of menopause, such as hot 

flashes, night sweats, as well as vaginal dryness and sleep disturbances) around the time 

of “natural menopause.” Because these women do not have menstrual changes to mark 

the cessation of ovarian function, they expressed uncertainty about whether they could 

attribute phenomenological experiences (like hot flashes and night sweats, anxiety or 

irritability, sleep disturbances, changes in sexual desire or function) to menopause—or 

                                                 
71 I queried participants about whether they could identify any pattern in or trigger for a surge in 
menopausal symptoms. Although many told me that they felt their symptoms were completely 
unpredictable or random, many others cited stress, drinking alcohol, time of day, seasonality, and hormonal 
cycling as explanations for the ebb and flow of symptoms. 
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whether they should continue searching for another explanation that made sense to them. 

For example, Jackie told me that her primary reason for participating in my focus group 

was to “figure out whether I am really going through menopause.” Jackie had her uterus 

removed seven years earlier and is experiencing what she calls “typical” menopause 

symptoms—specifically moodiness and sweating. Her mother went through menopause 

in her early 50s and so Jackie wonders whether she is going through it now. Because of 

Jackie’s health and personal history—neck and back injuries leading to chronic pain; 

quitting alcohol a few months earlier; and upheaval in her personal relationships—she is 

not sure whether she should attribute her “symptoms” to “menopause or to life.” 

Furthermore, Jackie has an underlying fear that something more serious is going on in her 

body. She mentions, for example, that her mother had lupus and that she has been losing 

weight recently. She does not want to overlook a serious health problem by prematurely 

attributing her bodily experience to menopause. When I asked Jackie what would help 

her to cope better with menopause, she said “I need to know what is going on with me 

physically. I also want to know more about what I can do about it, and what the risks 

are.”  

 In fact, several women turned to tests of hormone levels to help reduce the 

ambiguity about whether they were in menopause. Cindy, who had a hysterectomy at age 

40, explained: 

 I always heard that if you had a hysterectomy it made it so your menopause could 
come earlier.  My mom’s hit her I think at around 40.  And so I wondered.  All 
these years I’ve wondered. “Is it here?  Is it here?”  And we did a blood test, I 
think last year.  That was on my request. And the doctor said, “No, your levels are 
still pretty normal.  And here I’m starting to feel subtle changes and wondering if 
I’m just going nuts, or feeling bad, or being too sensitive, or if it’s happening.  



 201

And so I asked for a blood test this year at my annual check up and my levels are 
looking a little screwy. And so rather than get upset about it, I was like, “Yes! 
Now I understand!” 
 

 Another group of women who express some ambiguity in making sense of their 

bodily experience around menopause are those using hormone therapy. Women using 

cyclical, estrogen-progestin therapy (EPT) that replicates the ‘normal’ 28 day cycle 

(similar to many birth control pills), may continue to have monthly bleeding due to their 

EPT regimen even though ovarian follicular activity has ceased.72 This group includes 

women who have had their ovaries removed (oophrectomy) and were put on EPT 

following surgery. In this case, women are less likely to experience hot flashes and other 

vasomotor symptoms because hormone therapy reduces or eliminates them. This scenario 

creates a degree of ambiguity around the embodied experience of menopause, because 

they may still perceive the monthly bleeding as a “regular” menstrual cycle, but also 

because they may face vasomotor symptoms later when/if they stop using hormone 

therapy (in accordance with current FDA recommendations). In other words, while their 

bodies have ceased ovarian activity, hormone therapy has masked the signs (changes in 

menstruation) and symptoms (vasomotor and other) of menopause. Assuming a woman 

eventually stops using HT, she will ‘experience’ menopause (i.e., the cessation of 

‘menstruation’ and, potentially, the onset of symptoms) at a time unrelated to the 

cessation of ovarian follicular activity.  

 Both of these contexts, which intensify the ambiguity surrounding the transition to 

menopause by disconnecting changes in ovarian function from changes in menstruation 

                                                 
72 Not all EPT regimens replicate the 28-day menstrual cycle. Some, like Prempro, are continuous, 
combined EPT and others have other patterns of estrogen and progestin. 
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and symptomology of menopause, are the result of 20th century technological 

interventions (hysterectomy and hormone therapy) aimed at regulating women’s 

reproductive lives. 

 

Conclusion 

In an era in which the body has become “a key site for work on the self” (Rose 

2001, p. 18), women’s menopausal subjectivity is best understood within the context of 

women’s other body projects and life priorities. What makes this historical moment 

different from what Kaufert and Lock  observed in the 1990s is that menopause can no 

longer be characterized as “a critical choice point” in women’s lives(1997). Rather, as 

this chapter illustrates, contemporary menopausal subjectivity is characterized by the on-

going re-evaluation of the impact menopause is having in a woman’s life—in context. As 

women’s complex lives go through changes and as “symptoms” ebb and flow over the 

course of the menopausal trajectory, women must continually reassess whether and how 

to “manage” menopause.  

Women who participated in this study represent a wide range of life 

circumstances and experiences. Consider the examples of Ann, the fitness instructor most 

concerned about the effects of bodily aging; Marsha, whose mother died young of breast 

cancer; and Dora, a nurse struggling to cope with ongoing hot flashes after stopping HT 

due to a spike in her cholesterol levels. The narratives they tell in this chapter foreground 

women’s different goals and aspirations at this stage of their lives—in their home and 

family lives, in their careers, and in their intimate relationships. As women move through 
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the transition to menopause, they carry with them their life projects and priorities, as well 

as their personal and family histories and their lifestyle practices—all of which bring 

meaning and significance to the embodied experience of menopause.  

As the case studies presented in this chapter illustrate, women are willing to cope 

with disruptions menopause can bring to many areas of their lives, but those that break 

their central rhythms73 can interrupt their sense of well-being and demand a response. 

Consider Dedra, whose nearly-constant hot flashes were threatening her ability to face 

the demands of a high-stress job and single parenting; Lori, a formerly solid sleeper left 

exhausted and frustrated by the sleep disturbances of menopause; and Irene for whom the 

changes in her sexual desire and function have disrupted her intimate relationship and 

threatened her sense of self, despite having a supportive partner. At the same time, some 

changes in bodily rhythms provide an opportunity for a welcome change. Women who 

have endured years of painful menstruation or monthly menstrual migraines say they look 

                                                 
73 In an effort to analyze the lived-experience of urban spaces, French sociologist Henri Lefebvre (2004) 
focused on the rhythms of everyday life and practices. Here, I extend Lefebvre’s observations to the 
domain of health and healing. When one experiences a sense of well-being, there is a constructive 
interaction among the many rhythms of our complex systems: (a) physiological rhythms like pulse, breath, 
digestion, elimination, sleep cycles, reproductive cycles; (b) cognitive rhythms like myth and metaphor that 
give order and meaning to life experiences and provide a framework for resolution of life’s problems; (c) 
social rhythms that structure work and play, and (d) practice-based rhythms we call habitus. Which 
rhythms matter most is an issue of local biologies: they are cultural as well as biological. When “in tune” or 
“concordant” these rhythms are taken for granted and barely recognized. Some variability in these rhythms 
is normal and healthy (e.g., heart rate variability, changes in respiration associated with exercise, sleeping 
in late on the weekend, 26 or 32 day menstrual cycles). Our complex systems absorb this variability in 
rhythm easily. And too little variability, as we’ve seen in recent studies on glucose control, can actually be 
harmful (Montori and Fernandez-Balsells 2009). However, massive deviation (e.g., heart palpitations, 
asthma attacks, diarrhea, constipation, insomnia, amenorrhea) breaks the rhythm and disrupts the 
coordination of multiple rhythms across the system. Breaks in cognitive rhythms (the inability to make 
sense of experiences or concepts within existing frameworks) lead to another form of arrhythmia: anxiety, 
uncertainty, despair, dread, a sense that the past does not predict the future. In short, we feel ‘out of sync.’ 
Interruption of the rhythms that matter is illness. Arrhythmia gets our attention and drives us to seek 
healing that will help us to re-establish rhythms, restore a sense of balance in the system (excerpted and 
adapted from Thompson, et al. 2009). 
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forward to the change in bodily rhythms that come with menopause. Some women frame 

changes to sexuality as the chance to re-think the centrality of sexual intercourse in their 

intimate relationships. Or, in the case of Gail who left her husband and job as a high 

school teacher to start a new career as a massage therapist, the break in her central 

rhythms catalyzed a total transformation and the establishment of healthier and what she 

calls “more authentic” rhythms.  

Finally, with the blurring of harm reduction and enhancement projects at the site 

of the body, contemporary menopausal women in the US have high expectations of 

looking good, feeling well, and functioning well during their transition to menopause and 

beyond. While these expectations are clearly related to the rise of neoliberalism, they also 

reflect a broader cultural shift of women taking care of their bodies in different ways and 

with different goals. This trend reflects, in part, the downstream effects of the Women’s 

Movement, out of which women have become more empowered to engage in body and 

identity projects for themselves. Nevertheless, in the post-WHI discursive environment, 

whether they are aiming to minimize physical or social risks they associate with 

menopause, or optimize their well-being and quality of life as they age, women find 

themselves on their own as they assemble and assess the information and make decisions 

about menopause management for which they will, ultimately, be held responsible. The 

next chapter examines this process.  
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CHAPTER 5: WOMEN’S WAYS OF KNOWING:  
INFORMATION-SEEKING AND DECISION-MAKING 

 

In the previous chapter, I examined menopausal subjectivity and the way that 

embodied experience of menopause intersects with prominent biomedical and media 

models of menopause and the broader context of women’s lives, including their life 

priorities and body projects. Unlike the previous decade, menopause management in the 

early 21st century requires an ongoing re-evaluation of the embodied experience of 

menopause and a re-assessment of whether and how to deal with experiences that are 

disruptive to the rhythms of women’s lives.  

During the 1990s menopause-related decision-making was dominated by one 

choice for women: whether to use hormone therapy (HT) for short term symptom relief 

and long term disease prevention. At this time, the decision to use long-term HT was 

touted by biomedicine as both the ‘rational’ and the ‘responsible’ choice because it was 

thought to protect women from serious chronic diseases as they age. Women who chose 

HT were participating in the collective “will to health” (Rose 2001) and exercising what 

O’Malley (2000) has called ‘enterprising prudentialism.’ At its peak, nearly one-third of 

women over the age of 50 were using HT (Kolata 2006b).  

By revealing unexpected risks of HT, the Women’s Health Initiative (WHI) 

changed the way women, and their doctors, approached the transition to menopause 

(Anderson, et al. 2004; Rossouw, et al. 2002). No longer should women be prescribed 

long-term hormone therapy (HT) for the primary prevention of chronic disease as they 

age (FDA 2003a). Women are still advised that HT is still the most effective way to 
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control vasomotor symptoms (hot flashes, night sweats, and vaginal dryness), but it 

remains unclear how seriously women should weigh the ‘risks’ of HT—especially when 

used for short term symptom relief. Some biomedical researchers and practitioners 

interpret the WHI results as proof of the dangers of HT and suggest that prudent, risk-

averse women avoid it if at all possible (Ettinger, et al. 2006; Krieger, et al. 2005). Other 

biomedical researchers, practitioners, and organizations including the North American 

Menopause Society (NAMS) and International Menopause Society (IMS) view the WHI 

itself as flawed, they reinterpret the results as potential evidence of a “window of 

opportunity” for maximizing benefit and reducing risks of HT, and advise women that the 

risks of HT were terribly overblown by the media(NAMS 2007; NAMS 2008; Pines, et 

al. 2007a; Pines, et al. 2007b). They argue that media outlets continue to capitalize on the 

news value of this ongoing debate.  

In addition, the last decade has seen an explosion of complementary and 

alternative medicine (CAM) in the US. Women entering menopause today have options 

that a previous generation did not even know existed. Despite the proliferation of 

alternatives to conventional HT, the evidence base for these options remains poor 

(Kronenberg and Fugh-Berman 2002; Newton, et al. 2006) and, in the case of 

“bioidentical” HT, controversial (Patsner 2008).  

Contemporary menopause management takes place in a contested domain where 

the ‘rational’ and ‘responsible’ choice is unclear—even to those who try to make a 

rational calculation of risks and benefits. Post-WHI, the vestiges of paternalism in 

menopausal management are disappearing because health care providers are often as 
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uncertain as lay persons with regard to the best way for women to deal with menopausal 

symptoms. What was once clear cut—at least to biomedical researchers and providers—

is now muddied. In this confusing information environment, women must make their own 

decisions and bear responsibility for them. Although they voice discontent with the new 

status quo, women in this study generally assume this responsibility.  

In this chapter, I explore the ways women navigate these uncharted waters. I 

examine women’s ways of knowing—that is, how women approach lay and expert 

sources of information and embodied knowledge as they engage in the process of 

menopause management. It should be emphasized that menopause management is an 

ongoing process—an unfolding that accompanies the lived-experience of menopause in 

the context of women’s lives. It is not a one-time, singular decision—as it might have 

been a decade ago. 

Central to this discussion is the issue of trust—that is, a sense of confidence and 

reliability, and a key component of late modern risk society (see Giddens 1990, pp. 29-

36). Pervasive discourses of risk and the proliferation of conflicting expert knowledges 

has created a context of uncertainty and doubt on the part of women faced with making 

decisions about menopause management. In response to these ‘crises of trust,’ women are 

more skeptical of the information coming from formal sources and rely more heavily on 

personal and informal sources for information, advice, and support. At the same time, the 

notion of trust implies a certain degree of personal responsibility for assessing the 

reliability of the source itself. I take these issues up below. 
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What’s Known about Menopause-Related Information-Seeking?  

The vast majority of literature on women’s menopause-related decision-making 

reports on studies of women deciding whether or not to use HT. This perspective is not 

surprising given that HT-use is clearly the most debated and most controversial decision 

related to menopause management, and as I discussed in detail in Chapter 3, our Western 

understanding of menopause emerged hand-in-hand with the advent of HT as a 

biomedical technology.  

Most studies generally agree that, although women seek information from a wide 

range of expert and lay sources, their primary sources of information or advice about 

menopause (and menopause management) tend to be their physicians (Huston, et al. 

2009; Singh, et al. 2007; Wathen 2006).74 However, Wathen (2006) also finds that the 

kinds of information women were most likely to seek varied according to the type of 

menopause decision they were making. Physicians were the first source of information 

for most women making decisions about whether to start or stop using HT (60% and 

66%, respectively), although participants stressed that information about stopping HT use 

was lacking. Women considering CAM therapies turned primarily to health food stores 

(21%), then to friends or family (16%), and thirdly to physicians (14%). Furthermore, 

Huston et al. (2009) found women’s trust in information from health care providers 

varied according to HT use: never-users of HT rated health care providers as significantly 

less trustworthy than current HT users. Given that health care providers are the 

                                                 
74 Reporting on a pre-WHI, NAMS-commissioned telephone survey, Kaufert et al. (1998) find that 50% of 
women name media sources (especially magazines, named by 35%) as their primary source of information, 
with health care providers coming in a close second (49%).   
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gatekeepers of HT, it is not surprising that women considering this course of action are 

more likely to turn to their health care providers for information and advice, and that 

those who decided to use HT have a higher degree of trust in these providers. 

In a UK, web-based survey, Cumming et al. (2007) found that most respondents 

said that they did not know enough about HT and alternative therapies (73% and 85% 

respectively) to make an informed choice, and yet 75% said that were ‘in favor’ of HT 

and 95% said they would try alternative therapies before HT because they believed them 

to be more ‘natural.’ Interestingly, Stephens and colleagues (2004) find that women do 

not tend to rely on epidemiological risk ratios to make decisions about HT use. Women 

find it difficult to locate themselves within risk profiles unless they are clearly identified 

as ‘at risk’ for a particular disease. Thus, while women may have some awareness of risk 

data, they are relying on other resources for decision-making. It is important to stress that 

women are not “ignorant” of risk data. Rather, they find it difficult to apply this kind of 

information to their own lives and circumstances, or they have decided that this data is 

irrelevant to them. Welton and colleagues (2004) emphasize that women’s HT decision-

making is highly personal, and influenced by the lived-experience of menopause, 

personal and family histories of disease, and the advice of family, friends and trusted 

practitioners. Women who were using HT overwhelmingly cited quality of life concerns 

as the basis for their decision. 

In short, the literature on menopause-related information-seeking suggests that 

women seek out formal and informal sources of information, but rely most heavily on 

their physicians for HT-related decision making. Wathen (2006) suggest that this 
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indicates an “informal-to-formal continuum” of women’s help seeking, in which women 

first access social resources to validate their experience, then draw on more formal 

sources of information (like books and seminars) to gain broader knowledge, and finally 

engage with physicians. I would suggest that this interpretation inherently privileges the 

decision for HT use, which requires the physician as gate-keeper over other decisions 

which may not require the participation of a “formal” information contact. 

 

What does this study add? 

Unlike most prior studies on menopausal information-seeking and decision-

making, this study does not privilege the decision whether or not to use HT over other 

menopause management decisions. Nevertheless, HT-related decisions were a major 

topic of conversation in many interviews. Women were also invited to discuss, in detail, 

their thoughts about using or avoiding CAM therapies and lifestyle strategies. These 

open-ended discussions about the process of deciding how to manage menopausal 

disruptions allowed for an in-depth exploration of the sources women relied upon for 

information, as well as social support, in the course of decision-making.  

In addition to open-ended, in-depth discussions of their decision-making process, 

ethnographic interviewees participated in a card sort activity to identify the sources of 

information they found useful in their efforts to manage menopause. Cards for this 

activity included: news sources, TV programming, magazines, books, the Internet and 

podcasts, health professionals, pharmacies and pharmacists, health seminars, health food 

stores, friends, and one’s mother, sisters or other family members, and partner. This 
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activity also served to stimulate discussion about the relative trustworthiness of these 

sources. The kinds of information women deem important was also a central topic of 

discussion in focus groups. 

As in previous research, participants in this study consulted multiple sources for 

information about menopause. Although they generally accept personal responsibility for 

collecting and assessing information, many participants also express skepticism and 

mistrust of much of the information available to them. Thus, it appears that much of the 

information they come across does not greatly influence the decisions women in this 

study ultimately make about how to manage the disruptions they associate with the 

transition to menopause. In this section I examine four broad “ways of knowing” that 

influence women as they go through the process of collecting information and making 

(ongoing) decisions about how to handle menopausal “symptoms”: expert knowledges, 

information filters, social networks, and embodied knowledge.  

 

Expert Knowledges 

Giddens asserts that “the nature of modern institutions is deeply bound up with 

the mechanisms of trust in abstract systems, especially trust in expert systems” (1990, p. 

83, emphasis original). Despite uncertainty, doubt, anxiety and skepticism toward 

institutions and experts on the part of lay persons, we still rely heavily on institutions and 

experts as a central source of knowledge and information for how to resolve this 

uncertainty. To be clear, while biomedicine and science may be reflexively viewed as the 

source of risk discourses about menopause, as well as the source of uncertainty and 
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anxiety due to disagreement on the part of experts about the risks and benefits of HT, 

biomedicine and scientific research still emerge as the central means of generating new 

knowledge about menopause and symptom management options.   

While many participants in this study voice a high degree of skepticism and 

distaste for conventional medicine (typically, frustration with the US medical system and 

the idea of the pharmaceutical ‘quick fix’), in practice nearly all participants said they 

pay attention to health information generated by conventional medical sources and many 

have turned to biomedical practitioners for help in managing their menopausal 

experience.75 This paradoxical relationship was expressed by Peg, a physical therapist 

using bioidentical HT. She said: 

I try to pay attention to anything they come up with. I try to be as informed as I 
can, cuz I don’t trust the medical field to be informed after [the WHI]. And I don’t 
trust them to necessarily care, unless I know the doctor personally and I know that 
they’re really intelligent and that they really have integrity. 
 

As Peg made clear, she differentiates between biomedical science as a source of 

information that she values (despite the contradictions) and her dissatisfaction with 

biomedicine as a system of practice that she uses nonetheless.   

 

                                                 
75 A large percentage (40.2%) of women participating in the ethnographic interview and focus group 
segments of the study currently hold or previously held jobs in the health sector. Five women perform 
menopause-related healthcare (although not exclusively) across a broad range of healthcare modalities, 
while another 27 provide non-menopause related medicine/nursing or perform other broadly health-related 
work. Many of these women use their ‘expertise’ in the health field to inform their understanding of their 
bodily experience, their information-seeking process, and their treatment-related decision-making. When 
asked what sources of information they found most valuable, many of these participants said they look to 
the medical literature, which they accessed through journals or the internet. While this was most prevalent 
among those participants who also perform menopause-related health work, other health workers also drew 
upon their access to professional information and other professionals with more knowledge about 
menopause than themselves. At the same time, several female practitioners interviewed also self-identified 
as post-menopausal or in the transition to menopause. Many of these practitioners drew upon their personal 
experience with menopause to talk about their clinical practice. 
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Health care providers 

When I asked participants in this study where they turn for information or advice 

about menopause, corroborating the finding of other studies, they most frequently named 

health care providers. Stopping here, however, misses several critical points for 

understanding why women turn to health care providers despite skepticism and 

resistance:  

First, biomedical providers have the authority to validate bodily experience and 

provide access to pharmaceutical therapies. For women like Amanda, Deborah, and 

Marsha (all profiled in the previous chapter) who have deep-seated concerns that their 

menopausal symptoms might be a sign of “something serious,” health care providers can 

order tests that confirm menopause and rule out other health problems, and they can offer 

women reassurance that their experiences are a “normal” part of menopause.  

Furthermore, as gatekeepers for pharmaceuticals, biomedical providers can also 

offer women relief—generally in the form of hormone therapy—from some of these 

physical disruptions. Lori, profiled in the last chapter for her struggle with severe sleep 

disruption, illustrated this point: 

[My] doctor said, “You can’t keep up these birth control pills forever.” And then I 
thought, well, I’ll just try nothing for a [while]. [laughs] …Well, that lasted about 
one month I think, and then I came in to see her again and I said, “I’m in misery,” 
and she said, “You don’t look nearly as bad as some of my patients.” She said, 
“They come in, they burst into tears,” and I said, “Well, I’m just exhausted.” It 
was really, it was the lack of sleep that was the main thing. And … so then she 
said, “Let’s try hormones,” and then she put me on whatever the lowest dose of 
whatever it is, which has done probably 80 percent of the trick. 

 
Interestingly, as I observed in previous work on dietary supplements (Thompson and 

Nichter 2007), women also named their health care providers as the source of specific 
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recommendations for alternatives to hormone therapy—especially herbal supplements. 

For example, for four years Amelia was been taking HT prescribed by her doctor in 

Mexico. Amelia told me that her new health care provider in the US has recommended 

that she try to wean herself from the HT by using an herbal product (instead of the HT) 

every other day. She explained it to me in this way: 

AMELIA: But the doctor … she give me another option, the natural- 

JJT: Oh, a natural option? 

AMELIA: Yes, the hormones naturals? Hormona orgánica, it changed the 
medicine for the naturals hormone. [She shows me a prescription sheet with the 
name of an over-the-counter herbal supplement written on it.]  Because maybe, if 
I take my hormones … because- it’s chemicals, yeah, maybe then, for four or five 
years, I can have the riesgos? Riskes? 

JJT: Risks, rising risks. 

AMELIA: Yes, a heart attack, or I don’t know what is in English, when they 
derrame [stroke], explode- 

JJT: Oh, a stroke? 

AMELIA: Yes. Or cancer.  

 

Considering that most studies indicate that patients tell their doctors about the use 

of CAM less than 40% of the time (Eisenberg, et al. 1998; IOM 2005a), the finding that 

biomedical health care providers are frequent sources of these recommendations is 

striking. What this indicates is that despite concerns regarding the safety of HT and 

skepticism toward scientific information, women have been socialized to consult their 

health care providers for recommendations regarding the management of menopause. In 

response to the WHI findings, it appears that health care providers have sought 

alternatives, including dietary supplements, to recommend to women dealing with 

menopausal symptoms. (This issue will be taken up further in Chapter 7.) 
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Secondly, the health care providers women most trust are not always biomedical 

providers. In light of the proliferation of CAM over the last decade, several participants 

named CAM providers—naturopaths, chiropractors and acupuncturists—as their key 

information source. For example, Linda was considering switching from conventional HT 

to bioidentical HT. Although she had a biomedical primary care provider (PCP), Linda 

privileged the perspective of her chiropractor. When we started talking about her most 

reliable sources of information, she mused: 

What I think I might do is check-- I would check with my chiropractor and ask 
what he thought about bioidentical hormones.  I mean, he probably doesn’t really-
- that’s not his area but he might-- I trust that he is so into understanding health 
issues that he probably would be-- I would trust his opinion. 

 
That women sometimes value the information and advice from CAM providers over their 

biomedical providers speaks to the skepticism women feel toward the biomedical 

approach to managing menopause following the WHI, as well as the broader 

dissatisfaction women feel toward a medical system that tends to pathologize and 

medicalize women’s bodies and manage them through pharmaceuticals. CAM 

providers—distanced from the fallout of the WHI by an alternative ethnophysiological 

framework and practice—may be better situated to earn women’s trust on menopause 

management. Finally, women who rely on CAM providers may frame menopause 

management as an issue of wellness—rather than illness, for which they are perfectly 

content seeking biomedical treatment. 

 



 216

Perhaps the most important point is that women rely on particular—not generic—

health care providers who have earned their trust. For example, Diane, a 47 year old 

pediatrician, used birth control pills for 20 years to manage painful menstruation from 

endometriosis and expected to continue using hormones through menopause. She told 

me, “I was very negative about it, about menopause, I was afraid of it. I was wanting to 

prevent it.”  

When she asked her gynecologist whether she should stop the hormones when she 

got to menopause, he told her, “Absolutely not. … Why go through that if you don’t have 

to?!” However, when the WHI findings came out, Diane paid attention. She said: 

I discussed that with [my gynecologist] again, because he’s my main source of 
info this way, and his opinion was that the Women’s Health Initiative that did that 
whole HRT study was overblown. The results were overblown. And they never 
shoulda stopped the study. And he does not change his practice at all based on the 
study. 

 
It wasn’t until after Diane had a dangerous blood clot that sent her to the emergency room 

that she reconsidered her gynecologist’s advice. She credited her PCP (not her 

gynecologist) with helping to ‘normalize’ her perspective on menopause. She explained: 

So, a total attitude readjustment happened when I spent an hour with my [primary 
care] doctor… and she [my PCP] said, “I don’t put women on hormone 
replacement. I mean, they have to have really horrible issues.” And I said, 
“Really?” So we talked about this, and she said, “Well, it’s a normal thing we all 
go through.” So she really helped me readjust my attitude, but it wasn’t until then 
that I did it. 

What is important about this example is not simply that Diane received different 

information from a different practitioner. The difference, in this case, is in the 

relationship between Diane and her PCP (Laidlaw, et al. 2007; Tallman, et al. 2007). In 

the following extended quote, Diane described this interaction, insightfully compared it 
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to her interaction with her gynecologist, and reflected on what it means for her own 

practice as well. 

[My PCP]’s a woman, and she kinda shared personal information with me about 
her own life, which always helps. And … she spent time with me, it wasn’t-- 
Again, I’m trying to learn that from a physician’s standpoint, too-- She wasn’t in a 
hurry to leave.  

[My gynecologist, on the other hand], his rooms were full, and he gave me the pat 
answer, even though it didn’t feel individualized for me, even though they were 
individualized questions… 

I still had fear about [menopause], but [my PCP] put it this way: “Menopause is a 
discrete amount of time. And you’re gonna get through it. No matter what 
happens during those years, you’re gonna get through it, and you’re gonna come 
out on the other end over it. We all do. So, you know, if you wanna try some 
things in the interim that might help, do those, you know, talk to me if you wanna 
talk to me about that, but I really think that you need to get off the hormones.” 
And instead of her starting that conversation with, “You need to get off the 
hormones,” or, “You can just stay on them the rest of your life,” it was an in-
between, explained with good common sense. It wasn’t even a medical-- She just 
gave me-- It was a good connection I had with her, and a personalized one, too. 
And she listened to my fears and took them seriously.  

So it’s funny, because I’m a physician, I guess what I’ve learned out of all this is 
how important it is what these people (that you consider experts) are saying to 
you, because they can shape the major decisions you make! What if I had a 
different PCP who agreed with my GYN? Well, I don’t know. I was really afraid 
by the whole possible clot thing, but she pushed me over. I walked out of her 
office, the decision was clear to me. I didn’t agonize it over at all. I just threw the 
pills in the trash. Never took another one. I said, “Should I wean myself, should 
I?” She goes, “Toss ‘em.” [So I] tossed ‘em. It was empowering! 
 

Diane described an interaction in which her PCP responded to her physical and social 

vulnerabilities in a way that allowed her to feel confident in her physician’s 

recommendation and empowered by her own decision—a rarity in this study.  

 

Although many participants named their health care providers as important 

sources of information, many also cited negative experiences with practitioners that 
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motivated them to seek care elsewhere. While these stories were prevalent across all 

ethnicities, women of color had the most dramatic narratives about their experiences with 

biomedicine. Consider the experience that Lindy recounted in a focus group of African-

American women: 

You have to be sophisticated enough to wanna go to a doctor. I mean, this is 
what the deal is for black women and black people. You know, what you have 
here [she gestures around the room], is a relatively educated group of women, 
OK? Now, …I’m not a big go to the doctor person, OK? The only time my doctor 
even touched upon menopause for me was, I was bleeding very heavily. Was goin 
to the University, doin these studies. They advertised a study in the paper, and 
said, “Oh, you know, come do this, and we’ll give you all of these tests for free.”  

So, I went, and I went to the University, and had the uterine sonogram, and 
blah blah blah, and all kinds of stuff. And they were tellin me stuff my regular 
doctor never said anything to me about. And, immediately, they wanted to give 
me a hysterectomy. They shot their surgeon right on in there, as soon as I got 
through with those tests. “Ah! You need a hysterectomy. And not only that, why 
we don’t just take your whole uterus? Cuz, that way, these fibroids that we see 
down there, that’s makin you have this blood, you won’t have to worry about 
nothin. You won’t even have to worry about cancer.”  

So, I’m like, “Whoo! This is more than I bargained for!” [laughter in the room] 
I wasn’t tryin to come in here- and I mean, they do it, like, very fast. Soon as you 
take that test, here comes that surgeon. And it’s not even my doctor. So, I said, “I 
have to think,” you know.  

So, when I got home, the doctor called me. And it’s weird when the doctor call 
me. [laughter] This doctor that I don’t even know called me! [laughter] … He 
said, “We’re gonna call in a prescription. Where do you want it?” … So, I went, 
and I got the prescription, but my mind said, “You need to make an appointment 
with your regular doctor.” You know, see what’s goin on here.  

So, I go to my regular doctor, who was a woman … and I told her, I said, “Oh, 
I went to this thing, they gave me a uterine sonogram, they told me about the 
fibroids, they wanna take my uterus, and they gave me this medicine.” And so, 
she says, “Where is your [prescription]? Where is it?” And so, I handed it to her. 
She looked at it, walked over to the wastebasket, and threw it away. [laughter] 
…She turned to me, and she said, “You’re going to be going-” she says, “How old 
are you? … You’re gonna go- by 50, you’re gonna go through the change of life, 
and this won’t even be a concern.” 
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The key point here is that “experts” are more than mere sources of formal, 

objective information. They are what Giddens (1990) refers to as “access points”—the 

point of connection between the individual and the abstract system, where trust in the 

system can be built or dismantled depending on the representative’s performance. The 

experts that women in this study cite as influential sources of information and advice are 

those that have earned their trust—either over time, by demonstrating knowledge, or 

through particular interactions, like Diane’s and Lindy’s experiences with their PCPs. 

What is clear is that women do not simply want ‘the facts’ from their health care 

provider. For the most part, women in this study were quite comfortable accessing this 

kind of dry information online, in books, and elsewhere. Women want a provider who 

can help them interpret these facts, and apply them to their particular life 

circumstances—including their personal and family health histories, their symptom 

experience, and their other life priorities.76 And women want this help from someone they 

trust. Thus, health care providers have an important role to play in helping women make 

sense of the facts that they can readily access from news outlets, on the Internet, in books, 

and elsewhere.  

 

Filters 

Without a doubt, participants in this study pay attention to health information 

circulating in the news media as well as popular books on menopause and, to a lesser 

                                                 
76 A number of computer- or Web-based decision aids are being developed to help provide individualized 
information about the risks/benefits of HT use based on the findings of recent clinical trials (Col 2007; Col, 
et al. 2007; Saver, et al. 2007; Schapira, et al. 2007). 
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degree, information in magazines. Despite being heavily targeted by advertising 

campaigns, women in this study expressed a great deal of skepticism and distaste toward 

advertisements and denied being influenced by them in their decision-making process. 

That said, some women admitted to paying attention to marketing claims that reinforced 

information they had come across elsewhere.77 

Because women in transition to menopause are operating in an environment 

saturated by information that is frequently contradictory and difficult to reconcile with 

embodied experience, many participants in this study relied on information ‘filters’ to 

shortcut information gathering and assessment. Women cite media filters: CNN for news, 

websites like WebMD, the Mayo Clinic, and books and articles authored by integrative 

medicine doctor Christiane Northrup and even herbalist Susun Weed. But the most 

influential were personal filters (friends, relatives, health care providers) in whom they 

trust to help validate their bodily experience and discern the quality and relevance of 

information for them. 

 

Personal Experts 

An overarching skepticism toward biomedicine and the commodification of 

health, combined with the reflexivity that one cannot really opt out of the system entirely, 

means that many women are searching for a trustworthy source of biomedical 

information and advice. Interestingly, the sources of information and advice about 

                                                 
77 While Schudson (1986) argues that advertising is only one of many influences on consumer behavior, he 
stresses that individuals with less access to alternative sources of information—generally, those socially or 
economically disenfranchised—are more vulnerable to advertising claims. 
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menopause deemed most influential by many participants were frequently those that were 

simultaneously formal (professional or “expert” resources) and informal (personal or 

“lay” resources). As an example Roberta, a 48 year old Hispanic educator, said: 

When I started to ask more questions about the menopause and that kind of thing, 
my acupuncturist-friend is the one who-- is the only one actually-- that has ever 
really explained the entire process because I was under the belief that… we, as 
women, have to take hormones because that’s just the way that our bodies were 
and that was something that our bodies needed to have to continue. Whereas, the 
way she explained it is like, “No, this is just a natural process that your body goes 
through. And people only take hormones so that they can alleviate the symptoms, 
the severity of the symptoms.” 

The examples of this go on and on: Janet called “my sister who is an Ob/Gyn Nurse 

Practitioner.” Diane got advice from “an internal medicine friend in Denver who is one of 

my best friends.” Christine turned to her “friends who are nurse practitioners … 

midwives” when she has questions about menopause. Rosa trusted a psychologist who is 

also her ex-boyfriend. And Sydney relied on “my girlfriend … who’s actually a doctor.” 

Unlike other formal information sources (such as healthcare providers, news and 

scientific reports, books, internet information, etc.), which evoked skepticism and doubt 

about the personal relevance of information for participants, and other informal sources 

(such as friends and family members), which were judged relevant or irrelevant on a 

case-by-case basis, participants deem the advice and recommendations from these 

“personal experts” to be both professionally sound and personally relevant. In other 

words, because these sources combine professional expertise with personal investment in 

a friend’s well-being, women trust the advice of professional-friends in a way they do not 

trust the advice of professionals or friends, alone. Deborah, profiled in the previous 
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chapter for her memory struggles, described the dual positionality of the personal expert 

in her explanation of why she is comfortable using bioidentical HT. She said: 

I would not try pharmaceutical hormones, but bioidentical ones, I’m totally OK 
with. … I feel like they’re safe. I mean, I feel-- From what I’ve read-- And I trust 
[my naturopath-friend] so much, and she’s just so up on everything and all the 
studies. And maybe I trust her too much, but I really, I really trust her as a very 
thorough, good woman’s naturopath. And I don’t think she-- I mean, I know she 
would not be doing anything that would ever hurt people that she cares about. So, 
I trust her totally. In that realm. And she did say, when she put them on, “This is 
not something you’re gonna be on for the rest of your life. You know, for a couple 
years to get through this hard part.” 
 

Notably, sometimes the tie between women and their “personal experts” appears 

tenuous—but the kinds of personal experts to which women have access is indicative of 

social status and access to expertise. Nevertheless, women draw upon whatever access 

they have in order to find recommendations that they can act upon with some sense of 

confidence. Consider the following example in my conversation with Carol, a 54 year old 

Jane-of-all-Trades: 

JJT: Is there a particular [health food store] that you trust? 

CAROL: Yes. I’ve been going to that “Life whatever it is.”  

JJT: Oh, New Life? Mhm. 

CAROL: And, AB used to work there, so I kinda trust that. AB is [my 
boyfriend]’s daughter number one’s husband’s mother. The mother-in-law to 
daughter number one. And she worked there, and she recommended a lotta stuff. 

 

Within media-saturated modernity, some celebrities are perceived as “personal experts” 

as well. Oprah Winfrey is the most prominent example of this by far. For example, 

Susan, a University professor, cited Oprah to reassure herself and make sense of her own 
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bodily experience when her doctor expressed concern about her symptoms during 

perimenopause. She explained:  

[My doctor] didn’t really see heart palpitations as a very common, kind of, 
symptom of menopause. Although, in the literature it’s commonly cited. So I was 
kind of confused by that. I remember at one point I told her, “Well I saw it. I 
don’t understand why you think this is not a symptom of menopause—why you’re 
so concerned about it—because I’ve even seen people, women, talking about it on 
Oprah.” [laughs] … You know. I was like, “I saw it on Oprah!” [laughs] And I 
couldn’t believe that I said that, you know. 
 

Similarly, Marsha, who had her uterus removed years earlier and is currently 

experiencing symptoms of menopause, found that Oprah’s experience helped validate her 

own unusual bodily experience:  

It was the most bizarre thing ever. And I didn’t really ever pursue it. I mean I 
could of gone to the internet to look it up but my sister (who’s been retired for 
quite some time and is an Oprah fanatic) … said “Oprah has itchy boobs, and 
Oprah’s doctor told her that that was a sign of menopause.” So I took from my 
sister, taking it from Oprah. 
 

Health celebrities like Drs. Christiane Northrup and Andrew Weil were also repeatedly 

invoked by participants. With repeated exposure to these health celebrities in the media, 

women feel like they know them and can trust their recommendations and advice. For 

example, when I asked her what kind of advice she would give to someone just entering 

menopause, Peg said: 

Get really good information, find out who the good people are in your area that 
really know what they’re doing. Ask anybody. Don’t believe everybody—but if 
you can find someone that’s had a good experience with the medical people, go 
try them. It’s really-- The most important thing is to find the right medical help, 
and get the right medical support that you need. It’s easier now, but women still 
get shunted off, so you need to be self-informed. I think that’s the most important 
thing. Read Dr. Northrup. Call Dr. Northrup. She’ll help you. 
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Nevertheless, other celebrities—most notably Suzanne Somers, actress and author 

of numerous books on diet, weight loss, as well as several bestsellers on bioidentical 

hormone therapy—do not appear to pass the credibility threshold for most participants in 

this study. While a number of participants mentioned Somers and noted that they had 

read one of her books on bioidentical hormones, most tended to disregard her enthusiastic 

health claims. For example, Pamela, a 54 year old Hispanic city administrator, said: “I 

read that book from Suzanne Somers. What’s the book? The title didn’t fit the subject.”  

JJT: Is it The Sexy Years? 

PAMELA: Yes… that’s it. [laughs] … You know, I thought, “I don’t know if I 
trust her. What makes her--?” You know, she’s this blonde airhead, but [it] looks 
like she did a lot of work too. One of my friends now has gone to the doctor that 
she went to, and she hasn’t had the same experience that Suzanne had and I said, 
“Well that’s because you’re not movie star.” [laughs] 

 

Women’s Social Networks 

 As I have observed elsewhere (Thompson and Nichter 2007), much of what has 

been written on medical decision making has focused on the deliberative process between 

patients and practitioners. However, decisions (about how to manage health conditions, 

what therapies to try, how to use them, and for how long) frequently take place within 

household and social networks—what medical anthropologists have referred to as 

“therapy management groups” (Janzen 1987; Nichter 2002).  

 Women are the primary consumers of health care, and they are often the health 

care managers in their families (Kaufman, et al. 2002; Umberson 1992). In a study of 

women’s health care decision-making processes across the life-cycle, Brown et al. (2002) 

found that women, in an effort to be actively engaged in decision-making, relied heavily 
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on their social support networks. Women’s social networks are strong in this study, as 

well. As the following section illustrates, while the exchange of menopause-related 

information within women’s social support networks (especially among family, friends 

and partners) does not appear to greatly influence the decisions women make about 

menopause management, it serves as an important source of reassurance to women 

transitioning to menopause. Furthermore, the exchange of information, recommendations, 

and advice acts as an idiom of concern—demonstrating women’s care and concern for 

one another (Nichter and Thompson 2005; Thompson and Nichter 2007).  

  

Family members 

Many participants in this study cite their family members—mothers and sisters, 

primarily—as important sources of bodily knowledge about menopause. Although many 

report significant contextual differences78 to account for in their menopausal transition 

versus other members of their family, women specifically mention their genetic similarity 

when explaining why they find their mothers’ and sisters’ experiences useful and relevant 

to their own expectations for menopause (c.f. Dillaway 2007). For example, during our 

discussion of information sources, Stephanie referred to her mother and explained, 

“[She’s] very useful—because I figure we share the same gene pool. So it might be 

something, although she’s much different than [I am]. I think my mom is a good resource 

from a more personal point of view.”  

                                                 
78 Many women cite differences in their lifestyles and health behaviors, as well as differences in the 
significance of menopause to self-identity (femininity, sexuality, aging, etc.) and the use of biomedical 
technology (hysterectomy or use of HT). 
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Dillaway has observed that women refer to their mother’s experiences of 

menopause as a “benchmark” for their own transition (2007, p. 91). While most 

participants in this study did not view their mothers’ and sisters’ experiences as 

predictive of their own, women did use their family members’ experiences as a gauge for 

what they might expect with regard to the timing of the onset of menopause, what 

symptoms they might experience, how severe their symptoms might be, and how long the 

transition may last. For example, when I asked Bev, a 49 year old nurse-midwife, 

whether her experience fit with her expectations, she explained, “Well I certainly didn’t 

expect to bleed for 6 or 7 years constantly.  But I kind of expected the intense hot flashes 

because my mother has been suffering with them for years, and years, and years. She’s 73 

and they’ve never gone away.”  

In addition, several participants described extrapolating expectations for their 

menopausal transition by reconciling their mothers’ and sisters’ experiences with the way 

they view themselves vis-à-vis these family members. Marsha framed her expectations in 

this way:  

My “mom”—who is [really] my aunt—I remember her going through menopause 
and … she would get really red from the neck up and her ears would get really red 
and she would break this like drippy sweat and her hair is probably half as short 
as yours but it would get all wet and matted together. And it was just and that’s 
what I remember. And I remember her being cranky … I guess she had no 
patience. … 

JJT: So did you think that was what you would be like? 

MARSHA: Yes, that’s what I expected. And my sister had that to a certain extent. 
She definitely had the hot flashes, the red in the face. … But it wasn’t like she had 
2 or 3 a day. She had maybe 5 a week. So when I saw her managing the 
symptoms, she would even say, “It wasn’t that bad. I’ve seen people go through 
much worse. It wasn’t that bad.” So I think that influenced me to say, “Well if L’s 
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weren’t that bad, then God knows mine won’t be that bad. ‘Cuz she’s more 
delicate. I’m tougher than that, so clearly mine won’t be that bad.” 

 

 Beyond drawing upon mothers’ and sisters’ experiences as a gauge of what the 

experience of menopause might be like, participants also rely on their family members as 

important sources of information about their family health history, and take this 

information into consideration when making decisions about how to manage symptoms 

of menopause. This is especially true for women with close family members who have 

had breast cancer. Cindy illustrated this point when she said: 

My mother had breast cancer.  My aunt had breast cancer.  So I’ve always been at 
high risk.  And I have never even taken the pill, and so I’m not about to risk it 
now.  And while I’ve had doctors who’ve said, “Yeah, hormones are probably 
pretty safe.  You don’t have to worry about it.” For every doctor I’ve had say that, 
I’ve had doctors say that it’s not safe.  “Being with your family history, I would 
avoid them.” I want to go at this as much as I can without hormone treatment.   

 

Friends 

Among women in this study, friendships with other women appear to be highly 

variable at this stage of their lives. Midlife women are extremely busy—often taking on 

responsibilities for caring for aging parents in addition to their regular responsibilities at 

work and home, and to partners and children. Thus, some women say they do not spend a 

lot of time with friends, in general, although many women cite particular friends or 

family members (usually, an older sister) who may be models—either positive or 

negative—for what the transition to menopause might be like. For example, Stephanie 

explained: 
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I also think, social contacts are really, for me, very important, partially for the 
emotional support and all that, but also just as resources. I don’t think I chose 
[older] friends so that I could see them … go through menopause. I don’t think 
that’s why I chose them, but it doesn’t hurt, you know, to kinda get a sense of 
what issues my friends are having before me, a lotta times. 
 

In fact, when I asked Stephanie what has most helped her to cope with the transition to 

menopause, she told me: 

Friends. People who’ve been through it and hearing their experiences, and god, 
feeling so lucky that I didn’t go through some of the things that they had to go 
through, for one thing. …  I think I feel more comfortable when I have some idea 
of what other people have experienced. And the fact that they’ve had differing 
experiences is really comforting, because it doesn’t have to be a particular way. 
 
Interestingly, most participants in this study report that their friends (with the 

exception of “personal experts”) are not significant sources of highly relevant 

information about menopause, per se, either because their bodily experiences are 

incommensurable or because their ideological approach to managing health issues differs 

significantly. For example, Sharon used this logic to explain why she does not rely on the 

experiences of her friends and family members to understand her own menopause: 

I never talked about this with my mother or my sisters and, um, it’s very strange.  
My mother never talked about it, never.  Never talked about it.  And my own 
sister, whom I’m the closest to, she comes to visit me.  She’s had surgical 
menopause so her experiences are of no value and my best girlfriend she also had 
surgical menopause so her experiences are of no value to me. 
 
Nevertheless, several participants report serving as influential resources for other 

women. This appears to be especially true among those using CAM therapies or 

bioidentical HT to manage symptoms.  When I asked Marlena, a regular CAM user, 

whether she had tried any menopausal therapies on the recommendation of friends, she 

told me, “No, but they tried the Chinese herbs based on mine.” She continued: 
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Yeah, I’m sure that at least three or four people tried the Chinese herbs based on 
what I said.  And most women, I mean we’re all the same.  Everybody says, “OK, 
this is what’s happening.  What the hell do I do with it?”  You know, “Where are 
you going?  What are you doing?”  And most everybody will talk about the black 
cohosh or the, you know, the Femiren [sic]-- Whatever it’s called. …  

JJT:  Remifemin? 

MARLENA:  Yeah.  Doesn’t work.  Couple of people have said that it works.  I 
started taking that on advice of my health professional and that didn’t work.  I 
don’t think the black cohosh works.  I don’t think extra soy does a thing.  But 
both of the things that I’ve tried—the Chinese herbs and the Remifeminine [sic]—
both of those came from health professionals.  For me.  I didn’t get that advice 
from my friends. 
 
While they may not be great sources of information, women say their friends (and 

often female co-workers) are important sources of social support. In general, women 

report that they talk to friends about their experiences, sharing and exchanging 

experiences, and it seems that friends play an important role in helping to reassure one 

another that their experiences of menopause are normal—that is, not something that 

would require medical attention beyond symptom relief. Friends experiences also help 

define the landscape of possibilities for how women might manage menopausal 

symptoms. Several participants comment on the value of this. For example, when I asked 

Lori whether she relied on friends for information or advice about menopause, she told 

me:  

LORI: Probably friends are at the top for comfort. Not for knowledge. Health 
professionals for power, you know, to make a trial possible. 

JJT: Have your friends’ experiences or advice from friends influenced your 
behavior at all?  

LORI: No, not in my behavior. Um, what it’s done is make me more aware of the 
continuum, and make me feel, consequently, more free to make my own 
decisions. Since, you know, there’s been such a wide variety in their level of 
either sailing through or misery, or anywhere in between. Just by sharing the 
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variety is helpful, and as a result I haven’t felt like I had to do what necessarily 
anyone else does.  

JJT: Right. Kind of validate your own decision? 

LORI: Not the decision, but the freedom to make the decision. 
 
Commiserating with friends also helps to bring levity to women’s experiences. 

Many participants report that the primary way they “confide” in friends about menopause 

is in making jokes and laughing about how terrible menopause is. Janet explained: 

I think there’s that kind of sharing the experience thing that just makes it “You’re-
not-going-through-this-alone-other-people-do-it,” you know? There’s laughing 
about it. There’s laughing about the symptoms like the vaginal dryness stuff. You 
know, it felt pretty serious till we laughed at it. … I think it was just that the 
camaraderie and then plain old talking about something you’re going through, as 
opposed to not talking about it.  

Interestingly, several women note that there are some menopause-related topics that are 

more acceptable to talk about with friends (like hot flashes and forgetfulness), and other 

topics that still feel “taboo” (like weight gain and vaginal atrophy). Consider the 

following exchange, in which Maryann explained: 

MARYANN: I think that women talk about the things that go along with 
[menopause] like the memory loss, or things that kind of make them feel bad 
about themselves.  … 

JJT:  That’s interesting. 

MARYANN:  Like, “I can’t remember anything anymore,” or “These hot 
flashes!” or those things. Women seem to talk about those a lot.   

JJT:  Do you have a theory why? 

MARYANN:  Maybe because we’re self-deprecating.   

JJT:  It’s like the new version of, “I’m fat”? 

MARYANN:  Yeah.  Yeah. 

JJT:  That’s interesting. 

MARYANN:  “Cause I feel bad about it.”  I don’t know it’s kind of a funny 
thing? It’s easier for people to talk about some things …. I think it does create 
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camaraderie.79 … I think that the taboos are more about physical changes. And, 
again, the thing about women feeling bad about themselves—like because of the 
weight gain.   

 

Partners  

Approximately 65% (53) of ethnographic interview and focus group participants 

(N=82) were partnered at the time of this study. As part of the information card sort 

activity, participants were asked whether their partners were a useful source of 

information or advice about menopause. I was surprised by the speed at which most 

participants dismissed this question, with many women dismissing it on the grounds that 

their partners are men and thus have no embodied experience of menopause and little 

interest in the topic beyond how it affects their (sex and home) lives.80 In fact, many 

participants seemed surprised at the question, and responded with a simple, “No,” before 

moving on. These were some of the typical responses: 

 Partner? No. He’s a man, doesn’t know diddley-squat. [Rebecca] 

 My partner. For menopause? [laughs] He sometimes gives me feedback 
whether I want it or not! [Stephanie] 

 My partner. I trust my partner, do you mean, what do you mean, 
recommendations? … I wouldn’t-- No, I wouldn’t think he’s much-- No. 
[Sydney] 

 My husband, hmm. Ehhh. [laughs] I mean, I talk to him about these things, 
but it’s not like- men just don’t understand. He tries, but-- [Deborah] 

 My partner, although he’s very supportive, is mystified by the whole process. 
[Alicia]  

 

                                                 
79 See Mimi Nichter’s (2000) examination of “fat talk” among adolescent girls. 
80 Dillaway (2008) finds that although some male partners are encouraging and supportive, most encourage 
women to adopt a biomedical approach to menopause by defining symptoms as problematic and seeking 
out medical treatments.  
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Of course, there were exceptions. A few participants mentioned the central role 

their partners play in helping them to gather information. Carol, for example, does not 

use a computer. She told me that despite his general disinterest in the topic, her long-term 

boyfriend helps her stay current on the latest news about menopause and hormone 

therapy: 

CAROL: I tell J everything that- you know, he’s not one bit interested. “Is that 
girl stuff we’re talking about?” …  You know when you get that question that he 
didn’t listen to the first part.  

JJT: But you said he does find articles and things like that. 

CAROL: Oh, yes, yes, he does, and hands ‘em to me. He doesn’t read them.  

JJT: So, if he sees them, he’ll clip ‘em out for you, but otherwise? 

CAROL: Oh, yeah, he downloads ‘em, cuz he reads the paper online. 
 
In rare cases, participants reported their partners actually helping them to interpret 

and make sense of the information—especially as it relates to them as individuals. Cindy 

said, “I think my partner is very useful because, first of all I think he’s a genius and even 

though he doesn’t know what it’s like to be a woman, he knows my reflection.  He knows 

what it is to live with me.”  

Beyond this, participants stressed that their partners are primarily “helpful” in the 

sense that they provide a very important source of social support throughout a potentially 

difficult period. Like Irene who provided the case study on sexuality in the previous 

chapter, Linda, a 52 year old naturopathic physician, said: 

My partner. He’s a very good listener, and very supportive.  OK, I’ll say yes he’s 
great [Laughs].  … I’m not sure he’s good source of information, but he’s a really 
good source of support and encouragement for me to do whatever I need to do to 
take care of myself so that would be yes. 
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There were too few participants in lesbian relationships81 to draw any broad 

conclusions about whether their partners were valuable sources of information or advice 

about menopause. However, one clear difference emerged: having a partner who is also 

going through menopause, or who had already gone through menopause was a source of 

both credible advice and support. For example, Joan told me that her partner influenced 

her decision to try bioidentical hormones, and again influenced her decision to stop using 

them after the WHI results were announced.  On the other hand, Diane stressed that her 

younger partner “can’t really be empathetic” because she does not have any direct 

embodied experience of what Diane is experiencing. She continued: 

And I think if you were to interview her… she would say she doesn’t want to be 
there at this point. She doesn’t wanna even think about going into menopause. 
“Oh, it’s so far, why in the world would I think about it?” No, really it isn’t, but 
that’s OK. So, for me to talk about it with her, yes, she can hear me and listen to 
me, and feel bad that I’m up in the middle of the night sweating, but there’s no 
advice that I would ask of her, nor that could she give me, really, or that I would 
find useful. 

 

Embodied knowledge 

As the previous section on partners illustrates, many participants stressed the 

importance of personal embodied experience with managing menopause in their 

assessments of the credibility and utility of information sources. This theme was also 

frequently invoked when critiquing male or pre-menopausal health care providers—

emphasizing that providers who lack personal embodied experience of menopause cannot 

properly understand, and thus, treat, menopause. 

                                                 
81 About 10% of my sample of ethnographic interviewees and focus group participants (8 out of 82) self-
identified as lesbians, although only 5 of these women had partners during their transition to menopause.  
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 Considering the importance participants placed on embodied experience 

underlying recommendations and advice from other sources, it is not surprising that many 

women reported relying strongly on knowledge acquired through their own direct, 

embodied experience—often privileging this over external sources of information.82 In 

fact, I almost missed this important resource because I did not include a card for “myself” 

or “my body” in the card sort activity, and thus, formal discussions of information 

focused primarily on external sources of information. It was only when participants were 

talking about they way they actually made decisions, or in their advice for other 

women,83 that this theme prominently emerged. In her advice to other women, Carol put 

it simply, “Pay real close attention. Pay real close attention to your body, cuz it’s gonna 

tell you if something’s wrong.” This theme manifested itself in a number of ways: 

A few participants in this study described themselves as being strongly attuned to 

their bodies and bodily experience, which they used as a general resource for living. For 

example, when I ask Elizabeth, a community college instructor, what most helped her 

cope with her transition to menopause, she responded:  

I think just being in good health and keeping in touch with my body.  It's not just 
health; it's a type of awareness that I've always had. … If you’re not used to being 
in your body and suddenly something makes you be there, then that might seem 
really extreme.  I think I’m not always in my mind but I’m almost always in my 
body. 

                                                 
82 As discussed in the previous chapter, the embodied experience of menopause, the source of embodied 
knowledge, is deeply interwoven with menopausal subjectivity—both of which are dynamic and 
processual, rather than static. Furthermore, embodied knowledge is influenced by discourses of menopause 
spread through formal and informal channels—this is, expert and lay “resources” discussed above.  
83 The advice that women say they would give to another woman just entering menopause is important for 
understanding how women position themselves in the flow of information about menopause and 
menopausal management (Briggs and Hallin 2007; Thompson 2009).   
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Other participants relied upon embodied knowledge to make sense of the 

transition to menopause—noticing the repetition of patterns of bodily experience during 

the transition or relating their current bodily experience to previous experiences of 

menstruation or PMS. For example, Marlena said that she had been suffering through hot 

flashes, night sweats and the ramifications of disrupted sleep, but she observed: 

As of this week, I’m thinking I’m probably going to have another period [soon], 
because … for some reason, the hot flashes aren’t quite so bad just in the last day. 
… I know I had to take my bathrobe off while I was putting on my makeup this 
morning, [but] I haven’t had anything since.  I’d be willing to bet [that I’ll have a 
period] in the next two weeks. 
 

At a follow-up interview a few weeks later, I asked her whether anything about her 

experience had changed since we last talked. She told me, “It has changed dramatically 

because I had a period.  I thought I would because I stopped with the hot flashes. I 

stopped with the night sweats.  I’ve had two weeks of great sleep.  I’m good!”   

Still others reported drawing upon their bodily experience as a highly credible 

source of information they could “listen to” for insight into how they should take care of 

themselves. For example, Angela, a 52 year old artist, described paying attention her 

body in this way: 

I was like, you know, OK, I know what this is… It’s an opportunity to stop what 
I’m doing and just-- For some reason my body wants me to stop. I’m really big 
into this thing like when you get sick or something, your body is asking you to 
stop and take a look, take a pause. So I just really, really believe that. You know, I 
get so many tremendous insights when I get sick or, you know, when you have a 
[hot] flash you just sit back. 
 
Several participants said that they rely on their embodied knowledge or bodily 

intuition to judge whether treatment is a good ‘fit’ for them as individuals—reading 

indications of safety and effectiveness through their bodily experience. Although she 
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would rather be taking an Ayurvedic approach, Amanda was using HT as a temporary 

“band-aid” for her menopausal symptoms. When I asked her whether she was worried 

about the side effects of HT she told me: 

You know I feel like I can control my body. … I can tell if something is out of 
whack.  And I think I’d be able to know if these [hormones] were being damaging 
to me.  So … I just think you have to do what feels right for you. … Whatever 
you go with, you have to have faith in it. 

 
Importantly, women in this study say they rely on their embodied knowledge as 

the final arbiter of knowledge. In other words, after reflexively considering information 

and advice from a wide range of formal and informal, expert and lay sources—a great 

deal of which conflicts with other sources of information—women ultimately depend on 

their direct, embodied experience to discern whether a particular approach to managing 

menopause “works” for them. For instance, when I asked Mary, a university researcher, 

whether there is any particular source that has influenced her thinking about menopause, 

she said: 

It’s a combination. It really is a combination, because if you-- I just don’t take 
something from one source. ‘Cuz I might hear about this thing, and get a book, 
and then talk to my health care provider, and that then reinforces it all. Or I might 
read a book, or hear it from the news and read a book, and then try something on 
my own and then say, “Yeah it has some beneficial effect.” 

  

Finally, a number of women express a strong confidence in their body’s innate 

ability to weather the transition to menopause, framing this kind of embodied knowledge 

as a highly proficient, yet unreflexive response at the site of the body.84 Janet, for 

                                                 
84 Linking Dreyfus’ (1999) work on ‘absorbed coping’ with his own concept of ‘affordances of healing’, 
Frenkel constructs a compelling argument for the “sentient body, capable of responding to the world 
without having to invoke any reflexive activity” (Frenkel 2008, p.70).  
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instance, described the trust she has in what Ots (1991) calls the “intelligent ‘lived-

body’” this way:  

I … deliberately have really tried to embrace and enjoy [the transition to 
menopause], I don’t know why, just ‘cuz it seemed fun. But I think … that [the 
symptoms are] not something defective, that it’s actually something great. It’s 
what the body does. Maybe that helps me feel like the body knows how to do 
things. The body knows how to die, it knows how to go through menopause, it’s 
part of what it does, it is not an enemy. 
 

Overall, women stress the importance of trusting one’s own bodily experience and 

‘intuition’. Seemingly in contrast to all their talk about the importance of seeking out 

credible and trustworthy external information and expertise, participants argue that 

women should rely on their embodied knowledge in treatment decision-making, and 

ultimately, trust their decisions (Nichter 2008; Thompson 2009). While this encourages 

women to reclaim their bodies and privilege their direct bodily experience over an 

external expert gaze, at the same time it compels women to engage in self-surveillance at 

the site of the body (Petersen 1997). 

 

Other important points about women’s ways of knowing 

Several additional key points emerged in the data on women’s ways of knowing 

that require some explication: 

 

Role of technology: the Internet 

The Internet is becoming an important source for health and health care 

information for an ever-growing proportion of the US population. A recent survey by the 

Pew Internet and American Life project found that 61% of US adults access health or 
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health care information online (Fox and Jones 2009). Interestingly, the majority of those 

using the Internet for health information said they had accessed user-generated 

information, like blogs, online forums, and reviews of doctors, hospitals, etc—the kind of 

biosocial information Pew researchers have labeled “just-in-time someone-like-me” 

(Rabinow 1996; Rabinow and Rose 2003). In addition, 60% of those accessing health 

information online said that the information had affected their decision how to manage 

their health condition (Fox and Jones 2009). An earlier study by Baker and colleagues 

found that women were twice as likely as men to use the Internet for health information, 

as were individuals with higher education (13+ years) and those with worse (fair/poor vs. 

good) self-reported health (2003).  

 In the current study—with a sample of highly-educated women—nearly all 

participants said they used the Internet, at least occasionally, to access health-related 

information. Participants said they turned to online health information because it was an 

easy and convenient starting point—to get a sense of whether their experience is 

“normal” or requires intervention, and to get a general sense of the range of options 

available for managing the experience. Janet, for example, said, “I think the Internet was 

my first instinct. [I can use it] in the privacy of my own home. That way when I went to 

my PCP, I could raise questions and things like that.” 

While widely accessed, the Internet was not a highly influential source of 

information for participants in this study—primarily because the credibility of 

information was often questionable. In a UK study of women’s use of online health 

information for HT-related decision-making, Sillence et al. (2007) found that women 
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were effective at determining credibility of most online sources and thinking through 

much of the material on these sites. This assessment appears to hold true for participants 

in this dissertation study, as well. Lynn, a 48 year old public health nurse, puts it this 

way, “I read a lot of stuff on the Internet, but I tend to discount a lot of what I read—

depending on the source.”  

Participants also stressed that they remained skeptical about believing the 

information they find online—often because they felt it was probably trying to sell them 

something. Liz voices this concern when she said: 

I think of [the Internet] as a resource … although everything is commodified, 
every bit of information is owned in some way by some entity that has something 
to gain. So as long as I remember that, I can use the Internet to get information 
and filter out what works for me and what doesn’t. 
   
When I asked participants whether there were particular sites they access for 

credible information, several named sites like WebMD, the Mayo Clinic, and the CDC, 

and a few others named identity-based sites (i.e., those associated with alternative 

lifestyles, environmental awareness, and so on) that they used as a primary filter for the 

credibility of online information.85 Many women, however, simply said they searched for 

“menopause” through a search engine like Google. Lori, who is well-educated and a 

lawyer, phrased it particularly well, “No. I think there’s no reliable [site]. You know, for 

most health stuff I would start at the CDC, but from there on I just roam around 

                                                 
85 A surprising number of women mentioned checking out an ‘information’ website supported by Wyeth 
(the makers of Premarin and Prempro), knowmenopause.com; however many quickly dismissed both the 
content and the credibility of the site. As Marlena put it: 

You go [to that site] and there isn’t anything there.  There’s no substance.  It’s not enough 
information, it’s just very general: ‘Yes, you’ll get hot flashes. Yes, you’ll get night sweats.’  
Y’know, they list the symptoms but there’s not really any help that I could find.  So that I only 
visited once or twice and then I thought, “Eh, it’s just a waste of my time.” 
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ignorantly.” A few participants who were also health care providers sometime proved the 

exception, saying that they primarily access professional sites, such as WebMD or, in the 

case of one participant who is also a Traditional Chinese Medicine (TCM) practitioner, 

blogs by other TCM practitioners. 

Interestingly, women in this study integrated the information and advice found 

online with the recommendations they received from more personal sources (family, 

friends, and health care providers) to confirm or support their decisions. For example, 

Mary had discovered an herbal product online that piqued her interest although she 

remained skeptical. She explained: 

There’s a lot of garbage out there. Like when Avlimil came out. I couldn’t find a 
good source for it, so I had some doubts about just ordering it—because I couldn’t 
find any site other than the people who were selling it. And, well, they’re trying to 
make money. 

JJT: So it helped then when your doctor also recommended it? 

MARY: Oh yeah. Oh yeah. So when she said it, I thought, “Oh? How did she find 
out about it?” Apparently a lot of women started telling her about it. And then she 
checked it out, and kind of looked into it as well. … You seem to have to go to 
several sources, like I said. You have to go to the internet, you have to find a 
book, you have to go talk to your doctor, you have to check a lot of things out to 
make sure it’s not just hokey. 

In other words, while women—like Mary—use the Internet to gather information and 

garner support and a sense of community, but they do not rely on information from the 

Internet, alone, to make decisions.  

 

Maximizing and limiting information exposure 

Two additional information-seeking trends emerge in the data from this study. 

The first trend I refer to as voracious information consumption, by which I refer to the 
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process of some individuals gathering as much information as possible from as many 

sources as possible in an effort to make sense of contradictions and, thus, make the best 

possible decision about how to manage menopause. Schwartz and colleagues (2002; 

2004) have called these kinds of individuals “maximizers” and have observed that 

“maximizers” strive to leave no stone unturned in the process of making the best possible 

choice. They have also observed that the most extreme maximizers are the least happy, 

least satisfied with their decisions, and have the most regret about past decisions they 

have made.  

In the current study, a small, but conspicuous, group of participants were deeply 

engaged and invested in this process of menopause-related information-gathering itself. 

Notably, these were participants who had deeply embodied the many discourses of risk 

circulating about menopause and who carried a great deal of anxiety about managing 

these risks. Furthermore, these were participants for whom their menopausal subjectivity 

had become central to their broader identity. Interestingly, however, they were not 

necessarily those with the worst symptoms. These voracious information consumers read 

the biomedical literature, attended conferences and seminars on menopause, sought out 

multiple health care providers and menopausal experts, and so on. They were deeply 

concerned with reconciling the disparate findings of the WHI and other studies and, on 

the basis of this information, determining the best course of action for themselves. These 

women were operating under a “rational choice” paradigm with the assumption that the 

“right” choice could be determined with enough effort. Furthermore, they accepted full 
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personal responsibility for making that “right” decision. In the meantime, however, they 

were experiencing a great deal of anxiety and stress over the process.  

Take the example of Sharon, a 51 year old perimenopausal women who described 

herself as a ‘homemaker’ although she is separated and living in a different state from her 

husband and has no children. Since she was 15 years old, Sharon has suffered from 

menstrual migraines – which she has tried to manage in every way imaginable 

(pharmaceuticals, acupuncture, TCM herbs, etc.). She has heard that menstrual migraines 

go away for many women at menopause, so she is looking forward to this as a time of 

respite from the migraines. In anticipation, Sharon began researching menopause several 

years before she experienced any signs or symptoms of the transition. She has attended 

menopause seminars, pays attention to any news on menopause, saying that she often jots 

down bits of news reports to follow up with her doctor, or pharmacist, or online. Sharon 

described herself as an extremely diligent information-seeker and she considers herself 

well-informed; nevertheless, she is unsure of the best course of action for managing 

symptoms and the risks associated with menopause. She explained: 

It makes me feel the same way I felt when I was doing my taxes this year—that 
it’s become such a complex issue that even a person with a university degree has 
difficulty. What does that mean for everyone else, who doesn’t have those skills? 
Y’know, I have pretty good critical thinking skills but most Americans don’t. And 
when I see a report and I have to actually read into it-- Obviously I don’t wait for 
[the TV] news to tell me about it. I go to the library and look it up in the Journal 
of American Medicine. I’ll actually read the study ‘cuz I want to know, ‘cuz I 
don’t want it filtered through idiot reporter eyes. Yet I know most people, most 
people don’t understand that. When the … talking head stands there with a 
microphone and says something, they take it as [Gospel]. I feel sorry, my reaction 
is, well, I have to do more research into that, talk to more people, call my doctor 
and see what my doctor [thinks]. 
 



 243

When I asked her to share her advice to women just entering menopause, she emphasized 

women’s personal responsibility to gather as much information, from as many sources as 

possible, saying: 

Your husband’s not gonna help you with this. It’s up to women. Women are the 
ones making dental appointments for their husbands. Husbands are not making 
OB/GYN appointments and Pap test appointments for their wives. Wives have to 
do their own collection of information. They have to be out there and … contact 
their university medical center, and contact the OB/GYN, and say “Do you have 
any studies?” Actually reach out and say, “Do you put on any menopause 
seminars?” Go out and actively prosthelytize. Call the clinics or call hospitals and 
talk. Call the breast cancer division of the hospital and say, “Do you have 
anything that can help me understand my upcoming [hormone therapy] decision?” 
And women are really ignorant. So that would be my advice: You’re on your 
own. Better figure it out or it’s just gonna pass you like a big heavy dark cloud. 

 

The second trend emerging in this data is that of women deliberately limiting 

information exposure. While many participants in this study identify information sources 

to which they pay little or no attention, a few women voiced a conscious effort to 

constrain their exposure to certain kinds of information.86 Lupton observes that this 

                                                 
86 It is important to note that this phenomenon is different from the disparities in access to information and 
health care experienced by low-income and other disenfranchised individuals. Clarke and colleagues (2003) 
observe that increased stratification—in which the “have” have increasing access to information and state-
of-the-art treatments, while the “have nots” lack access to information as well as basic care—is a central 
characteristic of biomedicalization. Tanya, a 40 year old African-American student just entering 
perimenopause, put it this way: 

I think if you are a low-income person, you don’t have the opportunity to take advantage of what’s 
available.  Like me, I’m in school and everything trying to better my life.  Luckily I was able to 
keep my [Medicaid] but it’s not really good for me because it, not now, not at my age now but like 
if I wanted to go see a specialist, a fertility specialist, that’s not available for me.  Just like I know 
I need glasses. Well, I’m either going to pay out of pocket—but it’s not available to me and … I 
don’t take care of myself because I don’t think it’s important.  But it is important.  Just like the 
smoking, I need to stop smoking. It’s important.  I know there’s free cessation classes [and] I got 
the [information] but I haven’t even made the phone call.  It’s like I let my health decline because 
economically I’m trying to make it rather than-- I’m trying to put food in the refrigerator, and pay 
my light bill, and stuff, and I just kick that in the back of my thoughts.  I’m trying to think about, 
“Oh, my God, how am I going to pay for this, how am I going to pay for that?”  It’s some good 
information out there, but sometimes you can’t even afford it.  It’s good information for some 
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phenomenon is not “ignorance”, but rather the “deliberate ignoring or avoidance of 

expert knowledge because it is regarded as essentially peripheral to the key issues at 

stake, or at worst, inaccurate or misleading” (1999a, p. 111).  This is certainly the case 

for those who choose to avoid information they deem irrelevant to their lives. In an email 

on the issue of information, Laura, a perimenopausal friend, wrote to me: 

Often knowing where we want to go and what we want and why is a much better 
gauge at helping us make choices than gathering mounds of data and information. 
It isn’t to say we shouldn’t research when necessary, but recognizing our limits, 
deciding within the parameters of our inner aspirations and our own limitations at 
any given moment to reach those aspirations can act as a more reliable guide. 
 

For her part, Anna, a recent immigrant to the US from Mexico, expresses concern that 

“too much information” could negatively affect her well-being. She has a highly 

medicalized health history but currently prefers what she calls “natural” medicine, 

including homeopathy, acupuncture, and chiropractic treatments. Although she says that 

women need to take steps to prepare their bodies for menopause, she relies primarily on 

the recommendations of her husband (a chiropractor) and her acupuncturist. Beyond that, 

she says: 

I don’t wanna get too much involved, because I don’t wanna feel more sick. 
Because more that you know, I think, [the] more that you can feel bad … you can 
start feeling that way, because our brain works in some way that if I try to get all 
that information, then I’m gonna say, ‘Maybe I had this,’ or whatever. And I don’t 
wanna get involved in that. 
 
While the reasons Laura and Anna give for limiting the kind and quantity of 

information they consume appear different, both recognize that “too much information” 

can create an internal distress that they wish to avoid. Instead, they have opted to 

                                                                                                                                                 
people and not for others. It’s good information, but if you can’t have access to it, it’s just 
something to look at. 
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constrain their information exposure to that which aligns with their self-identity or value 

system. As Lupton argues, this is “a positive and agential choice in these cases, not a 

passive deficit requiring greater access to expert knowledges” (1999a, p. 111). 

 

Personal Responsibility and “taking control” 

 As the data above clearly illustrates, participants overwhelmingly accepted 

personal responsibility for information gathering, assessment and decision-making with 

regard to the management of menopause. In many cases this theme appeared within 

women’s discussions about the failure of biomedicine to adequately address their needs 

around menopause. While few participants wanted to see a return of paternalistic 

medicine, many reported being frustrated by the responsibility to make sense of so much 

contradictory information for themselves. For example, Bev, a nurse-midwife, said: 

It makes me really angry that they’ve pushed hormones for so long.  I mean, for 
30 years.  And they touted it as “you must be young forever.” I think it had a lot 
to do with the way our culture is biased, maybe more now - much more now - 
against aging.  And then they find out, “Oop!  We were wrong!”  It just pisses me 
off.  It also makes me…it confuses and frustrates me when they have conflicting 
things - 3 or 4 articles in a week that say different things.  If I can’t sort it out, 
how can the rest of the world?  It’s very frustrating.  Get it together.  Figure it out. 
 
Participants discussed efforts to educate themselves on the symptom management 

options available to them (including lifestyle changes, as well as the use of HT, BHT, and 

CAM therapies), and in more than a few cases, they report having to educate their 
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providers on treatment options, as well.87 As one of my key informants, Sheree, an 

African-American women who used bioidentical HT, explained:  

You know, you have to be responsible to a degree for your own health. The 
doctor that I have now … when I first started going to him, he wasn’t as open to 
compounding pharmacies and that kind of thing, because he hadn’t spent the time. 
He didn’t have the knowledge. And, you know, I was really trying to coach him to 
get an understanding of what that was. I said, ‘Because, you will be—if you plan 
to stay in this business, and you continue to see women—you’re going to have 
women who are interested in that.’ So, he’s a lot better now.  

 

 The theme of personal responsibility was also prominently featured in the kinds of 

advice women said they would give to other women just entering menopause. In fact, the 

most common type of advice proffered by participants was that women must ‘take 

control’ of their transition to menopause. Participants stressed that women cannot and 

should not rely on others (lay or expert) to guide them and that they, alone, must manage 

their health and health care during this transition. For example, Sharon said:  

You’re on your own, basically.  That’s the advice.  You’re on your own.  And you 
can either go through it informed by getting the information you need on your 
own, or you can just let things happen to you and react to symptoms that are 
going to be coming, y’know? 
 

Importantly, this advice assumes that information and scientific fact are ‘out there’ to be 

consumed—and interpreted—by the responsible individual.  

Underlying this theme is the message that women can exert some control over the 

experience of menopause, if they engage with it in productive ways. ‘Taking control’ 

includes being proactive on multiple fronts: doing research on treatment options,  seeking 

                                                 
87 The theme of personal responsibility was especially prominent in the two focus groups conducted with 
African American women. In these groups, participants had sweeping critiques of their healthcare 
interactions and the healthcare system repeatedly stressing the importance of their preparedness and 
vigilance in order to get the healthcare and attention that they require and deserve.  



 247

out the ‘right’ kind of expertise, approaching information and medical authority with a 

healthy skepticism, and, of course, engaging in healthy lifestyle practices. Here Sheree 

shared her advice with the rest of a focus group:  

Take control of your health. … What that means is actually doing the work. … 
Finding out what the symptoms are, so that you’ll know what to expect. Finding 
out what medications are out there. Finding out what the alternative medications 
are. Take a look at nutrition, exercise, and how it impacts menopause. You have 
to take control of your health, and find out what’s gonna work for you. 
 

Furthermore, participants also express a moral imperative: the failure to ‘take control’ has 

consequences. Jane, a 48 year old acupuncturist and TCM practitioner, says: 

Take care of your body, and on a daily basis because it’s going to be the sum of 
everything you did to it, put into it.  I think that’s how you’re going to experience 
your menopause. Take care of your lifestyle—what you eat, how you drink. 
Lessen your drinking. Quit drinking. Quit smoking.  Check out your alternatives, 
but take control of your body.  Don’t feel like it’s taking control of you.  
 

While this kind of advice can be empowering, it also places the sole burden on women 

themselves. This exposes the flip-side of assuming this personal responsibility: women 

also bear the full responsibility for the outcome of their decisions.  

 

Conclusion 

On the basis of mounting epidemiological observations during the 1980s and 90s, 

biomedical recommendations for women entering menopause were growing increasingly 

clear: “rational” and “responsible” women would choose long-term postmenopausal HT 

in an effort to prevent chronic diseases associated with aging.88 Following the 2002 halt 

                                                 
88 This is not to ignore that there were already significant critiques to this position. See Chapter 3 for a 
discussion of feminist critiques of the (bio)medicalization of menopause that emerged between the 1970s 
and 1990s.  
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of the WHI, there has been a decided lack of consensus on the part of biomedical experts 

about how menopause should be managed, despite the proliferation of expert 

information. At this writing, recommendations remain in flux, with new studies 

continuing to overturn older knowledge on a monthly, if not weekly basis.  

This scenario is characteristic of late-modern “risk society”—in which so-called 

“crises of trust” emerge with the appearance of the unintended side effects of what had 

been heralded as “scientific progress” (Beck 1992). As knowledge proliferates, the 

balance between risks and benefits appears more ambiguous. In response, there is 

increased uncertainty on the part of individuals and skepticism toward information and 

expertise. Risk-subjects caught in this apparent paradox of modernity are confronted with 

a growing sense of vulnerability and bear increased personal responsibility for sorting 

through often contradictory information and deciding on a course of action (Giddens 

1991). Nevertheless, Lupton argues, Beck’s and Giddens’ arguments about reflexivity in 

late-modern risk management seem to suggest that “certainty is possible” (Lupton 1999a, 

p. 119).  

At the same time, neo-liberal social regimes, in tandem with other social 

movements that support the empowerment of individuals, encourage individuals to “take 

control” of their own health and well-being through engaged and prudent decision 

making. In this environment, the responsible and prudent citizen-subject gathers 

information from a wide range of sources, assesses the risks and benefits of all available 

options for managing risk, and makes a rational decision that maximizes benefits and 
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minimizes harm (O'Malley 2000). Thus the “prudent” individual can be characterized as 

both calculating (rational) and moral (responsible). 

However, a model of “rational” risk calculation generally ignores power 

inequities, in which some individuals and groups are empowered and others 

marginalized. The neoliberal ‘prudent subject’ occupies a privileged position with access 

to information, communication, and economic resources that enable reflexivity, while the 

reflexivity of other social subjects is constrained by limited access to these resources. 

Nevertheless, media and public policy tend to overlook disparities in access to resources 

that constrain individuals’ abilities to act as prudent subjects, instead characterizing them 

as ‘irresponsible’ individuals.  

My study sample consists largely (but not entirely) of well-educated, professional 

women (of diverse ethnicities) who, on the basis of their access to information, have a 

high capacity for agency and reflexivity in their menopause-related decision-making. 

Women in this study—regardless of ethnicity or education level—generally took on the 

responsibility for gathering and assessing information with regard to managing 

menopause. That said, participants, like Bev (the nurse-midwife frustrated by the 

conflicting information she’s hearing), also voiced critique of this position they felt 

obliged to occupy.  

Furthermore, while many women in this study considered themselves able to 

access and assess the information which they believed should guide them toward a 

“rational” decision, disagreement among experts—including rapidly shifting 

recommendations—produced a great deal of uncertainty among women and drove many 
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to seek other, more localized and more personal, forms of knowledge. O’Malley (2000) 

observes that uncertainty, unlike ‘risk’ is incalculable. Thus individuals must rely on 

other ways of knowing—beyond the rational calculation of risks and benefits. Although 

women may accept the responsibility of researching options for managing menopause, 

the data from this study indicates that the kinds of resources women privilege, and the 

kinds of decisions they ultimately make, are influenced more by their broader life 

circumstances and subject positions beyond menopause than by a rational calculation of 

risk and benefit, per se. In the words of Green et al., “Health decision making is 

incorporated into the ‘life-worlds’ of individuals, as mediated interpretation, rather than 

stand-along, informed choice” (2002, p. 277).  

Women access a wide variety of lay and expert sources of information, but the 

sources they find highly trustworthy are far more narrowly defined. While some women 

certainly rely heavily upon scientific and biomedical expertise, many others, frustrated or 

overwhelmed by conflicting advice, turn to more personal resources: trusted clinicians; 

personal experts whose advice is both professionally sound and personally relevant; 

family and friends who are importance sources of support and calibration for the 

experience; and accumulated embodied experience as the final arbiter of “what works for 

me.” Women—like Diane, the perimenopausal physician who stopped hormones on the 

advice of her PCP—draw upon personal and embodied experience to evaluate the 

credibility and trustworthiness of experts, as well as to construct their own expert 

knowledges and responses to risk (Lupton 1999a; Wynne 1996).  
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Finally, the widespread use of the Internet also suggests that therapy management 

groups may be changing in an era of online social networking. The menopause-related 

information and risk environment are vastly different than a generation ago or even five 

years ago. Thus, while women look to their mothers, sisters, and (perhaps) friends for a 

gauge of what their embodied experience may be like, they are no longer reliable role 

models for how women should go about managing that experience. Women stress that 

they feel they are on their own in this regard. In response, women are also using 

technology—such as online forums and blogs—to find information they deem relevant to 

their particular embodied experience of menopause.  While women mentioned the use of 

these forms of technology only rarely in this study, the prevalence of these kinds of 

online forums suggest that they are growing resources for this, and upcoming, 

generations of women transitioning to menopause. They are offering a kind of 

biosociality—in which women can unite around a shared social and bodily experience to 

provide resources and emotional support and a sense of community with one another (cf 

Kenen, et al. 2007; Rabinow 1996; Rabinow and Rose 2003).  

Giddens writes that “To act in, to engage with, a world of plural choices is to opt 

for alternatives, given that the signposts established by tradition now are blank” (1991, p. 

82). While this chapter examined the ways in which women attempt to “take control” of 

menopause management through their relationship with information resources, the next 

chapter focuses more specifically on the decision by some participants to use bioidentical 

HT as a means of harm reduction, by which women can maintain a sense of control and 
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mitigate a sense of vulnerability toward the physical and social risks of menopause and 

menopause management. 
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CHAPTER 6: THE USE OF BIOIDENTICAL HORMONE THERAPY  

AS A MEANS OF HARM REDUCTION 
 
 
Introducing Peg: 

Peg, a 61 year old physical therapist, tells me that the transition to menopause 
“nearly killed me.” She was feeling “like I was losing my grip, not satisfied with things” 
and dealing with increased stress relating to starting a new job as a physical therapist. 
Soon after her last period at age 49, Peg started having terrible menopausal 
symptoms—the worst of which was the short term memory loss. She says, “I had no 
short-term memory without estrogen. … I mean, literally, and I’m not exaggerating, I 
could be looking at you… and if I turned around to look that way, I’d have no idea who 
was behind me.”  And she felt she had to cover up for her memory problems on the job. 
She was also having hot flashes and not sleeping well, which, in turn, was causing 
anxiety and depression. Finally, she was having problems with urinary control.  

Peg spent a year trying to find the right doctor to help her to manage her 
symptoms and restore her quality of life. During this time, she felt like her mind and body 
were “a wreck.” Her goal for treatment was “to feel as normal and be as normal as I 
could. To feel as good as I used to. And be as functional as I used to be.” She says, “I 
wanted to feel good physically … but I needed my brain back. That was number one. So, 
I wanted to be able to have my short-term memory back and then I wanted to not have 
my body be such a wreck, and sleep!” 

Peg is a strong proponent of compounded “natural” hormones, as she calls them. 
She tells me, “I do very poorly with manmade medicines, so I thought my best chance 
would be with a more natural thing.” She heard about bioidentical hormones early in her 
search to manage symptoms, but couldn’t find a doctor willing to prescribe them for her. 
During her search, she saw five doctors and twice was convinced to try Premarin—the 
most common conventional hormone therapy—which caused her unbearable side 
effects. Peg also tried a number of over-the-counter products, including hormonal 
creams, Black Cohosh dietary supplements, and soy products. The soy made her sick 
and nothing alleviated her symptoms.  

Finally, on the recommendation of a friend, Peg saw a naturopath who worked 
with her to tailor a bioidentical hormone therapy regimen to her needs. Within a week of 
beginning the bioidentical hormones Peg’s symptoms were manageable: her short-term 
memory improved, her sleep improved, she felt calmer, and she regained bladder 
control. She’s been on the same dose ever since—for the last12 years. Peg tells me that 
she’s “afraid to try anything else because this works.” Now at age 61, Peg has never 
even considered stopping the bioidentical hormone therapy, and says “I’ll use them till I 
die. And frankly, I don’t care if they kill me. Life is worse than death without them.”  

When I ask Peg whether she’s paid attention to media about the risks and 
benefits of using hormone therapy, she tells me that she pays close attention whenever 
she comes across the word ‘hormone’ in the news. She tries to stay informed, but says 
she’s old enough to have seen the professional opinion on hormone therapy change 
several times and so she’s adopted a “wait and see” approach toward media frenzies. 
It’s clear that her personal experience with menopausal symptoms and her positive 
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experience with compounded bioidentical hormone therapy overrides the media 
messages about the risks of hormone therapy in menopause. She explains: 

I think right now, it’s a six of one, half-dozen of the other, whether it helps your 
heart or hurts your heart. And I don’t care if I die, but I wanna live alright. So, if 
it’s gonna kill me, I’m fine with that. There’s no way I would sacrifice any quality 
of my life to live two more months or another creaky, rotten year. 
 
From the beginning, Peg had an ideological, ethical, and experiential aversion to 

conventional hormone therapy—specifically Premarin about which she says, “I have yet 
to have a physician be able to tell me what a conjugated estrogen is, and that’s what 
Premarin’s full of.” She feels strongly that it is “immoral” to use pregnant mares for 
estrogen and that no woman in her right mind would (or should) take it. Peg makes clear 
to me that she prefers bioidentical hormones because they do not cause her the side 
effects, do not cause her ethical concerns, and are ideologically ‘different’ from 
conventional hormone therapy. However, when I ask her whether she thinks that 
bioidentical hormones are actually ‘safer’ than conventional hormone therapy, she 
answers me, unequivocally, “Absolutely.” She explains that, unlike Premarin, her 
compounded bioidentical hormone therapy is “chemically, almost indistinguishable” from 
the “three estrogens” produced by women’s bodies. 

At the end of the interview, when I ask Peg what has helped her best to cope 
with menopause, she tells me “the natural hormones” in a tone that seems to say 
haven’t you been listening to anything I’ve said! She continues, “Without them, I think I’d 
be dead. I mean, I’m not kidding. I really don’t think I’d be alive. I think I’da become so 
psycho from not sleeping, my brain might’ve exploded, or I might’ve thrown myself in 
front of a truck, I don’t know.”  

 

* * * 

This chapter examines the way individuals respond to the lived-experience of 

risk—their risk subjectivities—in their everyday lives (Lupton 1999a). In Chapter 3, I 

described the emergence of “bioidentical hormone therapy” (BHT) in the media and in 

medicine. In this chapter, I focus on the role of BHT in this study—at the center of the 

debate among women about how to effectively manage menopause while minimizing risk 

at multiple levels.  

As discussed in previous chapters, US women entering midlife in late modernity 

are increasingly faced with making sense of abundant, yet conflicting, expert knowledges 

about how to manage menopause. Hormone therapy, the same techno-scientific 
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advancement that stimulated optimism among women and their doctors about preventing 

aging and the onset of chronic disease during the 20th century, has been re-characterized 

in more ambiguous, and sometimes downright risky, terms. Midlife women, caught in the 

apparent paradox of modernity, are confronted with a growing sense of social 

vulnerability and bear increased personal responsibility for sorting through often 

contradictory information and deciding on a course of action. In this chapter, I focus on 

the use of bioidentical hormone therapy and argue that the rhetorical and pragmatic 

middle-ground occupied by BHT can be fruitfully interpreted through a lens of harm 

reduction, which Nichter (2003; 2006) argues is an often overlooked aspect of risk 

subjectivity aimed at alleviating one’s sense of vulnerability to perceived risks and/or 

increasing a sense of control over one’s wellbeing.89 At the same time, harm reduction is 

at the heart of a burgeoning consumer market closely tied to the production of risk 

discourses which stimulates the wide-spread demand for products and services.90  

 

Since Peg’s year-long quest to find a healthcare provider willing to prescribe 

compounded bioidentical hormone therapy for her in the late 1990s, the popularity of 

BHT has exploded as a result of what has surely been a perfect storm of media, medical 

and cultural circumstance (Patsner 2008). Some of these factors include: concerns about 

                                                 
89 Importantly, harm reduction practices are intended to alter one’s positionality (either in the present or 
future) vis-à-vis physical and social risks and risk discourses. While harm reduction practices may reduce 
one’s actual exposure to risk, this is not an essential component of harm reduction. In fact, many harm 
reduction practices are seen as ‘trade-offs’ in which individuals accept certain risks in order to avoid others. 
And in some cases, practices aimed at harm reduction may actually increase (or shift) exposure to actual 
risk. 
90 As Nichter (2006) observes, while these products may successfully mitigate risks for some people, 
profits are maximized by expanding risk discourses and broadly marketing these products as a response to 
perceived vulnerability. 
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the safety and efficacy of conventional hormone therapy following the Women’s Health 

Initiative (WHI) and Heart and Estrogen/progestin Replacement Study (HERS) trials; 

growing public skepticism toward the pharmaceutical industry due to other ‘scandals’ 

involving the safety and/or efficacy of prescription and over-the-counter products (e.g., 

Vioxx, Phen fen, ephedra); growing interest in complementary and alternative (CAM) 

therapies, including dietary supplements increasingly advertised as ‘natural’ and ‘safe’; 

ideological shifts favoring patient-centered care and patient autonomy in the medical 

decision-making process; the explosion of direct-to-consumer marketing of 

pharmaceuticals; and the development of the internet as a key source of information, 

education, marketing, and consumption among health care consumers.  

Participants in this study, like Peg, report feeling vulnerable to the social and 

physical risks associated with menopause, menopausal symptoms, and menopause 

management options. Thus, while Peg may find her hot flashes and other physical 

symptoms bothersome, it is her short-term memory loss that triggers an intense sense of 

social vulnerability because it threatens her ability to work, her relationships with others, 

and her overall sense of self. Peg’s decision to use BHT is partially a decision to manage 

the vulnerabilities she associates with the lived-experience of menopause and partially a 

decision to reduce the physical and social risks she associates with conventional hormone 

therapy.  

Harm reduction—like the lived-experience of risk or vulnerability—operates at 

the intersection of phenomenological experience and discursive constructions of risk. 

When discussing menopause management strategies, many women in this study mention 
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the Women’s Health Initiative (often by name) and say they have an aversion to, or have 

been frightened away from, conventional HT. Many say they have tried widely available 

dietary supplements (such as black cohosh or soy-based supplements) or complementary 

and alternative (CAM) therapies (such as acupuncture) without much long term success. 

Thus, for most of the twenty-three women (28%) in this study who had used, or were 

using, BHT, the choice was a pragmatic compromise: As a hormone therapy requiring a 

prescription from a licensed gatekeeper, BHT operates squarely within a biomedical 

paradigm. Its biological mechanism is known and it is expected to be effective. Yet, in 

drawing upon ideological constructs of ‘natural’ and tailor-made therapies, BHT also 

represents a conceptual alternative to conventional HT. Furthermore, the arguments that 

biomedicine uses to warn the public to stay away from compounded BHT (e.g. that it 

lacks adequate biomedical research and FDA oversight, that insurance companies rarely 

pay for prescriptions, and that it is generally disparaged by mainstream menopause 

experts) ironically strengthen the rhetorical positioning of BHT as an alternative therapy. 

In other words, while conventional HT represents the mainstream biomedical approach to 

managing menopause, BHT occupies the fertile middle-ground: not quite mainstream and 

not quite alternative. 

In short, from the perspective of proponents of this treatment, BHT is a means of 

harm reduction in a dual sense: (1) by effectively controlling symptoms, BHT mitigates 

the physical and social risks of living with untreated symptoms, and (2) because is it 

‘bioidentical’, BHT subjects users to fewer treatment risks than conventional HT. 
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Whether these claims are accurate is an issue of considerable debate, and an issue to 

which I will return later in this chapter. 

 

What Are “Bioidentical” Hormones? 

While the term ‘bioidentical’ has no official medical definition, the term 

popularly refers to prescription drugs that are molecularly similar or identical to the 

hormones produced by the human body.91 For instance, bioidentical hormone therapy 

may be composed of one or more of the human estrogens, estrone (E1), estradiol (E2), 

and estriol (E3), and it may also include micronized progesterone, testosterone, and 

dehydroepiandrosterone (DHEA). Bioidentical hormones may be mass produced by 

pharmaceutical companies (e.g. Vivelle Dot, Estrace, Vagifem, etc.) or compounded – 

that is, individually formulated, by pharmacists based on symptom profiles and/or 

blood/salivary testing. Common oral compounded formulations include estriol, Bi-est 

(20% estradiol, 80% estriol), or Tri-est (10% estrone, 10% estradiol, 80% estriol), as well 

as micronized progesterone. Compounded BHT is also available in a wide variety of 

delivery methods: liquids, capsules, pills, creams, sublingual lozenges (also known as 

                                                 
91 On January 9, 2008 (while I was in the middle of data collection for this study), the FDA sent letters to 
seven compounding pharmacies (including one pharmacy in the heart of my fieldsite) warning them that 
the FDA considers their claims about BHT to be “unsupported by medical evidence” and “false and 
misleading.” In addition, the FDA warns these pharmacies that the use of estriol has not been approved by 
the FDA. Finally, the FDA warns them that the term ‘bioidentical hormone replacement therapy’ or 
‘BHRT’ implies that the product is “natural” or “identical to the hormones made by the body,” and that it 
implies a benefit for the body “for which there is no medical or scientific basis” (FDA 2008a; FDA 2008b). 
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troches), etc.92 The significance of this flexible delivery will be discussed later in this 

chapter.  

The process of acquiring a prescription for compounded BHT can vary widely. In 

some cases, a woman consults with her health care provider, who submits her 

prescription to a compounding pharmacy, from which she will pick up her filled 

prescription or receive her filled prescription by mail. However, most of the women using 

compounded BHT in this study described their experience of obtaining a prescription 

and/or filling the prescription for compounded BHT as an augmented therapeutic 

encounter (Kaptchuk, et al. 2008). This is, in part, a luxury of location. There are at least 

four compounding pharmacies in the area surrounding the southwestern city where this 

study was conducted, as well as numerous health care providers and practices—both 

mainstream and alternative—that market themselves as specializing in helping 

menopausal women determine the right bioidentical regimen for their needs. A local 

compounding pharmacist (DK) who participated in this study described herself as a “case 

manager” working in partnership with patients and providers. DK tells me 50-75% of her 

clients come referred to her by their health care providers. For those who come to her 

directly, she is able to recommend a physician that they have worked well with in the 

past, if they’d like. She argues that medical providers (gynecologists, family 

practitioners, nurse practitioners, etc.) are too busy to acquire the level of knowledge that 

                                                 
92 Conventional HT and mass-produced BHT are increasingly available in various forms, as well—with the 
transdermal patch and creams being popular alternatives to pills. The key difference here is that particular 
chemical formulations are not available in all delivery forms, patient-options are more limited.  
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she has about hormones. They are also too busy to spend the amount of time that patients 

need to work through their options and come to some decision.  

DK sees the 30-60 minute consultation she provides as an important service for 

menopausal women whether or not they ultimately get a prescription for BHT. At the 

consultation, she provides education to women about what is happening in menopause. 

They talk about women’s symptom experiences, their personal and family health 

histories, and what other prescription drugs they are taking. DK also discusses preventive 

medicine, including the need for bone density testing and mammograms. She works with 

women to identify their treatment goals and preferences. Together, she says, they come 

up with a treatment plan that will provide “hormone balance.” After the consultation, DK 

faxes her recommendation to the patient’s doctor who, generally, takes her 

recommendation and sends back a prescription. In addition to the initial consultation, DK 

follows up with women using BHT each month for the first 3 months of their 

prescription, and at 6 months. This, she says, allows them to make adjustments to the 

prescription to best manage symptoms and side effects. DK argues that this extra 

attention means that fewer patients “fall through the cracks.”  Given the FDA crackdown 

on compounding pharmacies in early 2008 (around the time of our interview), DK 

stresses repeatedly throughout the interview that “we do not prescribe, we educate.” 

The cost of BHT can vary widely. While conventional HT and mass-produced 

BHT regimens are generally covered by health insurance, women generally pay for 

compounded BHT out-of-pocket. Parker-Pope (2006) reports that BHT can cost $30 - 

$100 per month. But that’s not all. If a women consults her primary care provider (PCP) 
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or the provider she generally sees for gynecological care, these appointments will likely 

be covered by her health insurance (if she has it). However, if she has an augmented 

consultation—of the kind described by DK, above—it is unlikely to be covered by 

insurance and is likely to cost her several hundred dollars out-of-pocket. According to the 

Website for BodyLogicMD (a national network of physicians specializing in bioidentical 

hormone therapy), one year of BHT—including follow-up consultations and lab work—

will cost approximately $1800 (see Table 10).93 They explain, “Your clothing allowance 

might be dented a bit, but you will look and feel more fabulous in everything – and isn’t 

that the goal, anyway?” 

Table 10. Cost of compounded BHT at BodyLogicMD  
(http://www.bodylogicmd.com/for-women/what-it-costs, accessed March 31, 2010.) 

Compounded bioidentical hormone therapy 
60 minute initial consultation $395 - $495 
Initial lab work $495  
30 min. follow-ups (at 3 months & then every 6 months) 275/ea 
Follow-up lab work 250/ea 
Hormones $30/mo 

 

Prior to the WHI, when conventional wisdom held that HT would provide long-

term preventive health benefits, women were counseled to begin HT around menopause 

and stay on it for life. In order to minimize the risks of HT, the FDA now recommends 

that women use HT at the lowest dose for the shortest duration needed to achieve 

treatment results (FDA 2003a). In theory, the general approach to BHT is similar: women 

are generally prescribed BHT for short-term relief of menopausal symptoms. Even 

though many women view using HT/BHT as ‘worth the risk’, they have no interest in 

                                                 
93 See http://www.bodylogicmd.com/for-women/what-it-costs, accessed March 31, 2010. 
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extending this exposure beyond what’s necessary. In other words, the vast majority of 

HT/BHT users in this study view it as a temporary solution that requires regular re-

evaluation. Most participants in this study said they hope to be able to discontinue 

therapy within a few years. They plan to reassess their need for continued HT/BHT when 

something in the context of their lives shifts (e.g., a daughters wedding or bat mitzvah, 

retiring from a stressful job, etc.). About 10 women (out of 23 ever-users of BHT) tried 

and discontinued BHT: a few because of side effects they didn’t like—including 

dizziness, bloating, and one who attributed her diagnosis of human papillomavirus (HPV) 

to her use of BHT. (Interestingly, there was also one conventional HT user who also 

attributed an HPV diagnosis to her use of hormones.) Most discontinued HT/BHT more 

passively, meaning that when their prescription ran out they didn’t immediately refill it 

and discovered that their symptoms were now manageable without it. A small number of 

women (like Peg) said they fully intend to stay on HT/BHT forever—either because they 

had experienced such a dramatic shift in their lived-experience of menopause or because 

they have tried to wean themselves off HT/BHT only to experience a resurgence of 

symptoms that drove them to restart therapy.  

 

Why are Women Choosing BHT? 

Surprisingly, there is a dearth of literature on women’s perceptions of, attitudes 

toward, and use of bioidentical hormone therapy.  In fact, a diligent search of PubMed 

turns up only one study along these lines, which was published in 2001, prior to the 

game-changing results of the Women’s Health Initiative in 2002. In this single study, 
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Adams and Cannell (2001) surveyed 82 women at a local compounding pharmacy to 

assess their perceptions of ‘natural’ hormones, including their perceptions of the risks, 

benefits and side effects of BHT compared to conventional HT. While there are extensive 

limitations to this sample, the authors found that most participants “believed that, 

compared with standard hormones, natural hormones are safer, cause fewer side effects, 

and are equally or more effective for symptom management. Many believed natural 

hormone replacement is equally or more effective for long-term bone and heart 

protection” (Adams and Cannell 2001). 

 

BHT in This Study 

Although it was not a specific focus of this research as designed, BHT was 

brought up in the majority of the ethnographic interviews and focus groups. Over the 

course of data collection, BHT emerged as central issue for understanding how women 

are grappling with menopause. Of the 21 (25.6%) women in this study that were currently 

using any form of hormone therapy, 13 (61.9%) women were using BHT, much of which 

was being individually compounded by pharmacists. This observation begs the questions, 

Why are women in this study choosing BHT? What makes BHT different from 

conventional HT?   

Why women are choosing BHT has as much to do with women’s embodied 

experience of menopause as it does with their perceptions of conventional HT and other 

therapies. In nearly every case, the women in this study using BHT—like those using 

HT—are responding to severe menopausal symptoms (including vasomotor symptoms 
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like hot flashes and night sweats, sleep disruptions, mood problems like anxiety, 

irritability and depression, or memory loss) that are disrupting their lives in substantial 

ways. Like Peg, who suffered from debilitating memory loss, these women described 

themselves as desperate for relief. For example, Bev, a 49 year old nurse-midwife using 

BHT, told me that she had irregular bleeding due to fibroids for nearly a decade leading 

up to menopause. The onset of intense vasomotor symptoms was the last straw. She told 

me: 

I had hot flashes—micro-bursts—on and off for a couple of years.  And then … 
real night sweats, hot flashes. …For months, and months, and months, I counted 
up to 50 a day. It’s uncomfortable in the summertime, it’s way uncomfortable in 
the wintertime, because you soak right through your clothes, and then you’re 
freezing cold. … I finally gave up in the middle of last month and I went to [the 
local compounding pharmacy] and I talked to [the pharmacist] and she gave me 
the bioidentical hormones.  And she saved my life.  I mean, it is such a 
remarkable, remarkable change. 
 

Overall, most women in this study expressed a desire to avoid using HT if 

possible. They were aware of the findings of the Women’s Health Initiative and 

expressed concerns about the safety of HT. Interestingly, many women—including a 

number of those using BHT—say they have categorically ruled out using conventional 

HT to manage menopause. The most common reasons women give for ruling out the use 

of conventional HT are (1) a family history or extreme fear of breast cancer, (2) health 

concerns related to the WHI findings (i.e., heart disease, risk of stroke, etc.), (3) an 

aversion to biomedicine and/or pharmaceuticals, in general, or (4) distaste and/or ethical 

concerns about the treatment of pregnant mares in the production of Premarin/Prempro 

(the most common form of conventional HT). For instance, when I asked Ann, a 50 year 
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old fitness instructor and BHT user, whether there was anything that she would 

absolutely not try in her efforts to managing menopausal symptoms, she told me 

“traditional hormones.” I followed up by asking her what stood out for her in the 

information she’d heard about conventional HT. She responded:  

Well, I mean, with traditional hormone therapy, cancer. And the risk of breast 
cancer. In our clientele right now, I would say we have a dozen women who have 
gone through breast cancer, and are survivors, and we’ve had three women who 
have died from breast cancer. So, I mean, that’s very scary. It’s wonderful to see 
our survivors, and many of them are a decade surviving, and that’s huge, so I 
worry about that. 

 
Having ruled out conventional HT, many participants in this study report having 

tried lifestyle techniques, dietary supplements, or other CAM therapies such as 

acupuncture/Traditional Chinese Medicine. Although there is certainly a large group of 

participants who have had satisfactory results with these approaches to managing 

menopause, others argue that these alternatives are ineffective, take too long, require too 

much work, or are too expensive. For example, Carol, after stopping her conventional HT 

regimen, was searching for something to help relieve her menopausal symptoms. When 

her primary care physician told her she should make an appointment with a naturopath to 

investigate alternatives, she said: 

“OK, let’s make an appointment with him.” He said, “Well, since you’re [a 
Medicaid] patient, you have to pay for it.” That was the end of that. So I end right 
back to over at the health food store, which they’re kinda good, … they get ideas 
from other women that come in there … So, I thought, well, a lotta people says 
this, I think it’s called co-lash [black cohosh] or something like that, is supposed 
to work. Well, I took some. It didn’t seem to do anything. I’m out sixteen bucks, 
and I got nothing.  
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Surprisingly, several participants who ruled out using conventional HT said that they are 

using, or would consider using, BHT. Participants report being enticed by the idea of 

BHT based on three key ideological characteristics: that it is natural, safer than 

conventional HT, and tailored to meet their individual bodies and needs.  

 

“It’s natural” 

Many participants in this study characterize BHT as ‘natural’ based on the idea 

that BHT comes from plant sources rather than synthetic/chemical sources or the animal 

(equine) source of the most popular forms of conventional HT, Premarin and Prempro.94 

In fact, many participants—including Peg—used the term ‘natural hormones’ to refer to 

compounded BHT. For example, Jane is a 48 year old acupuncturist just entering 

perimenopause, with her first hot flash occurring just days before our interview. She 

prioritizes maintaining a healthy lifestyle in order to keep young and energetic. Jane has 

used over-the-counter progesterone cream in the past with the hopes of enhancing her 

libido and sexual function, and she’s considering using it again. She tells me that, 

although she’d consider using BHT and HT if necessary, she would prefer a ‘natural’ 

approach to managing menopause. Jane says, “For the regular hormones, I’m a little 

afraid of them. I don’t really want to take them. I’d rather take something that was 

natural, even though they may be exactly alike. I’d rather take a vegetable product than 

horse urine, or whatever they use.”  Similarly, when I ask Deborah—the woman who 

                                                 
94 This corroborates the finding of Adams and Cannell (2001), who found that female customers of a 
compounding pharmacy who had heard of “natural” hormones (90% of their sample) characterized them as 
plant-derived (44.6%) and/or not synthesized or made without chemicals (50.0%) in an open-ended survey. 
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started BHT on the recommendation of her naturopath-friend—to explain to me her 

understanding of what bioidentical hormones are, she says:  

It means they’re plant derived, from different plants. They are very close to the 
natural hormones in cellular make up, and I’m not exactly sure if they’re exactly 
the same? I don’t know. So, they’re derived from plants, whereas the 
pharmaceutical ones, what are they? Cows? Or pigs? Or urine or something gross. 
Something gross. So, again, I trust plants more than I trust animals. 
 
A surprisingly high number of women in this study (10 out of 60 ethnographic 

interviewees) cite a general disgust with the idea that they should use a product that 

comes from horse urine, as well as ethical concerns with the treatment of mares in the 

production of these pharmaceuticals. Mary, a 52 year old PhD health researcher, cites this 

issue in her explanation of choosing ‘natural’ hormones over conventional HT: 

I just started reading what this stuff is and finding out it is horse urine stuff. It 
really just like, ‘Whoa! I am just not going there.’ And I’m more of holistic 
person and always have been. I delivered my last child at home with midwives, so 
I’m very holistic in how I choose to treat myself. 
 

In this statement Mary indexes her motivation to find an approach to menopausal 

symptom management that fits her identity95 as a ‘holistic person’ by ruling out 

conventional HT.  

Kris, a 55 year old BHT user, is perhaps most vehement in her disgust toward 

equine-based HT. She said,  

My mother was on Premarin until she was like 82 years old!  They just left her 
on!  Prem-mare’s piss!  That’s what it is, it’s horse piss!  For all these years.  And 
thinking, oh this is gonna help her in some way.  It did not help her in some way, 
except it helped to lighten her wallet, y’know? 
 

                                                 
95 Baudrillard ([1968] 1996; [1970] 1997) has argued that identity is increasingly linked to the ‘mode of 
consumption.’ See Nichter and Thompson (2006) for a discussion of this in terms of Americans’ use of 
dietary supplements.  
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This negative appraisal which focuses on the equine-source of the conjugated estrogens 

in Premarin and Prempro may reflect the effectiveness of public awareness campaigns 

against these products, including dozens of anti-Premarin videos available on Youtube 

(ASPCA 2009; PETA 2009; The Humane Society of the United States 2009; United 

Animal Nations 2008). (See Figure 19.) 

 

Figure 19. Illustration from United Animal Nations’ anti-Premarin “I’ve Switched” Campaign, 2009, 
http://www.uan.org/index.cfm?navid=76 
 

Critics of BHT often wage their battle at the level of terminology, pointing out 

that the term ‘natural’—which, like ‘bioidentical’, has no official medical definition—

refers to substances found in nature (such as the pregnant mare urine used to produce 

Premarin), while the plant compounds (such as stigmasterol from soybeans and diosgenin 

from Mexican yam) used in BHT must undergo laboratory synthesis before they can be 

put to use by the human body (Francisco 2003; Fugh-Berman and Bythrow 2007). Thus, 

compounded Bi-est may be ‘bioidentical’ yet synthetic, and the conjugated estrogens in 

Premarin may be ‘natural’ but not bioidentical. Other pharmaceutical hormones, like 

ethinyl estradiol (in most birth control pills) and medroxyprogesterone (in Prempro), are 
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synthetic. (See Cirigliano 2007 for a comprehensive table of common hormone 

therapies.) 

On the other hand, proponents of BHT deliberately capitalize on the symbolic and 

rhetorical salience of this product as “natural.” The concept of ‘natural’ is central to the 

promotion of BHT as well as to the marketing of dietary supplements aimed at 

menopause—in both cases capitalizing on the logic that ‘plant-based’ equals ‘natural.’ 

As Nichter and I argue previously with regard to dietary supplements, “the word ‘natural’ 

carries with it connotations of that which is genuine, pure, unadulterated, etc., especially 

when juxtaposed against conventional notions of pharmaceuticals as being chemically 

synthesized and potentially harmful” (Nichter and Thompson 2006, p. 192).  

But the concept of ‘natural’ holds a particular salience for women on another 

level: when they explained their inclination for a ‘natural’ approach to menopause (often 

in reference to their decision to use BHT or dietary supplements) many participants 

highlighted their overall efforts toward a ‘natural’ lifestyle and identity, specifically 

referencing their experience with or desire for “natural childbirth”—as Mary does, above. 

Macdonald (2006) deconstructs the meaning of ‘natural’ in the context of childbirth, 

highlighting the changing interpretation of this term, away from the essentialization that 

pits ‘natural’ childbirth against ‘medicalized’ or ‘technocratic’ childbirth (Davis-Floyd 

1992). Instead, Macdonald finds that Canadian midwives and their patients have a much 

more flexible understanding of the term, such that ‘natural childbirth’ can include pain 

medications, technological interventions, and even c-sections in the context of patient 

empowerment and choice. Thus, ‘natural’ does not mean ‘no intervention,’ but rather 
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more closely resembles an environment in which women can feel safe, supported and 

empowered to make informed choices about their labor and birth. The use of ‘natural’ in 

reference to the use of BHT clearly carries with it some of this association: BHT is 

perceived as natural because it is plant-based, but it’s also ‘natural’ because it indexes an 

empowered and supported opportunity to make an informed choice about how to manage 

menopause. It is ‘natural’ in that it is patient-centered and places a woman and her goals, 

priorities, and preferences at the center of the intervention. Like natural childbirth, 

‘natural’ approaches to menopause management can include as much or as little 

intervention as she desires—as long as she is in control of that decision. 

 

“It’s safer” 

A second key ideological characteristic that participants cite for choosing BHT is 

that they perceive it to be ‘safer’ than conventional HT—on the basis that BHT is ‘a 

better fit’ with the body’s endogenous hormones. Maryann, a 49 year old preschool 

director, made this case, “Bioidentical hormones, … I would [call them] more on the safe 

side because I think that things that are closer to your biological processes would be more 

safe, although … you’re still messing around with things that we don’t know a lot about.” 

More generally, participants argued that BHT is ‘safer’ because it is ‘natural’ (i.e., plant-

derived). Ann, the 50 year old fitness instructor profiled in Chapter 4, expressed this 

position: 

I knew I didn’t wanna take chemical hormones, you know, and so some friends of 
mine were telling me that they were taking the bioidentical hormones, and you 
know, … I know hormones are hormones, but it just seemed to me that if you 
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could take something that was plant-based and more easily recognized by your 
body, that that would be a safer alternative. 
 
The concept of “safety” and what constitutes something as “safe” has been 

undertheorized in favor of the concept of “risk.” Clearly, “safe” is a relative term. 

Douglas (1992) argues that the relevant question is not, Is it safe? But rather, she asks, 

“How safe is safe enough for this particular culture?” (Douglas 1992, p. 41)—

recognizing both the culturally situated and collective elements of risk perception.  

Medical characterizations of a pharmaceutical or treatment as “safe” does not 

necessarily mean that it is wholly without risk of harm, but that the risks are low, 

especially in relation to the perceived benefits. Per Merriam-Webster’s Medical 

Dictionary Online, safe means “having a low incidence of adverse reactions and 

significant side effects when adequate instructions for use are given and having a low 

potential for harm under conditions of widespread availability.”96 However lay usage of 

the term does not merely index the absence of risk, harm, or danger, but also implies a 

certain degree of security, dependability and perhaps even protection and care. One factor 

that seems to make a difference in women’s conceptualization of BHT as safe enough is a 

recommendation from a trusted source—whether it be from a healthcare provider, a 

friend or family member, or a trusted celebrity like Oprah.  

Overall, whether BHT—and HT, for that matter, is safe enough, is an issue of 

considerable debate for women in this study. Most women acknowledge skepticism about 

the fantastic claims about BHT that circulate in the popular press (Lee 1996; Somers 

2004; Somers 2006). Specifically, participants cite concerns about the lack of research on 

                                                 
96 See http://www.merriam-webster.com/medical/safe, accessed March 31, 2010.  
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BHT, and the lack of definitive evidence that BHT—or any hormonal product, including 

soy—is ‘safe’. For example, Sandra, a 50 year old BHT-user, told me, “it seems like 

these bioidentical hormone’s [have] been around for a long time, but [there] hasn’t been 

much research about the side effects—whether I’m gonna have cancer, uterus cancer, or 

breast cancer, you know.”  

Nevertheless, many participants—especially those using BHT—perceive it to be 

potentially safer than conventional HT. Neither Ann nor Maryann, above, goes so far as 

to call BHT absolutely ‘safe,’ rather, they recognize that using any kind of hormone 

therapy carries some risks but that these risks—perceived to be lower than those of 

conventional HT—may be acceptable under certain circumstances. Giddens (1991) 

argues that voluntary risk taking emerges from life-planning and lifestyle habits which 

tend to ‘package’ together sets of behaviors, some of which are either not perceived as 

risks or seen as ‘acceptable’ risks taken within a particular lifestyle. Here is where using 

BHT becomes a trade off: women suffering from severe symptoms, women experiencing 

a great deal of social vulnerability related to menopause, want the assurance of an 

effective treatment. They are willing to accept some risks in exchange for reliable relief. 

However, women are keenly aware of the risks of conventional HT due to the highly 

publicized findings of the Women’s Health Initiative, the move by the FDA to narrow the 

recommendations for HT use, and the inclusion of warning materials on all FDA 

approved HTs. Women feel that the risks of conventional HT are a known entity whereas 

the risks of BHT have not been definitively established.  
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“It’s tailored” 

A third reason many participants are drawn to compounded BHT is because they 

view it as ‘tailored’ to their individual needs. For example, when Sydney, a 54 year old 

computer consultant, switched from conventional HT (estrogen and progestin) to 

compounded BHT, she was asked by the compounding pharmacist to describe her 

symptoms in detail. She says, “They decided that, because I was having vaginal dryness 

and … [low] libido, you know, that’s when they decided to toss in a little bit of … 

testosterone, and then I have a little cream that I use … a couple times a week.” 

The concept of tailoring treatments to individuals is increasingly widespread in 

the marketing of both mainstream and alternative medicine. For example, the growth in 

the dietary supplement industry over the last 15 years has lead to the marketing of 

individualized vitamin/supplement regimens. On Dr. Weil’s online Vitamin Advisor or 

the home page of Signature Supplements (to name only two) customers can complete  

health and lifestyle surveys that will produce personalized recommendations for vitamins 

and other supplements (Nichter 2003; Nichter and Thompson 2006).97 The popular diet 

book, Eat Right For Your Type (D'Adamo 1996), has spawned an entire series of books 

and products, including software applications, aimed at personalizing nutrition 

recommendations.98  And a recent advertisement for MD Anderson Cancer Center reads:  

Six years ago, Bill Crews was in the best shape of his life. Then he learned he had 
lymphoma. Bill sought out M.D. Anderson and soon had a treatment plan 
tailored around him, even his desire to stay physically active. At M.D. Anderson, 

                                                 
97 Accessed at  www.drweil.com and www.signaturesupplements.com  
98 Accessed at http://www.4yourtype.com/?gclid=CL6GwNr63Z0CFZQM2godigs7Mg  
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our cancer experts have all the options they need to customize an individual 
treatment plan. For Bill Crews, that made all the difference.99 [emphasis added] 
 

But tailoring treatment is more than a marketing ploy; it is truly the cutting edge of 

mainstream biomedicine. In June 2006 at the FDA Centennial celebration, Michael O. 

Leavitt, Secretary of Health and Human Services, singled out “the transformation toward 

personalized medicine” as a key component in a broader transformation toward the 

delivery of safer and more effective medical treatments (Leavitt 2006). Whereas the last 

century of biomedicine has been focused on establishing population-level safety and 

efficacy through the ‘gold standard’ for medical research, the randomized controlled trial 

(RCT), the 21st century frontier of biotechnology is “personalized medicine”—or more 

specifically, pharmacogenetics and pharmacogenomics, sister-fields focused on 

discovering and engineering therapies tailored to individuals with the presence or absence 

of particular genetic biomarkers—whether it is for cancer, heart disease, autoimmune 

diseases, or mental health, among other conditions (Lesko 2007; Shastry 2006).100  

                                                 
99 Advertisement in Harper’s Magazine, November 2009 issue. 
100 Cancer treatment is one arena where personalized medicine (either targeted therapies or targeted dosing 
strategies) has made important strides. Rather than treating breast cancer through ‘trial-and-error’, the 
development of the HER2 protein test has allowed for the identification of those metastic breast cancers 
driven by the overexpression of the HER2 protein, and thus the targeted treatment of the tumor with the 
monoclonal antibody trastuzumab (Herceptin) (Lesko 2007; Whenham, et al. 2008). Biotech is only in the 
early stages of working out the complexity of “personalized medicine” but the concept, if attained, offers 
high rewards: in the long-run, understanding which drugs will work better and/or cause fewer adverse 
events for which individuals in advance will improve patient care and outcomes, and save many dollars and 
hours spent on ineffective treatments.  

While tailoring treatments to particular genotypes undoubtedly helps patients by potentially 
shortcutting the arduous trial-and-error process of finding the right therapy or dosage for a particular patient 
(an issue of particular importance in determining treatment regimens for cancer patients), it also serves a 
number of other stakeholders, most notably fueling biotech research, the diagnostic testing industry and, of 
course, the pharmaceutical industry. By testing a pharmaceutical in genotype-responders, and excluding 
those with genotypes that put them at higher risk for serious adverse events, the chances of producing a 
successful clinical trial are greatly improved. In fact, this strategy can revive the prospects for a 
pharmaceutical that has otherwise “failed” in clinical trials (Lesko 2007).  



 275

But to be clear, this high-tech targeting of treatments is not the kind of tailoring 

women are receiving with compounded BHT. While some proponents of BHT encourage 

the use of saliva tests to determine patients’ hormone levels and, thus, to individualize 

BHT doses (Lee 1996; Lee 2003), most hormone researchers and clinicians argue that 

these tests are not clinically useful for determining HT or BHT dosing because the 

correlation between salivary hormone levels and bio-available serum concentrations vary 

greatly due to a number of variables (including time of day, diet, which hormone is being 

tested, etc.) (Boothby, et al. 2004; Cirigliano 2007; Sites 2008). Furthermore, while it 

may appear technologically sophisticated in comparison with determining BHT regimens 

based on symptom profiles, there is little evidence or support for the idea that either 

blood sera or saliva hormone levels closely correlate with symptoms (ACOG 2005; 

Cirigliano 2007; FDA 2003b; Sites 2008). Thus, one woman who has a very low level of 

estrogen may be experiencing few, if any, symptoms, while another woman whose 

estrogen levels fall closer to the “normal” range may be experiencing severe vasomotor 

symptoms such has hot flashes and night sweats. In short, while the ideology of 

personalized medicine with targeted therapies and targeted dosing is a concept with a 

great deal of currency in biomedicine at this moment, the “tailoring” of BHT does not 

operate from within this model.  

Nevertheless, a few participants confused the issue of the BHT being identical on 

a molecular level (i.e., “bioidentical”) with the notion of compounded BHT being tailored 

to respond to their individual symptoms and treatment goals. For example, Susan 

described her experience with her gynecologist this way:   
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I felt like, ‘She’s going to do some kind of blood work on me and based on that 
we’re going to determine what?’ I mean, How do you know what’s “bioidentical” 
if you’re not [going to test my hormone levels]? “Bioidentical” to what? Which 
raised the question of What does “bioidentical” mean? Is it identical to just the 
generic woman’s hormones? If you’re not doing any tests on me, how the hell is it 
going to be “bioidentical”? What is this? What are you selling me here? What is 
this product? 

 
The tailoring of BHT regimens more closely resembles the individualization of 

CAM therapies, especially in whole systems of health care such as traditional Chinese 

medicine (TCM), Ayurveda, or Naturopathic Medicine (Nichter and Thompson 2006; 

Ritenbaugh, et al. 2003; Verhoef, et al. 2005). Ritenbaugh and colleagues argue that 

“CAM practitioners [as well as many other clinicians] often have a more complex 

conceptualization of individualization than is suggested by genomics” (2003, p. 33). 

Thus, in individualizing diagnosis and treatments, these clinicians cultivate the 

relationship between patient and practitioner, explore patients’ lived-experience 

(including, but not limited to, their symptom-experience), and take patients’ long- and 

short-term treatment goals into account when prescribing therapies.101 This practice, as 

Ritenbaugh et al. note, has been characterized in US clinical practice as “the art of 

medicine”—an often less prestigious, if not less rigorous, companion to “the science of 

medicine” (2003, p. 34). 

                                                 
101 Like the individualization of CAM therapies, the tailoring of BHT regimens can be an on-going 
process—especially until a woman has found a formulation that maximizes symptom relief and minimizes 
side effects. The compounding pharmacists in this study describe a step-wise follow-up process aimed at 
fine-tuning a woman’s BHT regimen. Once that’s achieved, it seems that women are not going back for 
additional tailoring unless something new presents itself. Peg says she’s never had her formula changed 
over the 12 years she’s been on it. On the other hand, Sydney, who was using compounding 
estrogen/progesterone decided that she needed a bit more of a libido boost, requested that some testosterone 
be added to her formula. 



 277

For several women in this study, it is this enhanced therapeutic relationship—

including a broader conceptualization of the individualization of treatment—that attracts 

them to compounded BHT. Specifically, participants reference the time and attention 

afforded them by healthcare providers and/or compounding pharmacists in the process of 

individualizing their prescription for BHT as a direct contrast to the ‘one-size-fits-all’ 

approach that they associate with conventional pharmaceutical use.  

Take Liz, a high school teacher in her early 50s. In our original interview, Liz was 

using compounded progesterone and told me that she was resistant to the idea of using 

estrogen because she was very concerned about the risk of cancer. In a follow-up 

interview, I asked her how she got to the point where she decided to use estrogen despite 

her concerns. She told me that had been “feeling psychotic from night and nights of not 

sleeping.” Her primary care provider (PCP) told her that “you have to sleep. You cannot 

function without sleeping,” and recommended that she see her midwife, who deals with 

her gynecological care, for help managing sleeping problems related to menopause. Liz 

went to her midwife and discussed her reluctance to use estrogen, her family history of 

cancer, and her overall concerns. She told the midwife that she felt like she would be 

increasing her cancer risk if she used estrogen hormone therapy. Liz tells me that her 

midwife discussed with her the ways that compounded estrogen was “different from 

pharmaceutically produced hormones.” Like her PCP, Liz’s midwife also stressed that 

she needed to get some rest.  

After this discussion and reassurance, Liz met with a local compounding 

pharmacist. She describes this experience in detail, stressing that this appointment made 
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all the difference in terms of her feeling comfortable with the decision to use 

compounded estrogen. The compounding pharmacist spent 45 minutes with her, 

interviewing her and going over a ten page symptom and treatment goal questionnaire 

before “she compounded a formulation especially for me and my goals.” The time and 

attention that the compounding pharmacist gave to Liz—to be sure that she understood 

her experience, her concerns, and her treatment goals—“felt good” to Liz and conveyed 

to her that the pharmacist “cares about my particular situation.” Liz stresses that this 

experience is in stark contrast to how she feels about “going into the maw of big pharma 

where they don’t care about me a bit. All they care about is making money.” In this case, 

it was the relationship that the compounding pharmacist cultivated with Liz that mattered 

most (Laidlaw, et al. 2007; Tallman, et al. 2007). While she still has some concerns about 

the safety of using estrogen, Liz says that the time, attention, and care the compounding 

pharmacist brought to their interaction was “important in feeling like my decision was 

OK.” The other factor was pragmatic: the BHT worked immediately. Within two weeks 

the hot flashes were gone and the sleeping followed.  

The cultural salience of tailoring treatment hinges on the notion of ‘flexible 

specialization’ in which the most valued tool for any job is that which is both highly 

specific (i.e., engineered to perform the task with great precision) and highly flexible 

(i.e., able to rapidly adapt to changing demands) (Harvey 1989; Martin 1994). Martin 

identified flexibility as the new, post-Fordist, measure of fitness. This is as true in the 

health care marketplace as anywhere else. Thus, a hormone therapy that is both highly 

specific (i.e., chemically identical to a woman’s endogenous hormones and carefully 
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designed to achieve a woman’s precise treatment goals) and highly flexible (i.e., easily 

and rapidly adjustable so that it can respond to a woman’s changing body and goals) is a 

very desirable commodity for those who can get it. 

 

Is BHT Really Harm Reduction?   

Nichter (2003) argues that harm reduction is the flip-side of risk and vulnerability. 

In other words, one’s perception of risk and sense of vulnerability to risk influences one’s 

drive to engage in harm reduction practices. Harm reduction – like the lived-experience 

of risk and vulnerability – operates at the intersection of phenomenological experience 

and discursive constructions of risk.  

A Foucauldian approach to harm reduction focuses on the ways that discursive 

constructions of harm reduction mobilize a collective will-to-health (Rose 2001). From 

this perspective, whether or not BHT objectively minimizes risk is less the issue than 

whether it is a choice made deliberately and rationally by an actor engaged in mitigating 

future risks (for the individual and the population) through prudent decisions about 

individual behavior in the present.  

Rose stresses that contemporary (‘advanced liberal’) strategies for the government 

of risk aim to “bring the future into the present” (1996, p. 58). More precisely, population 

risk is increasingly managed at the individual level via “calculations about probable 

futures in the present followed by interventions into the present to control that potential 

future” (Rose 2001, p.7). Within this ideology, the individual has been re-conceptualized 

as a “rational choice actor” who must make her own decisions and must, ultimately, bear 
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the consequences of them. Thus, as O’Malley suggests, “the prudent subjects of neo-

liberalism should practice and sustain their autonomy by assembling information, 

materials, and practices together into a personalized strategy that identifies and minimizes 

their exposures to harm” (2000, p.465). In other words, individuals are increasingly 

encouraged to make assessments about the dangers they may face in the future and to 

make responsible decisions to mitigate the risk of these perceived dangers in the present. 

In the present case, menopause has been widely characterized as a potentially ‘risky’ time 

of life, a period in which women are faced with making a choice about how they intend to 

age. “Prudent subjects”— women who are willing to engage fully in the project of 

collecting and assessing information about their options for managing menopause—are 

characterized as the most autonomous and empowered subjects (O'Malley 2000). Yet, 

with this freedom comes the responsibility to make responsible choices that minimize 

risk and maximize well-being.  

From this perspective, a central way in which BHT acts as a means harm 

reduction is in its liminal positioning, betwixt and between biomedicine and CAM 

(Turner 1967; van Gennep 1960). As prudent biomedical consumers engaged in the work 

of gathering information, assessing options, and making rational and responsible 

decisions about how to manage menopause, women may feel extraordinarily relieved to 

discover the option of compounded BHT. In choosing BHT, women productively 

position themselves in the spaces between circulating risk discourses. They are neither 

ignoring the social and physical risks associated with menopause itself, nor are they 

taking imprudent risks by using a pharmaceutical in which the known risks potentially 
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outweigh the benefits. They are neither relying blindly on a CAM therapy that may be 

‘no better than placebo’, nor are they rejecting potentially beneficial alternatives on the 

basis that they haven’t been FDA approved. In other words, choosing BHT allows 

women to flexibly position themselves as social subjects vis-à-vis menopause 

management: they can downplay or emphasize the conventional or alternative 

characteristics of BHT depending on whether their audience is critical or friendly to ideas 

about hormone therapy and/or alternative medicine. And yet, in both cases, they can 

position themselves as engaged citizens that can prudently manage risks and make 

calculated and rational decisions aimed at minimizing their exposure to risk and 

optimizing their health and well-being (Dean 1997; O'Malley 2000; Rose 2001).  

 

Alternatively, a “risk society” approach to harm reduction focuses on the actual 

risks and vulnerabilities women confront in managing menopause: a woman experiencing 

frequent and severe hot flashes may find them distracting and embarrassing in 

professional settings; a woman experiencing vaginal dryness and low sexual desire may 

find it threatening to her intimate relationship with a partner; a woman experiencing night 

sweats and insomnia may find this cascading into the rest of her life, negatively affecting 

her mood, her memory, her ability to be productive at work, and her ability to be a 

mother and/or partner. These real risks require real responses. From this perspective, 

then, does BHT reduce risk? The answer to this question may depend upon which risks 

you are most concerned about. 
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Can BHT reduce the social and physical vulnerabilities associated menopausal 

symptoms? In short, probably. Although it seems obvious, it is necessary to stress that 

BHT is, in fact, hormone therapy. From a biomedical perspective, a hormone is a 

hormone, whether it is Bi-est synthesized from plants, conjugated estrogens from equine-

sources, or the body’s endogenous hormones. Thus, if vasomotor symptoms (hot flashes, 

night sweats, vaginal dryness) are issue at hand, BHT will probably alleviate them 

(Cirigliano 2007; Fugh-Berman and Bythrow 2007; Holtorf 2009; Moskowitz 2006; Sites 

2008). But so will conventional HT and mass-produced BHT.  

Does compounded BHT expose women to fewer risks than conventional HT? 

Although many of the practitioners that I interviewed thought that the rationale behind 

BHT (i.e., that an ‘exact’ chemical match may be ‘safer’ than an imprecise match) made 

sense, there is little scientific evidence to support this. With the exception of Holtorf’s 

(2009) review in Postgraduate Medicine, recent reviews of the literature on BHT have 

come to the same basic conclusion: there is little evidence to support claims that 

compounded BHT is any safer or more efficacious than conventional HT (ACOG 2005; 

Cirigliano 2007; Curcio, et al. 2006; Endocrine Society 2006; Fugh-Berman and Bythrow 

2007; Sites 2008). That said, these authors have expressed concerns about the consistency 

of compounded BHT formulations and the potential for over- and under-dosing women. 

Under-dosing is an issue of particular concern for women with a uterus, as several studies 

of the use of transdermal progesterone suggest that it does not reliably prevent 

endometrial cell proliferation or hyperplasia, which can lead to uterine cancer (Eden, et 

al. 2007; Vashisht, et al. 2005; Wren, et al. 2003). 
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Furthermore, Patsner (2008) argues that the unregulated compounding of BHT—

as it is currently proliferating—is actually harmful to patients on a number of grounds—

most importantly because direct-to-consumer (Internet) advertising of BHT circumvents 

the ‘traditional’ triadic relationship between patients, physicians, and compounding 

pharmacists and misleads patients into believing that BHT is ‘safer’ and more ‘natural’ 

than conventional, manufactured hormone therapy.  

 

Beyond these assessments, the question of whether BHT is really harm reduction 

depends on the phenomenology of managing menopause. Douglas writes “Our usual 

analysis of how people behave in the face of risks is wrong, just because it abstracts a 

particular risk issue from the moral and political issues in which the person normally sees 

it embedded” (1992, p. 50). Douglas argues that cultural theory helps us deal with this 

problem by systematically situating individuals in social and structural contexts. In other 

words, following Nichter (2003), whether or not BHT is harm reduction turns upon 

whether individuals experience a reduced sense of vulnerability and an enhanced sense of 

control in their lives due to their use of BHT. As I discuss in Chapter 4, and as the case 

study of Peg at the start of this chapter clearly illustrates, some women in this study find 

the lived-experience of menopause fraught with physical and/or social risks. Many of 

these women are seeking treatment to manage symptoms and, thus, reduce their sense of 

vulnerability. Furthermore, like Peg, many participants are looking for an effective 

alternative to conventional HT, most often stemming from a sense of vulnerability to the 

risks of conventional HT impressed upon them by the media coverage of the Women’s 
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Health Initiative. In this sense, almost any alternative to conventional HT, including 

newer low dose HTs and mass produced BHT, as well as dietary supplements and other 

CAM therapies, could provide a sense of harm reduction. However, compounded BHT 

also enhances one’s sense of control over menopause: First, like other hormone therapies, 

BHT enhances a woman’s sense of control over her life and routine by eliminating or 

reducing vasomotor symptoms to a manageable level. Both Peg and Liz express the sense 

of relief they feel in regaining a sense of control over their lives after starting BHT.  

Unlike mass produced pharmaceuticals, however, compounded BHT provides a 

sense of control over the formulation of one’s hormone therapy. Women, like Liz, 

describe being personally engaged in the process of tailoring and fine-tuning their 

treatment regimen until they are satisfied with the balance between symptom 

management and side effects. In fact, some women—like Sydney—describe ‘partnering’ 

with the compounding pharmacist or clinician to find the right combination of hormones 

(notice the use of the pronoun we in her description), “Way back when I had a 

consultation, we sat down and did all the work up and everything, and then we increased 

the dose a little bit, and then we went back to a dose, so now I’m just taking one.”   

Finally, as a tailor-made product, compounded BHT users also have enhanced 

control over the delivery of their therapy, choosing from among traditional capsules or 

pills, transdermal gels, flavored suspensions, troches (sublingual lozenges), etc. Beyond 

mere choice, women can actually chose a delivery method they might find pleasurable. 

Consider the following exchange that occurred at one focus group: 

Sheree: So, I was over there taking those blackberry and cream [laughter] troches- 
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JJT: They can also make ‘em taste good? 

Sheree: Yeah, yeah, they do, they make ‘em taste good. You’ve got all these 
different flavors, you know, creamcicle, and- 

Kristina: That’s my favorite! 

Sheree: Yeah. So, and I did that probably for about a year, maybe a year and a 
half… 
 
The significance of rendering a therapy pleasurable and even desirable should not 

be overlooked. van der Geest and White (1989) argue that the “charm of medicines” 

resides in their concreteness: as things. In his study of the placebo effect, Moerman 

makes the argument that beyond the content of medicines, “the form of medicines, their 

color, shape, and amount, makes a difference” (Moerman 2002 , p.47). While Moerman’s 

argument is rooted in the notion that the difference lies in cultural “meaning”, it may also 

be true that it is easier to comply with a therapy delivered in a more aesthetic or 

pleasurable way.  

That said, what is the “meaning” (significance) behind the flexible administration 

of compounded BHT? The dominant experience most American health care consumers 

have with choice in the administration route of medicines is with over-the-counter (OTC) 

cold medicines, available in tablets, capsules, liquids, and sometimes as nasal sprays and 

lozenges. Thus, compounded BHT feels a bit more like an OTC therapy and carries with 

it a key feature of OTC therapies: it is expected to be fairly harmless. Overall, the 

aesthetics of compounded BHT serve to reinforce the ambiguity and liminality of BHT. It 

doesn’t feel like conventional medicine. It feels much more like an OTC or a CAM 
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therapy—maybe even, in the case of the creamsicle troches, like a cough drop or even 

candy. Definitely not a potent pharmaceutical that can cause serious long-term harm.102 

 
Other forms of harm reduction 

BHT is not the only example of harm reduction in the study. Examples of harm 

reduction appear in participants’ use of conventional HT, dietary supplements and other 

CAM therapies, and in the instrumental use of medication. Although many participants in 

this study expressed concerns about the risks related to HT use, others spoke critically of 

the WHI study and the media attention related to it, arguing that the study was flawed and 

the results not relevant to their particular situations. That said, even those who chose to 

use conventional HT to manage the symptoms of menopause were cognizant of the risks 

they may be taking, and many engaged in strategies to minimize or mitigate this risk. 

Most emphasized that they were using new low-dose formulations of conventional HT, 

which they presume safer than the standard doses of HT used in the WHI clinical trial.103  

                                                 
102 Note the relationship between ‘harm reduction’ and ‘risk-taking’. Harm reduction may be intended to 
modify the risks of another behavior or state-of-being, or it may actually be a modified form of risk taking. 
BHT use is both: it’s intended to mitigate the (physical and social) risks of unmanaged menopause, and it’s 
conceived of as a modified risk-taking in that women believe it to be safer than conventional HT, although 
not entirely risk-free. 

From another perspective, the decision to use BHT can be considered a form of ‘voluntary risk- 
taking’ (Giddens 1991; Lupton and Tulloch 2002). While more and more doctors appear open to 
prescribing BHT to patients, biomedical “experts” on menopause for the most part characterize BHT as a 
“risky” foray into HT They recommend that women considering HT choose an “FDA-approved” product 
(i.e., one that is mass-produced by the pharmaceutical industry). Given this stance and the economic 
incentive to choose a product covered by one’s medical insurance, why are women choosing BHT?  In her 
analysis of voluntary risk taking, Lupton highlights the connection between voluntary risk-taking and 
contemporary concerns with identity, selfhood, and self-projects. She writes, “The notion of risk-taking as 
contributing to self-development, self-actualization, self-authenticity, and self-control is part of a wider 
discourse that privileges the self as a continuing project that requires constant work and attention”  (Lupton 
and Tulloch 2002, p. 122). 
103 Following the publication of the WHI findings, the FDA announced new guidelines for the use of HT 
which stressed using “the lowest doses for the shortest duration to reach treatment goals” (FDA 2003a). 
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A few participants erroneously believed they were mitigating HT-related risks by 

remaining on birth control pills, rather than transitioning to menopausal hormone 

therapy.104 Still other HT users report self-regulating their treatment regimen by reducing 

or skipping doses. For example, Linda, a 52 year old University employee, explains how 

she self-regulates her HT use based on her symptom experience: “Probably within the 

last year, maybe year and a half, I started on regular hormones. But they’re very low 

estrogen.  And I only take them now when I start noticing my hot flashes. So I probably 

take maybe two pills a week.” This method of self-regulation is directly related to her 

sense of vulnerability and reluctance to use HT. She is attempting to reduce her risk by 

reducing her hormone load, while still effectively managing symptoms through the 

mainstream medical system—thus maintaining health insurance coverage for doctor’s 

appointments and medications, and bolstering a sense of security by using FDA regulated 

HT, rather than another product (such as BHT or dietary supplements) not subject to the 

same degree of scrutiny and testing.105 

Recent data indicates that nearly 4 out of 10 adults used some CAM therapy in the 

last year (Barnes, et al. 2008). Among women in menopausal transition, CAM use may 

                                                                                                                                                 
Since then, pharmaceutical companies and healthcare providers – even those strong advocates for the 
benefits of hormone therapy – have responded by manufacturing and prescribing lower dose HT.   
104 Menopausal hormone therapy contains far lower doses of hormones than oral contraceptives (OCPs). 
Many women are advised to use OCPs during the transition to menopause because it serves as birth control 
while also mitigate the symptoms of menopause, however, women are generally advised to transition to 
menopausal hormone therapy around age 51, or once menopause has been determined by testing FSH 
levels. 
105 While many in mainstream medicine were disappointed with the findings of WHI, and were vocally 
critical of many elements of the study, many others will argue that it is an example of ‘science done right’ – 
that is, using the clinical trial model to test a hypothesis about the safety and efficacy of a pharmaceutical 
therapy. Many mainstream researchers and clinicians continue to use this argument to advocate for the use 
of conventional HT over other menopausal symptom management options like BHT or dietary 
supplements, arguing that these have not been subjected to the same degree of testing and scrutiny as HT, 
and thus their safety and efficacy profiles are essentially unknown. 
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be as high as 60% (Bair, et al. 2008). In fact, visits to CAM providers now outpace those 

to primary care providers (IOM 2005b). As discussed in Chapter 2, many participants in 

this study reported (currently or previously) using CAMs such as dietary supplements and 

acupuncture/Traditional Chinese Medicine (TCM)—as well as others—in their efforts to 

manage the symptoms of menopause. While the reasons women gave for using CAM are 

manifold and include issues of identity as well as pragmatic issues of access and expense, 

some participants were clearly using CAM therapies in an effort to reduce the their sense 

of vulnerability to the perceived risks of menopause. One common reason many women 

gave for choosing CAM therapies was a deep concern about the risks of breast cancer 

associated with hormone therapies. For many women with close family members who 

had experienced breast cancer, hormone therapies of any kind were viewed as “too risky” 

and CAM therapies (especially dietary supplements) were an important alternative, and 

means of harm reduction.  

In several instances, women—like Alicia, the nursing director profiled in Chapter 

4, report turning to provider-based CAM therapies such as acupuncture/TCM to help 

manage re-emerging symptoms when they have decided to stop HT. It took Alicia several 

years to wean herself off HT, and despite her doctor’s reassurances, she’s determined not 

to go back. At our original interview, Alicia had been to her TCM practitioner only 4 

times and had experienced very little, if any, relief. At a follow-up interview, 4 months 

later, Alicia was still receiving acupuncture 1-2x/month and using the herbal pills her 

TCM practitioner recommended. She tells me that her practitioner was successful in 

halving the number of hot flashes she has per day, however, the hot flashes she still has 



 289

are terrible. That said, Alicia explains that she’s still convinced that she’s better off with 

TCM than taking the risks of HT. 

While, certainly, some women in this study chose CAM on ideological grounds 

(because they identify as a CAM user, have an ‘alternative’ lifestyle, or reject biomedical 

intervention), many participants said they chose CAM therapies for pragmatic reasons—

because they perceive them to be safer than conventional (biomedical) options. In the 

case of provider-based CAM therapies such as acupuncture/TCM and homeopathy, these 

therapies are certainly not being chosen out of time/cost efficiency or convenience, but 

rather because they are perceived as offering something biomedical therapies (including 

HT and BHT) do not: less long-term health risk. In this case, CAM use is a clear harm 

reduction strategy.  

A final example of harm reduction in this study is some participants’ use of 

pharmaceuticals—such as sleeping pills or antidepressants—to increase their tolerance of 

menopausal symptoms, rather than to reduce symptoms directly.106 Several participants 

report using the sleeping pills to help them sleep solidly so that they would have more 

resilience toward hot flashes and the mood symptoms of menopause. For example, Janet, 

profiled in Chapter 4, has had a fairly manageable transition to menopause that she talks 

about in very positive terms overall. However, one summer she found herself 

overwhelmed by the stress of working rotating  twelve-hour AM/PM nursing shifts—

exacerbated by hot flashes, anxiety, and difficulty sleeping, what she calls a “hormonal 
                                                 
106 Although some clinicians advocate the off-label use of antidepressants for the direct relief of 
menopausal symptoms—especially for women with both vasomotor and mood symptoms, none of my 
research participants were using them in this way. The few participants who reported having used 
antidepressants in this study described this use as a short-term, pragmatic attempt to weather a particularly 
challenging period in their lives, of which menopause was only a part. 
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dump” from menopause. Janet saw her PCP and requested Ambien (a sleeping pill) and 

Lexapro (an antidepressant and anti-anxiety medication), both of which she received and 

used for a very short period of time. Janet explained her use of antidepressants this way:   

So I tried it, but I only used it for 2 weeks … I just needed to get myself stabilized 
again ‘cuz I was just all over the map. … I can’t stand having anti-depressants in 
my system, but periodically I have used them for very short periods of time. … If 
everything is really feeling like it’s falling apart, I know that they just give me a 
floor. Once I climb up on the shelf, get everything in order, then I’m fine. So, 
that’s my little thing.  

 

Despite these other examples, BHT clearly emerges as an exemplar of the concept 

of harm reduction in practice. It is an important option for many women in this study 

because they feel confident that they will be able to get their symptoms under control, 

and they view BHT as less risky than conventional HT. 

 
Conclusion: 

Nichter argues that: 

[H]arm reduction [is] both an expression of agency and a form of manipulation. 
As an expression of agency, harm-reduction practices are undertaken to reduce a 
sense of vulnerability and enhance a sense of self-control. As a form of 
manipulation, harm-reduction practices are fostered at the site of the individual 
body by parties who wish to deflect attention away from risk factors affecting a 
population’s health. (Nichter 2003, p. 13-4)  

 
In this chapter, I have discussed the ways in which women may reduce their sense 

of vulnerability and enhance their sense of control through a decision to use BHT. 

Productively situated betwixt and between, BHT is neither and both biomedicine and 

CAM. Women are enticed by the idea of BHT because they view it is natural, safer than 

conventional HT, and tailored to their individual bodies and treatment goals. Women 

choosing BHT view it as an improvement over the “synthetic” one-size-fits-all drug 
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mass-produced by the pharmaceutical industry. Furthermore, there is an aesthetic quality 

to the compounded BHT consultation that appeals to even the most prudent health care 

consumers, and more closely resembles a CAM encounter than a typical biomedical 

encounter: the unhurried, face-to-face, highly personalized interaction between patient 

and practitioner, in which the patient has an opportunity to describe, in detail, “what’s at 

stake” for her in menopause (Kleinman and Seeman 2000). In short, many participants in 

this study feel that BHT can provide effective symptom management without the same 

degree of risk associated with conventional HT.107   

In conclusion, I wish to suggest a few ways in which BHT (as an exemplar of 

harm reduction) may act as a form of manipulation. To begin with, BHT is part of a 

massive harm reduction industry aimed at midlife women. Menopausal women are prime 

targets for the marketing of dietary supplements aimed at reducing hot flashes, regulating 

sleep, restoring sex drive, boosting the metabolism, maintaining flexible joints, as well as 

dozens of books that approach the topic from every perspective imaginable. As BHT 

grows in popularity among women, the industry supporting it expands: compounding 

pharmacies that once served a small clientele expand their businesses to provide 

extensive consultations with women considering BHT; clinicians begin to specialize in 

the fine-tuning of BHT prescriptions for those who afford designer medicine; the media, 
                                                 
107 Ritenbaugh (personal communication) describes this as a “push/pull” scenario: Women are pushing 
away from conventional HT in response to the WHI findings, other pharmaceutical crises, and a 
generalized disgust toward ingesting equine-based estrogens. At the same time, they are being pulled 
toward BHT on the basis that it is intended to make them “feel good” and optimize their quality of life. She 
argues that, compared to the 1990s, the demand for HT is now consumer-driven. What HT manufacturers 
did not bank on was that women would vote with their pocketbooks for an ‘alternative’ to conventional HT 
by turning to BHT. Despite the promotion of BHT by celebrities like Somers and Winfrey, the rise of BHT 
is a consumer-driven movement based, in no small part, on women’s faith in conventional HT being 
undermined by repeated hormone-related pharmaceutical scandals (including DES, the link between 
unopposed estrogen and endometrial cancer in the 1970s, and the WHI findings in 2002 and 2004). 
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celebrities, and the popular press capitalize on the growing popularity of BHT with 

stories portraying BHT alternately as a panacea and peril. This is part of a broader trend 

of the commodification of health that suggests that good health is available to consumers 

who are willing (and able) to pay for it. 

Like risk and vulnerability, opportunities for harm reduction are not evenly 

dispersed. Unlike women who view their options limited to what their health insurance 

will cover, or to inexpensive dietary supplements, women using BHT can afford the 

investment of both the time and money required to received designer medicine. Women 

may need to visit several practitioners before finding someone willing to prescribe BHT. 

Clinicians specializing in BHT, and compounding pharmacists offering extensive 

consultations with women, often do not take health insurance so clients pay for these 

appointments out-of-pocket. And it may take multiple appointments to adjust the BHT 

formulation to maximize benefits and minimize side effects. These require extensive 

outlays of time and money. This is an issue taken up further in the next chapter, which 

focuses on provider perspectives of menopause management. 

Clearly, ‘harm reduction’ is central to a consumer-based health care system 

because, ultimately, the consumer is responsible for her health. BHT reinforces a neo-

liberal ideology that places the responsibility for risk/benefit analysis on individual 

women, rather than in the hands of clinicians, biomedical researcher, or regulatory bodies 

like the FDA. And women fully embrace this responsibility as their right—and a right 

they will fight to keep.  
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CHAPTER 7: PROVIDER PERSPECTIVES  
ON MENOPAUSE MANAGEMENT 

 

As discussed in Chapter 5, when I asked women participating in this study where 

they turn for information or advice about menopause they—like the participants in most 

other studies of menopausal information-seeking—most frequently named health care 

providers. In particular, women say they are looking for clinicians who will help them 

interpret information about menopause and apply it to their individual circumstances, 

including their lived-experience of menopause, their personal and family health histories, 

and their life context, broadly construed. In other words, reflecting a broad societal trend 

toward flexible accumulation, women say they are looking for health care providers to be 

highly personalized information filters who will support them through a process of shared 

decision-making (Harvey 1989; Martin 1994). Liz, a perimenopausal high school teacher, 

puts it this way, “I want to be able to describe my experience to somebody who has a 

vested interest in our relationship continuing, and have them know anything there is to 

know and be able to offer that without agenda.” 

 Given the complexity of contemporary menopause management, this is a very 

high bar for clinicians to meet. As I have shown in previous chapters, what most health 

care providers thought they knew about how to manage menopause has changed 

dramatically over the last decade, and this knowledge continues to be renegotiated. In 

addition, clinicians are dealing with women whose health and life priorities, not to 

mention embodied experiences of menopause, vary widely. Many of the clinicians in this 

study feel that their practice is constrained by the US health care system, and they say 
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they aim to be sensitive to women’s economic conditions as well as their physical 

conditions. 

In this chapter, I investigate the ways health care providers approach this 

responsibility. To consider the ways clinicians view menopause and approach menopause 

management in the post-Women’s Health Initiative environment, I examine data 

collected in interviews with twenty providers serving women in menopausal transition 

across a wide range of therapeutic modalities. Because I interviewed a broad spectrum of 

clinicians, I cannot make sweeping generalizations about clinicians’ attitudes. Rather my 

goal in this chapter is to illustrate the breadth of approaches clinicians take toward 

menopause management and to draw attention to issues central to many clinicians that 

cross-cut therapeutic modalities in surprising ways.  

 

The Distinctiveness of Health Care Providers and their Clinical Practices 

Similar to the way midlife women in this study did not divide into neat categories 

according to symptom experiences or treatment decisions, clinicians that I interviewed 

also defy easy classification, especially classification simply based on their training or 

practice modality. Of those interviewed for this study, there is no “typical” family 

practice physician, midwife, or TCM practitioner. Some clinicians discourage and avoid 

prescribing hormone therapy (HT) to all but those with the most severe symptoms, while 

others believe strongly in the benefits of HT, especially for those who initiate it early in 

menopause. Some clinicians say they prefer to prescribe bioidentical hormones (BHT) 

because they are a “better fit” with a women’s body, others argue that there is no 
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difference between BHT and conventional HT because “a hormone is a hormone.” Some 

of those prescribing BHT say they prefer compounded formulations because it gives them 

more control over the doses and delivery methods, others say that mass-produced BHT is 

a better choice because it is subject to FDA scrutiny and is often covered by women’s 

health insurance plans. Some clinicians serve primarily low-income clientele while others 

see women who have the economic means to pay for consultations and therapies out of 

pocket. Nevertheless, the one thing all the clinicians I interviewed shared was an 

extraordinary commitment to women. Of course, clinicians came to this commitment 

with very different “biases”—in the words of one participant—about how to manage 

menopause, midlife, aging, and health more generally. Consider, for example, the 

differences between three nurse practitioners I interviewed:  

 

Nurse R 

Nurse R says that her first mission was “every child a wanted child” and was 

instrumental in starting a Planned Parenthood clinic in the 1970s. Her current mission is 

to provide good menopausal care to women as they age. When we first met, Nurse R was 

providing menopausal care at a large University-based Ob/Gyn practice. She tells me that 

she enjoys her job but feels that her work is under-appreciated by the busy doctors in her 

practice. For the last several years she has organized a menopause conference at the 

University, open to clinicians and women; however, this will be her last year putting 

together the conference because she’s about to retire. She’s seeing many of her clients for 

the last time.  



 296

Nurse R’s approach to care is consistently woman-centered—to the point that she 

supports a woman’s decision to use HT even if she has had breast cancer.108 (A rare 

position among the clinicians I interviewed.) She aims to provide women with what she 

views as the “best” information and then empowers women to make their own decisions. 

She asks them “What do you want to do? You have to make the decision yourself.” That 

said, she is a firm believer in the benefits of HT and feels that the media did a disservice 

to women by over-hyping the WHI results. She explains: 

Unless they have some physical conditions, situations that would predispose them 
to a problem, for the most part [HT is] beneficial and protective—protective for 
the heart, the bones and the brain, besides symptom relief.  But if somebody is 
worried, there's no way I'm going to push. No, I don't push because they have to 
be comfortable. It's what they want to do and ... if they don't want anything, we 
can talk about options. Then when you start talking about options, when you start 
talking about the SSRIs, which they figure are drugs for the psych person, [they 
say,] “No, I don't want that!” Well, you can try exercise, diet, none of them will 
be that great.” 
 
Although most of her clients have health insurance, Nurse R is also extremely 

cognizant of the economics of care. She shows me a chart that she’s made that lists the 

costs of various therapies from Costco. She explains that the least expensive option is a 

basic estradiol that costs $12 for three months. Other hormone therapy regimens can cost 

nearly $300/month. Nurse R continues, “Maybe Prozac is not the best thing, but if it’s the 

only thing they can afford, you can get 100 of them for $12.99—if you’re going with 

SSRIs. And if it works, Great!” She continues, “I do a lot of creative prescription writing. 

                                                 
108 On this topic, Nurse R said: 

Estrogen doesn't cause breast cancer but it's a growth promoter. Let me give you myself as an 
example. I started hormones. A year and a half later my breast cancer was diagnosed. [The HT] 
wouldn't have done it because, by the size of it, it had been growing for 12 years. I went back on 
my hormones two years later. ... My own oncologist, when I told him after two years, “I'm going 
back on,” he said, “If you get breast cancer again don't hit yourself, don't beat yourself, it's 
because somehow we—the chemo or the surgery—missed a breast cancer cell.” 



 297

If they’re only going to do something for 12 days every three months, like with the 

progesterone, order 30 and ‘Take daily as directed.’ You’re not lying. You’re directing 

them.” 

When I asked her what would help her to provider better care for women in 

menopause, Nurse R tells me that she’s had to fight for 30 minute appointments with her 

clients. Having enough time to help patients sort through their treatment options is 

critical. 

 

Nurse E 

Nurse E works with primarily low-income, under- or uninsured Hispanic patients 

in a charity clinic near the University. Despite the challenges of providing care in this 

environment, Nurse E brings an extraordinary level of care and attention to her 

patients.109 While she is officially in family practice, Nurse E has earned a reputation for 

her women’s health care and says that nearly half of her 20+ appointments each day are 

for women’s health. In her menopause-related appointments, Nurse E makes an effort to 

reassure women that “menopause will probably not be burdensome if their menstrual 

years have not been particularly burdensome.” 

Nurse E says that she’s seen a change in women’s interest in HT (and her own 

prescribing practice) since the Women’s Health Initiative (WHI). She says: 

                                                 
109 At the end of a day I spent in her clinic, I caught a glimpse of Nurse E talking with a mother 
and baby in for a well-baby appointment. Nurse E was cooing and ooh-ing and aah-ing over this 
baby, and talking with his mother in the most kind and gentle terms about how good it was for the 
baby to be at the table with his parents at mealtime because it teaches him that meal time is a 
social time, and so on. She praised the mother and the baby numerous times in the interaction. It 
was truly heartwarming. 
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Prior to the WHI, which hit the press loudly,… many, many, many were 
requesting hormones. Many!  And we gave them quite freely as long as there was 
good monitoring.  Since [the WHI information] has been available and by word of 
mouth people understand more and more that there is an increased risk factor for 
breast and even uterine cancer, most people are hesitant.  That’s my experience 
here as well. Most are hesitant.   

The other experience I have is that very large percentage of our patients 
receive care in Mexico, either prior to coming here or periodically. … It appears 
that they receive hormones much more freely there and without necessarily 
having pap and mammogram ahead of time and without necessarily having to 
follow-up in a designated time period.   

So they come from two different perspectives, but in general the women 
are asking for hormones less frequently. They’re asking for relief, but not 
necessarily hormone therapy. Because I think in general people have become 
frightened and they know that there can be a problem. 

 
In her practice, the primary menopausal symptoms Nurse E sees are complaints of 

irritability, sleeping disruptions, hot flashes and vaginal dryness, and changes in sexual 

desire. She tells me that she generally asks her patients, “‘What have you tried to help 

yourself?’  Because that gives me a good clue to what they think the cause might be or 

what at least they’ve experienced for relief.” Her first recommendations are lifestyle 

approaches, such as reducing caffeine intake and timing exercise to help with sleep, and 

adding soy products to one’s diet. Secondarily, Nurse E recommends herbal supplements, 

such as soy and black cohosh supplements—often recommending particular brands that 

are most economical. She recommends that women try these products for at least two 

months in order to give them time to make a difference.  

Nurse E takes a conservative approach to prescribing HT. She will prescribe HT 

for women with severe discomforts, although she is very hesitant to use it for women 

with a family history of breast cancer or other increased risk. She requires that women 

have a mammogram, pelvic exam, and pap smear, and she starts them on the lowest dose 



 299

of HT for 2-3 months. She will gradually increase their dosage until they have found 

symptom relief and then taper it back down to the point where they find their symptoms 

manageable. She makes an effort to find funding to provide women with a free follow-up 

appointment to make sure their care needs are being adequately addressed. 

Nurse E notes that her clientele has difficulty accessing good health information, 

because of language and literacy barriers. Many women come in with what she calls 

“traditional” ideas about health that are not scientifically accurate. As long as these 

“traditional” practices do no harm, she does not tell them that their practices are wrong 

but makes an effort to explain current scientific or medical thinking. 

 

Nurse S 

 Nurse S opened her own women’s health clinic several years ago after being laid 

off from her previous practice. Her practice came to my attention when she wrote an 

article on BHT for a local online health newsletter. Nurse S tells me that most of her 

clients are middle to upper-income, but she accepts health insurance and the state’s 

Medicaid program, so she does have some lower-income clients. She spends about 45-60 

minutes with new patients and about 30 minutes with repeat patients.  

 Nurse S sees her primary role as educating women about what symptoms to look 

for that are “abnormal” and otherwise reassuring them that most of their experience is 

“normal” and their bodies are working just fine. Women, she says, are leading busy lives, 

caring for children and elderly parents, and are overwhelmed when they enter 



 300

perimenopause. In response to misinterpreting their experience, they often mismanage it 

by using too many dietary supplements. She explains: 

They’re not sure about what’s happening and they feel like they’re sick. ... But 
they’re not sick.  Their hormones are out of balance or they don’t feel well they 
don’t have the stamina.  They think there might be something wrong with them. 
And there is something wrong with them but its not— It’s kind of one of those 
things.  So I get a lot of people who are in to all that life extension stuff and 
optimal health things, which I think are great, but some people take 37 
supplements in the morning and 37 at night and we’re not even sure what they’re 
doing.  The doctors, different practitioners are ordering a lot of this stuff.  I say, 
“Well are you feeling better?”  

“Well, not really”  

“Well then why are you doing it?”  

“Because I think it will help me live longer or whatever.” 
 
Many of the women who come to her with complaints of menopausal symptoms 

have already tried a number of over-the-counter supplements on their own, and most do 

not like the idea of using pharmaceuticals like conventional HT or SSRIs. The majority 

of her clients, Nurse S tells me, “come looking for something else.” She recommends 

CAM therapies like massage and acupuncture and includes what she calls “a spiritual 

piece” in her work by suggesting practices like yoga and meditation. Although she often 

prescribes SSRIs for women whose menopausal symptoms overlap with symptoms of 

depression, she often recommends that they try BHT.  

 Despite her preference for BHT and CAM therapies, Nurse S is cognizant of the 

economics of care. She notes, “If they’ve got the money, [my clients] will take the 

bioidentical hormones because insurance doesn’t pay for it.  If they don’t have the 

money, they will take the other stuff because they can get it at Walmart for $4 each.” 

However, because she has found BHT better tolerated by her clients, she says, “we have 
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ways of making the bioidentical ones a little more cost effective.  Doubling the dose, 

cutting them in half if they’re the sublingual things, and things like that.  So sometimes 

you end up paying just as much as you would if you had to pay two co-pays for a 

generic.” 

When I ask her what would help her provide better care to women in menopause, 

Nurse S tells me that she would like more time with patients and better remedial 

education for women about what to expect from menopause. She stresses that there are 

industries around this kind of information for menarche and pregnancy, but nothing 

comparable for menopause. Women, she says, need “anticipatory guidance” in their 30s 

and 40s. 

 

The Normalization of Menopause 

In Chapter 5, I noted that women look to their health care providers to validate 

their embodied experience, translate information from the abstract to the individual, and 

provide access to specialized therapies (from hormone therapy to acupuncture). Across 

the spectrum of clinical practices, health care providers indicate that they are keenly 

aware of the important role they play for women transitioning to menopause. However, 

clinicians who participated in this study repeatedly characterized their primary role as 

normalizing women’s experiences of menopause. For example, Dr. J, a family physician, 

described the way she approaches menopause in her clinical practice: 

I just try to reframe it as “All of us are going to go through this. Some of us go 
through it at different times, different ages. There's a range. Sometimes 
perimenopause can go on for several years.” And at that point women roll their 
eyes and gnash their teeth like, “I can't believe this!”  And [I] just try to have 
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some normalization of it all.  Then that's when I'll usually say, “Well, medically, 
we've changed the way we think about this now.” 
 
That clinicians feel the need to normalize menopause—that is, the need to 

discursively construct menopause as “normal” and not out-of-the-ordinary—speaks to 

how pervasive the pathologization of menopause had become in the years leading up to 

the WHI trials. This rhetorical shift signals a major break from the last century in which 

menopause was framed as a “deficiency disease” (Wilson 1966) and echoes calls for 

demedicalization of menopause by the NIH State-of-the-Science Panel (2005). Dr. V, an 

integrative family physician, described the shift in her thinking that came about in the 

years following the release of the unexpected findings of the WHI: 

I do think that menopause is a normal stage of women’s lives.  I think that as 
doctors we see the people who are most complicated and having the most trouble 
because other women don’t ever come to see the doctor and so I think most 
doctors have a bit of a skewed impression of what menopause looks like for 
women. … I would say in some ways I started learning from my patients.  I had 
certainly been taught to use Premarin, and I went through an era where the 
cardiologists and endocrinologists were highly recommending all women take 
HRT because it was going to prevent heart disease and osteoporosis and colon 
cancer and Alzheimer’s and strokes. The reality is that only a few of those are still 
left on the potential benefit list, and a lot of them have gone off. And so I’ve 
really seen the very significant change in perspective about the scientific value of 
hormone replacement. … In terms of helping to manage symptoms, I think our 
sense of using HRT broadly as a preventive strategy doesn’t make good public 
health sense.  But that doesn’t mean there aren’t women who benefit 
tremendously from using it.  

 

Clinicians are not the only parties who have been trained to think about 

menopause as a medical “problem” requiring intervention. In their interviews, clinicians 

stress that many women have themselves been socialized to seek medical attention for 

menopause—and other bodily discomforts. In fact, Midwife L described the 
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pathologization of bodily experience as endemic among women throughout their lives, 

suggesting that the medicalization of women’s reproductive lives is a powerful force. She 

explained: 

What I noticed about women, no matter what age they are, is that they think 
something’s wrong with them. Whether they’re pregnant, or whether they’re 
childbearing, or whatever. Women think whatever’s wrong with them, it’s their 
cycle that’s causing it. Pretty much I see that universally, whether I’m dealing 
with 20 year olds or whether I’m dealing with 50 year olds. … We sort of have 
this community of women who think that basically their cycles are some bad joke 
that’s been played on them or something. Because no matter what I’m dealing 
with, I’m normalizing it.  …  “You mean a long labor is normal?”  Well, yeah, it’s 
normal.  So, the fact that perimenopause could last 15 years is intolerable to most 
of us. “What do you mean I have to have symptoms for that long?”  It may even 
out.  “I keep hearing when you stop bleeding it gets better.” Maybe. 

 

Although they acknowledge that some women experience menopausal symptoms 

that are intolerable and require intervention, many clinicians say that they frequently find 

themselves reminding women that a certain amount of discomfort is part of the human 

condition and does not necessarily require medication. Consider the following exchange I 

had with Dr. I, a gynecologist in a hospital-based group practice: 

DR. I: Most women come in for their symptoms, mostly hot flashes and then 
mood problems and they come in for treatment of that, overall. … 

JJT:  Can you tell me about your recommendations in those situations?   

DR. I:  You know it depends a lot on the patient and sort of what they’re looking 
for.  Often they’re just looking for reassurance that what they’re going through is 
normal and they don’t need any treatment. … If they and I feel that their quality 
of life is being affected negatively by their symptoms, we’ll talk about treatment 
and depending on their symptoms, depends on what I talk about. 
 
Practitioners like Dr. I discussed the importance of reassuring women that their 

particular experiences of menopause—while perhaps disruptive to their lives—are not 

out-of-the-ordinary, and are generally not cause for concern. Because the signs and 
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symptoms of menopause are so highly variable, women may become concerned that their 

symptoms indicate a serious health condition for which they should be seeking out 

medical attention. For example, Midwife L, who sees peri- and post-menopausal women 

as part of her private practice, says that although most of her clients are willing to tolerate 

menopausal symptoms, they come to her when their symptoms have become severe or—

most commonly—because they are concerned about irregular bleeding. She said: 

I get women that come in and they’re sure there’s something terribly wrong, that 
they’re going to bleed to death.  And sometimes it seems like they might, you 
know, depending on what’s going on. Some women have amazingly heavy 
periods where they’re drenching pads every hour and that’s frightening. 
 

In response to their concerns, Midwife L uses a three-part process of reassuring women 

through the normalization of menopause: (1) validating their embodied experience, (2) 

ruling out disease processes, and (3) normalizing their experience. She explained: 

I feel like my job is really to say, “OK, yes, I acknowledge that you’re having 
these feelings. I know that they’re real and I understand that they make you feel 
crazy. So let’s figure out a way you can live with these. Because they’re not a 
disease, and you may have to live with them for a while because it may not go 
away right away.” I think that’s a really hard thing to be told, “I can’t fix you and 
there’s nothing wrong with you.” 
 
For her part, Nurse S, profiled above, tries to pre-empt her clients’ concerns by 

educating them about expect from menopause. She explained: 

I usually tell [women] what is abnormal, [and] what would they look for if 
something were abnormal. Because there’s a lot less of that than there is of what’s 
normal. Kind of reassurance that everything is happening the way it’s supposed 
to, that their bodies are really not turning against them even though it feels like it. 
I mean you’re fine in your twenties and thirties. Your periods come boom, boom, 
boom. And then when you hit your forties, they’re weird.  It’s like you can’t trust 
your body to tell you anymore. Your signals are screwed up and you'd don't know 
what to think. And your hormones are whacked. And you’re estrogen-dominant 
one month and you’re not the next.  So you’re just all over the map. So talking 
about what’s abnormal, what to look for that I would be concerned about.  ... 
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Yeah, I just tell them ... [if] you skip three periods and then you had three in a 
row, that’s normal.  What’s not normal is if you bleed long, if you bleed too 
frequently, if you-- These kinds of things.  

 

While many practitioners talked about the importance of normalizing irregular 

bleeding and changing menstrual cycles as part of reassuring women that there is not 

“something serious” wrong with them, several practitioners also spoke particularly about 

normalizing a decline in sexual desire for women. Although I covered this issue from the 

perspective of women in Chapter 4 (Menopausal Subjectivity), it is important to reiterate 

that a declining libido can be experienced by some women as a significant social 

vulnerability, in that they (and their partners) may have expectations about the 

importance of maintaining sexual desire—and sexual availability—as they age.  

When clinicians in this study spoke specifically about normalizing the decline in 

libido, they highlighted the importance of this process for low-income Hispanic women 

in particular.110 For example Nurse E, profiled above, said: 

I’ve had recently many [clients] who are afraid that they are not normal, 
especially around libido issues. Because their spouses—and I’m referring 
primarily to Mexican, lower socio-economic couples—their spouses lead them to 
believe there is something wrong with them. 
 

In response, Nurse E reassures women that their experience is normal and invites them to 

bring their husbands to their next appointment. She tells them:   

‘You’re welcome to bring him in, we can talk about it.’ And sometimes they do. 
But I’ll say, ‘This is information and you can tell your husband that it came up 
during the exam. And I’m giving you this information to share with him because 

                                                 
110 It is important to note that I have few low-income Hispanic women in my sample. Because my sample 
of Anglo women was overwhelmingly professional (that is, well-educated and middle-income or above), I 
made an effort to recruit professional Hispanic and African-American participants so not to conflate 
race/ethnicity with income. 
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he didn’t have the opportunity to hear it.’  They sometimes seem relieved to do 
that. 
 

Similarly, Midwife R, who also serves a primarily low-income, Hispanic clientele at a 

community health clinic, described her clients’ concerns about a decline in libido this 

way:  

MIDWIFE R:  I’m not sure if that’s a cultural thing or not but … my perception 
of it is that Caucasian women have been told that this should be the best time of 
their life and they’re wanting to be sexually active for own pleasure, versus these 
[Hispanic] women that seem like they want a way to be able to say to their partner 
that they’re normal or to be left alone or whatever.  It is a paradox for them. 

JJT:  So what kind of response do you give women to their sexuality concerns? 

MIDWIFE R:  I try to let them know that it’s normal, that it’s not something 
that’s the matter with them ‘cause I think, again they’ve been brainwashed [into] 
thinking something is the matter with them if they’re not desiring sexuality. 

 

In other words, from the perspective of these clinicians, unlike Anglo women—

who are personally disappointed in a declining libido and need to perceive it as 

“abnormal” so that they can justify seeking treatment (like testosterone HT)—Hispanic 

women experience the decline in libido not as a personal disappointment, but as a social 

vulnerability, that puts their relationships with their husbands ‘at risk.’ Thus, these 

clinicians attempt to normalize the decline in libido to them—and, directly or 

indirectly—to their husbands in order to mitigate the social burden/social risk.  

 

While many health care providers participating in this study characterized themselves 

as normalizing menopause for their patients, there were a few notable exceptions. 

Perhaps surprisingly, considering the medicalized history of menopause, these exceptions 

did not come from biomedical practitioners, but from Traditional Chinese Medicine 



 307

(TCM) practitioners who brought an alternative ethnophysiology to their interpretations 

of menopause and menopausal symptoms. From the perspective of several TCM 

practitioners who participated in this study, menopause is a positive life transition and 

there is no inherent reason that a woman entering the post-reproductive stage of her life 

should experience so-called “symptoms” of menopause. Rather, these “symptoms” 

indicate an underlying imbalance or “energy deficiency” that TCM treatments—

including acupuncture, herbs, and/or dietary changes—aim to restore. TCM practitioner 

TB, who was recommended to me by several women participating in this study, 

explained it this way:   

We’ve been led to believe that this is normal—this symptomology during this time—
and it’s not a normal state of being. Don’t fall into that illusion that that’s the way it is 
and it has to be that way. … [Women are] led to believe that this is normal and that 
they don’t have any alternative except pharmaceuticals, so some of them go, “I can’t 
take these, so I’m just not going to do anything. I’ll just live with it.” [This 
perspective] causes more problems over time. 

 

The centrality of the theme of “normalization” in interviews with clinicians across a 

wide range of health care modalities signals an important shift in the way clinicians view 

menopause in the years following the Women’s Health Initiative. Even clinicians who 

criticize the WHI and its findings are softening their stance on the medicalization of 

menopause. Across the board, clinicians in this study characterized menopause as a 

normal life transition, rather than a period fraught with physical and social risk.  
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Practicing “Patient-Centered” Care 

The Institute of Medicine has identified patient-centered care—defined as “care 

that is respectful of and responsive to individual patient preferences, needs, and values 

and ensuring that patient values guide all clinical decisions”—as one of six key aims for 

improving the US health care system in the 21st century (IOM 2001, p. 6).111 

Overwhelmingly, clinicians who participated in my dissertation research characterized 

their practice as “patient-centered”—variously expressed as listening to women, tailoring 

recommendations to women’s individual preferences and treatment objectives, and 

encouraging women to be active participants in their health care decision-making. For 

example, Dr. I, a gynecologist, said: 

As a rule—within my time constraints which is either 15 minutes or 30 minutes—
[I am] happy to listen to someone talk about their problems. … They don’t even 
want treatment, they just want to be like, “This is what’s going on,” and they want 
me to say, “Wow! That sucks,” and that’s about it. 

 
Dr. R, a family physician, said: 

I'm open … to hearing about women's concerns and I think they know that. So I 
think just being there and listening is something that I do well. And I try and keep 
an open mind about different options and therapies 'cuz ultimately it's whatever 
works best for them. 

 
Dr. P, an integrative family physician, put it this way: 

It’s not so much the [amount of] time [you have for the appointment], but it’s how 
present you are when you’re there, and how much it’s the patient’s agenda, not 
your agenda. So if you make somebody feel, ‘OK, you came here, I have only 
fifteen minutes but in those fifteen minutes we’re going to address what you need 
to have addressed. And then if we cannot finish, you will come back and we’ll 
address it more later.’ … It’s kind of the physician’s agenda versus the patient’s 

                                                 
111 The six domains identified by the IOM as central to addressing inadequacies in the current US health 
care system are safety, effectiveness, patient-centeredness, timeliness, efficiency, and equitability (IOM 
2001).  
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agenda. … But I think that, truly, women are the experts of how they feel. And I 
think that’s really important.  And each woman is unique in terms of work 
environment and family environment. And is it important for them to function at 
work?  Is it important for them to function with their partner? Is it important for 
them to sleep? Whatever it is, I think they are the experts. You are more-- You are 
a consultant to them, and giving them options. But if you have a consultant, you 
want to have a knowledgeable consultant. 
 

And LS, a TCM practitioner, puts it simply, “Each person is different so I let them lead 

me first.” 

In overwhelmingly characterizing their practices as “patient-centered,” these 

clinicians index another important shift that has taken place in clinical menopause 

management over the last decade: Whatever their stance on the WHI findings and the 

“window of opportunity” hypothesis, clinicians no longer play a paternalistic role in 

which they feel obliged to persuade women about the potential health benefits of long-

term HT use. Midwife R put it well when she said: 

If you ask any of the midwives [in this practice], … they are not really pushing 
[HT] or prescribing it for patients unless patients are really, really asking for it, 
since the [WHI] studies have come out. Versus before that time, or at least in my 
[previous] practice, … it was substandard care not to offer it and encourage it to 
any menopausal women. So it’s been a definite difference in trend.  
 
While this shift is undoubtedly a response to the WHI findings, it also reflects a 

broader trend toward “patient-centered” care in the US health care system, in which 

individuals are increasingly invested with the “autonomy” to make their own decisions 

about what course of action to take with regards to their health. Prior research suggests 

that the degree to which patients wish to be involved in their decision-making varies 

considerably according to health issue, age, social class, and so on (McKinstry 2000), yet 

large numbers of patients appear to prefer an egalitarian approach over a strict 
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paternalistic approach to managing their health (Chamot, et al. 2004; Legare and 

Brouillette 2009). Nevertheless, in many cases the real-world result of this strategy—in 

the context of 15 minute appointments—is that patients may be left to make what they 

feel is a very consequential decision without sufficient support from health care 

professionals. 

Among clinicians participating in this study, there was a high commitment to 

patients assuming an active role in their health care decision-making. Clinicians 

repeatedly described themselves as presenting women with “options” and allowing—or 

requiring—patients to make their own “choice.”  For example, Dr. G, a gynecologist who 

primarily sees women on a referral basis, said: 

There are communication style differences and personality differences that make 
certain practitioners work better. My bias is one that really is aware of the 
autonomy of the individual women. I’ll tell you that doesn’t work really well with 
older ladies. They want to be told what to do. Some of them don’t like seeing me 
because I don’t tell people what to do. I give them options and then they have to 
choose and they’re responsible for it. 
 

He continued: 

I think we all have our own biases and as a practitioner I have my own sets of 
biases too.  I think all of us sort of walk around with these constructs in our head, 
which inform the way we make decisions. I think Woman X will walk in thinking 
about her aunt who died of breast cancer last week, will think about her 
grandmother or her mom who just had a hip fracture and is in a nursing home. All 
these things women walk into the clinical encounter with. And so it’s not so much 
an issue of helping people get rid of their biases [as it is] putting those biases into 
some sort of context or some sort of framework. And to recognize them as biases.   

I sort of have long discussions with patients about the symptom evolution 
with perimenopause and menopause and we talk about what their particular 
symptom complex is and we try make a priority about what is your biggest 
complaint?  Is it not being able to sleep, is it having discomfort when you have 
sex?  What is it that is bothering you the most?  And then try to come up with the 
solution that will address that. My bias is that I just feel uncomfortable subjecting 
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women to increased risk of thromboembolic disease and breast cancer—even 
though that risk is probably, from an epidemiological standpoint, small. On the 
other hand, if a woman is aware of that and she wants to go for it, I’ll write the 
script. I have absolutely no problems doing that, I just think it’s a personal 
decision and I’m not— I can help inform that decision, but at the end of the day 
I’m not the one that’s taking the pill. 

 
I have no doubt that the health care providers who participated in this research segment 

were exemplary clinicians. Nevertheless, it remains unclear whether clinicians are able—

within the current context of care—to provide women with adequate support, such that 

women are empowered to make a decision that resonates with their values, preferences, 

and priorities (Legare and Brouillette 2009).112  

 

Although women report that their health care providers are their top source of 

information and recommendations about menopause management, women also express 

significant critiques of their health care interactions that are barriers to their feeling 

adequately supported through the decision-making process. Ann, the fitness instructor 

using BHT, summed up these critiques when she said:  

Most of my primary care physicians … were as ignorant about menopause as I 
was. … I think that we’re getting far too much information on pharmaceuticals, 
and because of our health system and insurance companies the way they are, 
women are not getting enough quality time with their doctors to explore this. It’s 
just not available. … [And] I don’t think they’re training doctors in the fact that 
there are alternative things available to people, and that it’s not a one-size-fits-all 
kind of thing. So, I feel like there’s a huge gap there-- that the medical people 
don’t know it and can’t give that information to their patients. And unless you 
have time, and maybe financial resources or something, to be able to go and 
explore the alternative on your own, you’re not gonna know about it.  
 

                                                 
112 Légaré and Brouillette argue that decision support—within a context of shared decision-making—
“includes providing tailored information, helping patients clarify values, realigning expectations, and 
augmenting skills in decision-making and implementation of the decision that has been made” (2009, p. 
171). 
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In brief, women who participated in this study identified three key concerns about their 

clinical interactions: 

(1) Clinicians’ knowledge centers on pharmaceutical options for managing 

menopause (specifically HT). At the same time, providers lack knowledge about 

alternative approaches (including BHT, herbs and supplements, acupuncture, and so 

on).113 Women are looking for their primary care providers to possess comprehensive 

knowledge about the pros/cons of mainstream and alternative options available for 

managing menopause. Women want “one-stop-shopping.”  

(2) There is not adequate time in the clinical interaction for women to explore 

their options for managing menopause. This critique indexes women’s desire to play an 

active role in decision-making within the context of receiving support from their health 

care provider in the form of tailored information and interpretive expertise. In a study 

that aimed to apply a “transactional model” (which emphasized explanatory models of 

illness, Kleinman 1988) in the clinical encounter, Massé et al. (2001) found that 

physicians spent approximately 75% of the consultation time talking (eliciting and 

providing information), leaving very little time for women to express their own 

perspectives and preferences.  

(3) Women find that their options are constrained by financial resources. In some 

cases, women report that the information and options recommended by their health care 

providers is shaped by what their health insurance will cover. This is discussed further 

                                                 
113 Légaré and colleagues (2007) identify decision-making around the use of “natural health products” as an 
area greatly in need of decision-making support—for both menopausal women and their health care 
providers. 
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below. In addition, women say that their own ability to investigate alternative approaches 

to managing menopause is limited by their financial resources (in addition to time and 

initiative). For example, when Carol was experiencing intense hot flashes after quitting 

HT, her health care provider suggested that she try “some alternatives.” When she asked 

him for specific recommendations, she reports that he said: 

“I don’t have any idea. I’m not a herbalist. You have to go make an appointment 
with one of those naturopath things.” So, I said, “OK, let’s make an appointment 
with him.” He said, “Well, since you’re [a Medicaid] patient, you have to pay for 
it.” That was the end of that. 
 
Considering these critiques, it is not surprising that women who have the 

economic means may seek out “alternative” providers (like compounding pharmacists, 

“integrative” practitioners,114 and CAM providers)—out of a desire for what Kaptchuk 

and colleagues (2008) have referred to as an “augmented” clinical interaction consisting 

of more time and attentiveness. It would be a gross oversimplification to suggest that 

alternative clinicians offer a greater degree of patient-centered care than mainstream 

biomedical providers. Nevertheless, because they frequently operate outside US health 

insurance system, these clinicians often have the luxury of spending more time (>30 

minutes vs. 15 minutes) with their patients—overcoming a key barrier to shared decision-

making in the eyes of health care providers (Legare and Brouillette 2009). During these 

extended consultations, clinicians may engage in diagnostic processes that encourage 

women to discuss their embodied experience of menopause—as well as their broader life 

experience—at greater length (Kleinman and Seeman 2000).  
                                                 
114 Although there are strict interpretations of this term, here I use it loosely to refer to those health care 
providers who combine both biomedical and “alternative” approaches in their clinical practices. In the case 
of this study, this category includes integrative family physicians, one midwife, one nurse practitioner, a 
naturopathic physician, and a TCM provider who is also trained as a nurse practitioner. 
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Ironically, some alternative consultations may actually serve to constrain patients’ 

“options” in accord with practitioner expertise. Compounding pharmacists tend to 

recommend BHT regimens; homeopaths recommend homeopathic remedies; and TCM 

practitioners recommend acupuncture, herbal, and dietary regimens. CAM 

practitioners—who often possess an alternative ethnophysiology related to their practice 

modality—are the sole experts of the diagnostic and treatment paradigms which, although 

patient-centered and tailored, may not involve much “choice” on the part of patients other 

than whether they wish to continue with a particular line of treatment.   

In many respects, biomedical providers are in the most difficult position: in 

addition to serving as gatekeepers for pharmaceutical therapies, their patients also look to 

them to provide personalized, yet comprehensive, recommendations about how to ease 

menopausal symptoms through lifestyle, diet, herbs and supplements, and other 

“alternative” approaches. Clinicians in more specialized practices (i.e., those who 

advertise as specializing in BHT and those with CAM practices) note that much of their 

clientele had already tried to manage menopausal symptoms on their own (using lifestyle, 

diet, exercise, dietary supplements, and perhaps HT) before coming to their practice. 

These women know what they are coming for (BHT, TCM/acupuncture, homeopathy, 

etc.) when they walk in the door.  

 

Treatment preferences 

Despite their commitment to “patient-centered care” and patient autonomy in 

decision-making, health care providers occupy a central role in recommending and—
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officially or unofficially—authorizing treatment for women struggling with symptoms of 

menopause. When I asked clinicians participating in this study to discuss various 

treatment options, most strongly resisted generalizing about the safety and effectiveness 

of various therapies for menopause. Nevertheless, different clinicians certainly do favor 

some treatment options over others. In the following section, I report on some broad 

contours in clinicians’ therapeutic preferences.   

 

Hormone therapy (HT) 

As described in Chapter 3, the WHI findings changed clinicians prescribing 

practices—if not their attitudes toward HT. In a series of interview and survey studies 

following the WHI, physicians reported prescribing HT less frequently and more rarely, 

if at all, for disease prevention (Bush, et al. 2007; Power, et al. 2007; Rolnick, et al. 

2007). When they prescribed HT, physicians were more likely to use lower doses or other 

administration routes (such as transdermal therapies), and were more likely to talk with 

their patients about stopping therapy or reducing the dosage (Bush, et al. 2007; Rolnick, 

et al. 2007). In other words, many providers are engaging in a rhetorical balancing act 

(Briggs and Nichter 2009)—on one hand circulating messages of reassurance about 

menopause and the relative safety of HT in the short term, while also circulating 

messages of vigilance about the risks related to HT use and to menopause, more 

generally. 

Most of the biomedical providers who participated in this research segment also 

said that the WHI had changed they way they practice menopausal care. As Dr. V notes, 
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above, most biomedical clinicians were trained to think of HT as preventive medicine for 

women past menopause. In fact, not prescribing HT to postmenopausal women was 

considered substandard care. In recent years, most of the biomedical providers 

interviewed said they had become more cautious and conservative about prescribing 

HT—suggesting that while there are conditions in which HT is appropriate, it is certainly 

not for all—or even most—women. While most clinicians in this study are comfortable 

prescribing HT for women with symptoms that were negatively affecting their function or 

quality of life, many recommend lifestyle changes or nonhormonal approaches (including 

herbs and other pharmaceuticals) as an initial strategy for symptom management.  

 A few practitioners, like Nurse R (profiled above), remain steadfast believers in 

the protective benefits of HT and have adopted the ‘window of opportunity’ hypothesis. 

Midwife R said, “I think most of us have been going to conferences now where they’re 

relooking at the data and seeing that there’s many, many positive, good things for going 

on the hormones and maybe we should be encouraging a little bit more if the women are 

wanting it.” Nevertheless, she says that providers, including herself, are still cautious 

about prescribing HT—not because of increased caution about the risks of HT but 

because of a fear of litigation.  

 

Bioidentical Hormone Therapy (BHT) 

In the previous chapter, I discuss bioidentical hormone therapy (BHT) primarily 

from women’s perspectives. The debate about BHT is also an important point of 

divergence among clinicians who participated in this study. Some—including most 
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gynecologists and CAM providers in this study—argue that BHT is likely to have the 

same risks as conventional hormones. From this perspective, women are gravitating 

toward BHT as a means of harm reduction on a set of false assumptions. Dr. G, the 

gynecologist who says he brings a “nonhormone bias” to menopausal management, 

explained: 

I think patients want to grasp on to these bioidentical hormones or compounded 
preparations as being low-risk alternatives.  I don’t think that there’s any data on 
which to make that presumption.  In fact, I think that it’s probably going to be a 
no better-no worse kind of situation, and so that the same, very exact same risks 
that patients subject themselves to are probably operative.  The disadvantage 
being that these bioidentical hormones and these compounded preparations by 
definition are not studied. You can’t study them in a large population basis.  So 
that we will find out about these risks many, many years in the future when the 
damage is already done. 
 
As a firm proponent of patient autonomy, however, Dr. G will prescribe BHT for 

patients that adamantly request it. He explained: 

It’s also important to understand what the limitations are about what we know 
about those alternatives and then you can make an informed choice. [A woman 
may decide,] “OK, we might not know everything that there is to know about this 
compounded preparation but I’m willing to take the risk because symptomatically 
it’s making me feel better. I have less concerns about it, even though the less 
concerns may not be founded on data. At the end of the day, my own experience 
of health and wellness is more important than whatever data might say.” And I 
think that that can be a very reasonable decision on the part of an individual. 
 

 Other providers—often those with a more “integrative” practice—argue that 

BHT, which is identical to women’s endogenous hormones, is preferable to conventional 

HT. As integrative family physician Dr. V puts it, “I think it makes the most sense to 

replace hormones with the ones that match the ones that are circulating in our bodies.” 

Nevertheless, a number of clinicians, like Dr. V, prefer to avoid compounded products 

despite their preference for BHT overall. She explained,  
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People seem to think what’s at the compounding pharmacy is the most natural.  I 
don’t tend to use the compounding pharmacy [because] many of the people that I 
see have health insurance and their hormone replacement will be covered if you 
use pharmaceutical grade.  I think that the FDA quality standards are another 
reason to use pharmaceutical grade.  Having said that, I certainly see people who 
are on Bi-est [a compounded product] are very happy with it and want it refilled 
and I’m happy to refill for them if it’s working. 
 
Still other clinicians expressed a preference for compounded BHT because they 

have more control over the formulation, dosing protocols, and method of delivery. In 

other words, from this perspective compounded BHT can be more precisely tailored to a 

woman’s needs and preferences. For example, Nurse S, profiled above, explained:  

Well, there are some [mass-produced] bioidentical, you know ... like Prometrium 
for instance comes in 100 [mg] and 200 [mg].  If I want them to take 200 but they 
can’t tolerate [it], I can’t give them a 150.  Sometimes that’s all they need is 150, 
so we go to get them compounded either capsules or whatever route of 
administration they choose. And it’s the same things with testosterone.  They can 
only get testosterone with Estratest and the Estratest comes 1.25 [mg estrogen 
with] 2.5 [mg testosterone] and you have to double the estrogen at the same time 
as you double the testosterone.  So if you double the estrogen they don’t really 
need it doubled, but they just need the testosterone, then you’re giving them more 
estrogen than they need. And we don’t want to do that.  I don’t want to give 
people more estrogen than they need to relieve their symptoms.  
 
Finally, the role of the compounding pharmacist in this process should not be 

overlooked. While some providers, like Nurse S, take an active role in prescribing a BHT 

regimen for their clients, others are content to work with a compounder that has more 

expertise in formulating a custom hormone prescription. For example, family physician 

Dr. R described the way she has approached prescribing compounded BHT for her 

patients. She said: 

I would check [the hormone] levels for the compounding pharmacist and they 
would put [the prescription] together for them. … I was a little out of that loop 
because I wasn't so clear on what levels in the adjustments and the compounding 
pharmacist seemed very comfortable doing that. 
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Because of the FDA crackdown on the marketing of compounded BHT (described in 

Chapter 3), the compounding pharmacists who participated in this research segment were 

very careful to characterize themselves as facilitating the patient-practitioner relationship: 

They are providing a needed service for health care providers who possess neither the 

time nor the expertise to formulate a custom hormone prescription, and for women who 

are desperately seeking the kind of comprehensive consultation and follow-up that these 

compounding pharmacists provide. In fact, compounding pharmacist DK said: 

You know, let’s say that tomorrow we couldn’t compound hormones anymore. I 
think that the service that we provide could survive—because the doctors don’t 
have time to do what we do.  When patients come and talk to us we spend at least 
a half an hour with them and it’s usually more close to an hour. Then we follow 
up with them every month for the first three months, about a week before their 
refill should be due, and then we follow up with them every six months.  Doctors 
don’t do that.   
 
As the case of BHT illustrates, menopause management is increasingly becoming 

a consumer-driven arena in which clinicians will prescribe BHT upon request, whether or 

not they feel that there is no physiological advantage to BHT and, in some cases, despite 

their concerns about the quality of compounded BHT. While certainly there are women 

who seek treatment from providers who prefer BHT and are, thus, prescribed it outright, 

many BHT users in this study report “shopping” for a health care provider who is willing 

to prescribe BHT—and specifically, compounded BHT.  

   

Antidepressants (SSRIs and SNRIs) 

In the previous chapter, I discussed the way a small number of participants—like 

Janet—were using antidepressants pragmatically to increase their tolerance of 
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menopausal symptoms during a particularly stressful period of their lives. Most of the 

midlife women participating in this study, however, had never heard of the use of 

antidepressants—or other pharmaceutical ‘alternatives’ to HT—for the direct relief of 

menopausal symptoms.115  

Clinicians participating in this study varied with regard to their preference for HT 

versus the off-label use of antidepressants like SSRIs (Prozac and Paxil) and SNRIs 

(Effexor) for managing menopausal symptoms, especially for women with both mood 

and vasomotor symptoms. Some biomedical clinicians said that they preferred to treat 

women with both mood and vasomotor symptoms with antidepressants, thus avoiding the 

risks of HT. For example, family physician Dr. R said: 

If they came in asking about estrogen I'd say, “Well we know it works really well 
for the symptoms, and it's good for your bones. But it increases your breast cancer 
risk a little bit—at least a little bit—and that it has this possible negative effect on 
the heart.” …  If they were having more of the emotional instability then I might 
be more tempted to go with an SSRI for them. 
 

In contrast, compounding pharmacist JR stressed that with the right dose of BHT she can 

get women off their antidepressants. She explained: 

Depression is a huge thing. There are so many women that come in that are on 
some sort of birth control pill and Paxil or another SSRI, and of course what 
comes with that? They have no libido anymore, they can't achieve orgasm, they're 
miserable.  And these are women in their 40's, maybe early 50's who are very 
vibrant women who all the sudden--  It's been pretty satisfying for me because a 
lot of the women have actually been able to get off the SSRIs once they start on 
[bioidentical hormone] therapy. 
 

These differing stances on HT versus antidepressants parallels a similar debate among 

women, with some women stressing that they prefer or avoid one or the other. This 

                                                 
115 The use of antidepressants for menopause management is an important area for future research. 
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reflects both the relative acceptance of menopause within a hormonal paradigm and the 

relative stigma associated with treatments for depression and mental health. 

 

Dietary Supplements 

Most of the clinicians who participated in this research segment recommend herbs 

(like black cohosh) and dietary supplements (like soy supplements) —especially those 

who have minor symptoms or who are not good candidates for HT (either because they 

do not want HT or because of their personal or family health histories. Most clinicians 

acknowledge that the evidence base for the efficacy of these therapies is generally weak; 

nevertheless, many find that they do seem to work for some women. Integrative family 

physician Dr. V explained: 

I certainly have people who come in and they have a package of something 
they’re taking and sometimes they say, “I’m taking this and it’s working great.” 
Well, what’s the response to that? Wonderful! [Laughing] I’m so glad! And I’ll 
look at the ingredients, and barring there be something that is disturbing to me I’ll 
say, “I’m so glad you found something that helps you.” … If people come and ask 
me what they should take, I’ve been trained more in the doctor’s way of using 
herbs, which are more single herbs as opposed to whole mixtures of products.  So 
I tend to recommend black cohosh.  I tend to recommend the ones that have been 
studied, like Remfemin, and that were tested in clinical trials. I’ll often start with 
that.   
 
Like Dr. V, several clinicians said they propose herbs and supplements, which 

they view as fairly safe when compared to pharmaceutical therapies, as their first-line 

recommendation, generally in conjunction with lifestyle approaches. For example, Nurse 

E described her recommendation pattern, which begins with soy supplements: 

If they’re having hot flashes at night that are disruptive, I review caffeine intake. I 
review the time that they exercise. Two biggies. I suggest … one of the soy-based 
estrogen products and even suggest soy foods—telling them that this is a plant 
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form of estrogen that may help them.  Give them coupons, or tell them where they 
can get it at a good price in one of the health food stores. … I tell them they can 
take it one tablet, twice a day and if they’re getting some relief but still getting 
very disturbing hot flashes they can take two in the morning and two in the 
evening—and as soon as it begins settling cut the amount back. And I start them 
with that, and if that’s not satisfactory [after 2-3 months] … come back and tell 
me how it’s going. And if they say, “It’s worse than ever. This hasn’t made a 
speck of difference,” and we can tell that they probably really are into menopause, 
then I will give them—so long as the risk factors have been addressed and they’ve 
had a mammogram and a pelvic exam and a pap smear—I will give them the low 
dose combination estrogen/progesterone prescription. 
 
Although several clinicians described herbs as unlikely to help but unlikely to 

harm, others take a more cautious approach—observing, like Nurse S, that some women 

drastically overuse herbs and supplements. They are taking too many and for too long. 

Midwife L (who does not prescribe mainstream or bioidentical HT) said that she makes 

an effort to treat women as minimally as possible, and for only those symptoms that are 

most disruptive to their lives. She told me that she prefers to use non-estrogenic herbs, 

but noted:  

Sometimes I use black cohosh if they’re having a lot of hot flashes but I’m really 
careful about that. … It doesn’t mean that it couldn’t have some side effects.  
Somehow we think herbs don’t have side effects and they do.  It’s one of the 
misnomers.  … Somehow herbs are considered benign but it’s not always. 
 

 Finally, it should be noted that all the TCM practitioners interviewed for this 

study used herbs (along with acupuncture and dietary recommendations) as a standard 

part of their practice, although these Chinese herbal formulations are quite different from 

the kinds of herbs and supplements most women are trying for relief from menopausal 

symptoms. TCM practitioner LS explained: 

In Chinese medicine we prescribe Chinese herbs as you need them and to nudge 
the symptom to change and for a short period of time. Rarely are they taken for a 
long stretch—where in Western medicine … instead of getting [patients] around 
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the corner, you keep them on [the meds] and then the system starts to weaken and 
become totally dependent on these meds. 

 

Lifestyle approaches 

With only one exception,116 clinicians in this study strongly recommend lifestyle 

approaches to managing menopause. Although they acknowledge that these strategies 

may not be powerfully effective in eliminating symptoms, clinicians find that these 

recommendations (including dietary changes such as decreasing caffeine consumption 

and increasing dietary soy, getting regular exercise, quitting smoking, and adopting self-

care/stress management practices) serve as generally good advice. For example, Nurse E 

said: 

Generally I encourage [my patients] to have healthy lifestyle practices  …  I make 
sure they’re taking vitamins. Once they are no longer having menses, I make sure 
they’re taking Calcium supplements. Try to recommend exercise, fluids, stopping 
any unhealthy practices that are unhealthy such as eating foods that are not 
healthful or smoking or excessive drinking. 
 

In their lifestyle recommendations, many “alternative” clinicians specifically noted the 

importance of self-care for women in menopause (who, they stress, have neglected 

themselves for too long already). In fact, several clinicians suggest that menopausal 

symptoms are a kind of idiom of distress through which women express the pressures of 

their lives (Nichter 1981a). TCM provider LS, for example, said, “Unfortunately we 

                                                 
116 When I ask Nurse R what kinds of lifestyle approaches she recommends, she gives me a ‘you’ve got to 
be kidding me’ kind of look and launches into a story about teaching residents about menopausal 
management. In this training session, residents respond to a series of clinical scenarios with treatment 
recommendations. She said, incredulously: 

The [last scenario] is “I'm really low in income, I can't afford anything expensive”, ... [to which] 
some of the residents would say, “Oh diet, exercise, and she's got stress.” I say, “This person has 
two jobs. She's got teenagers. And you're going to tell her stress relief?!” She barely has time to 
keep her head above water.   
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might have to become sick in order to get our self-care.  I think possibly painful or 

difficult menopause might be based on those who have not taken care of themselves and 

now they’re being forced into it.” Integrative family physician Dr. V said that she finds 

menopause to be “the straw that breaks the camel’s back” for some women already 

managing hectic lives. After she gives them a “self-care prescription” and teaches them 

“self-care tools” such as relaxing breathing techniques, Dr M finds that patients respond 

positively to this self-care strategy. She said: 

So, I do think that makes a difference.  I think it’s validating to people.  It’s like, 
“Wow, look how much you are coping with!” Or, “Look how much is on your 
plate.” [It shows them] that “Maybe you need to take some things off or care for 
yourself in a different way.”   

 

Complementary and Alternative Medicine (CAM) 

Although 2002 NHIS data reveals that approximately 45% of women ages 45-57 

had used CAM in the last year (Brett and Keenan 2007), the vast majority of CAM  use 

does not require a visit to a CAM provider. Around a quarter of midlife women had used 

mind-body therapies (such as relaxation, yoga, and meditation) and biologics (herbs, 

supplements, megavitamins), while less than 15% had used body-work (chiropractic and 

massage) and only 4.2% had used alternative medical systems like acupuncture, 

ayurveda, naturopathy and homeopathy. The most common CAM therapies being used 

by women 55-65 specifically for menopause were over-the-counter dietary supplements 

(13.1%), stress management (9.1%), dietary soy (7.4%), massage therapy (2.6%), 

naturopathic or homeopathic treatment (2.0%), and visits to herbalists (1.2%), 

chiropractors (0.9%), and acupuncturists (0.6%) (Newton, et al. 2002). Among 
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participants in this dissertation research, 52.4% reported having used herbs and 

supplements for menopause, while 28% said they had tried acupuncture/TCM, although 

several said they did not use acupuncture specifically to treat menopausal symptoms.117  

These trends are reflected in clinicians’ treatment preferences, as well. As 

discussed above, many of the clinicians in this study encourage self-care practices (like 

relaxation, meditation, and yoga) as part of their lifestyle recommendations, and many 

suggest herbs and dietary supplements for menopausal symptom management. Although 

many providers expressed an open-mind toward the potential relief that provider-based 

CAM therapies (like TCM/acupuncture, naturopathy, homeopathy, etc.) might offer 

women with menopausal symptoms, far fewer report actually referring their patients to 

these kinds of modalities. Many indicate that they do not know enough about CAM 

therapies to recommend them with any frequency. When I ask family physician Dr. R 

what she thinks about acupuncture for menopausal symptoms, she responded, 

“Acupuncture? I haven't tried that for menopause very much. Very effective for other 

things, not sure how effective it is for menopause, very safe. … I just don't know. But I'd 

be willing to try it for someone.” Unsurprisingly, recommendations for CAM therapies 

were more frequent among those who have more familiarity with these modalities—

generally those with “integrative” medical practices, although at least one gynecologist 

who participated in this study recommends acupuncture and meditation to patients who 

express a preference for alternative treatments. Integrative family physician Dr. V said, 

                                                 
117 This response among women using acupuncture may partially reflect their integration of an alternative 
diagnostic and treatment paradigm in TCM which reframes what biomedicine calls “menopausal 
symptoms” as signs that the body’s energy is out of balance.  
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“Sometimes I have someone who’s having more significant symptoms and is very 

opposed to [hormone therapy]. I might send them to see a Chinese medicine practitioner 

and use herbs and acupuncture. I find that that can be helpful.” 

CAM providers who participated in this study report that women seeking relief 

from menopausal symptoms often come to them as a “last resort”—after having tried 

lifestyle or biomedical approaches, or when they are trying to stop HT. While patients 

may seek CAM therapies aimed at treating menopausal symptoms, many providers of 

whole-systems CAM modalities (such as TCM, homeopathy, naturopathy, etc.) view 

women’s symptom experience through an alternative ethnophysiology. For example, the 

TCM providers interviewed for this study118 emphasized that they do not treat menopause 

or even menopausal symptoms, per se. From their perspective, menopause is a new and 

important life stage for women. It is a time of conserving the body’s vital energy 

(previously lost through menstruation). Hot flashes are a sign that the body’s energy is 

out of balance. These TCM providers say they assess a woman’s particular constellation 

of bodily signs and symptoms in order to determine a TCM diagnosis which they treat 

using herbs, acupuncture, and dietary recommendations. These providers stress that they 

view TCM as a short-term therapy aimed at rebalancing the body’s energy—rather than 

an ongoing therapy.  

As a final note, several clinicians mention integrating a “spiritual” or “energetic” 

component into their practice. TCM practitioner LS describes her practice as “heart 

                                                 
118 Because several of the TCM providers interviewed for this study came from the same training lineage, 
the philosophical underpinnings and therapeutic characterized here may appear more homogenous than 
TCM practices in the US, in general. 
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centered medicine” aimed at initiating change on a “psycho-spiritual level.” And 

homeopathic physician Dr. C describes menopause as “spiritual maturation,” which, she 

argues, is stunted by the use of hormone therapy. She explained: 

I believe that from a spiritual perspective and an energetic perspective that 
hormones are designed to be there, or not to be there, at specific points in one’s 
spiritual development because they allow you to do, or not do, certain things. I 
think hormones are there in menarche to push women from girlhood into their 
reproductive phase. When I work with women going through menopause, I talk 
about estrogen and progesterone as the domestication hormones. They tend to 
keep women a little bit more docile and allow them to be more other-serving than 
self-serving.  It allows them to raise children and not kill their spouse, ok?  So it’s 
designed to be there for reproduction and survival of the species. … I think 
energetically the symptoms of menopause actually represent not pathology but 
actually an energetic shift. … When I talk to people from a spiritual perspective 
about what their hormones are there for and what they’re not for, my experience 
has been that it deeply resonates, and that women actually embrace it—because it 
speaks to them on a much deeper level. 

 

 Women say that they want their clinicians to provide them with comprehensive 

and highly personalized recommendations for the management of their particular 

symptoms of menopause. At the same time, clinicians say that they strive toward patient-

centered care that respects patients’ treatment preferences and encourages patient 

autonomy in decision-making. Nevertheless, clinicians clearly have treatment 

preferences, as well as other areas of expertise and inexperience, that undoubtedly impact 

their recommendation patterns. Thus, despite a great deal of recognition on the part of 

both clinicians and their clients that there is no “one-size-fits-all” menopause 

management, it also seems that there is no “one-size-fits-all” with regard to clinicians. 

Clearly, which clinician(s) you see does make a difference in how you are likely to 

manage menopause.   
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Stratification of Menopause Management 

Clarke and colleagues (2003) have observed that a key component of the process 

of biomedicalization is the increased stratification of the positive and negative features of 

biomedicine. In other words, the “haves” have access to increasingly sophisticated expert 

knowledges and technologies while the “have nots” are increasingly struggling to access 

basic information and care. This trend is visible in menopause management. 

Because clinicians attend to different patient populations, the degree to which 

they are concerned about the economics of care varies. The mainstream biomedical 

providers who participated in this study see a highly diverse patient population made up 

of those with health insurance, as well as those receiving Medicaid and charity-based 

care. At the same time, many “specialty” providers, who do not take health insurance, see 

a less-diverse patient population consisting of women who can afford to pay out-of-

pocket for consultations and treatment. In fact, one ethnographic interview participant, 

Sandra, reported paying $4800 out-of-pocket for an initial consultation with a menopause 

“expert” in an effort to find the “right” hormone therapy regimen to manage her 

particular constellation of symptoms (hot flashes, vaginal dryness, declining libido, as 

well as depression and anxiety). Although she received an impressive 4” binder full of 

information about menopause and hormone therapy, Sandra has yet to find an HT 

regimen that will control her symptoms without unbearable side effects. 

Nevertheless, as the case studies at the beginning of this chapter illustrate, many 

clinicians report that they pay close attention to the economics of menopause 
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management, and that these economic considerations come into play when they are 

recommending treatments to patients.119 In practice, the kinds of options available to 

women are stratified according to their degree of economic security. Uninsured and very 

low-income clients are limited to lifestyle approaches, over-the-counter herbs and 

supplements, and the least expensive, generic, pharmaceutical options. For those with 

adequate health insurance, pharmaceutical options expand to other conventional and even 

mass-produced bioidentical HT and antidepressant therapies—most of which are covered 

by health insurance and, thus, the out-of-pocket cost is limited to their co-payment. And 

those able to afford additional out-of-pocket expenditures can access extended and 

individual consultations as well as personalized BHT regimens, which (as described in 

the last chapter) can amount to several hundred dollars per month once the cost of 

consultations are factored in.120 As Nurse S notes, “they’ve got the money, [my clients] 

will take the bioidentical hormones because insurance doesn’t pay for it.  If they don’t 

have the money, they will take the other stuff because they can get it at Walmart for $4 

each.” (See Tables 11 and 12.) 

Table 11.  Commonly prescribed generic drugs available at Wal-Mart for $4 / 30 day supply 
Estradiol -- 0.5mg, 1mg, 2mg 
Estrapipate -- 0.75mg, 1.5mg 
Medoxyprogesterone Acetate (MPA)-- 2.5mg, 5mg, 10mg 
Fluoxetine -- 10mg, 20mg, 40mg 

                                                 
119 Both Nurse R and Nurse S describe choosing the least expensive options and prescribing “creatively” to 
help their economically strapped patients minimize the cost of pharmaceuticals. And Nurse E, who sees 
very low-income patients (many of whom are also not eligible for Medicaid), recommends the most 
economic brands of soy supplements and offers women a free return visit to follow-up on their treatment 
whenever state funding is available. 
120 The irony of this situation is that those with the fewest options are more “content” with lifestyle 
approaches or conventional HT, while the most economically secure women are seeking out and 
demanding BHT, although it has less of an evidence base, it is likely to confer the same risks as 
conventional HT, and (because it is not covered by health insurance plans) it costs more money. This is an 
excellent example of the commodification of health and the link between health decisions and self-identity. 
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Table 12. Out-of-pocket cost of brand name pharmaceuticals commonly prescribed for menopause. 
(Prices from Walgreen’s pharmacy in the town where this research was conducted, March 31, 2010) 
Drug Name 30 day cost Formulation "bioidentical"? 
Premarin 0.625 mg conjugated estrogens (CE)/day 68.99 pill no 
Prempro 0.625 mg CE and 2.5 mg MPA/day 85.99 pill no 
Vivelle dot 0.075 mg estradiol 288.59 patch yes 
Vagifem 25 µg estradiol 239.99 vaginal tablets yes 
Prozac 10mg fluoxetine/day 206.99 pill antidepressant 

 

Consider, as an example, Midwife R, who said that she and many of the other 

midwives at a low-income health clinic are using HT (including compounded BHT) for 

their own transition to menopause. Nevertheless, she said that they prescribe it 

infrequently for their patients. She said that most of her clientele are low-income 

Hispanic women who are not interested in HT. In contrast to the way aging is viewed by 

mainstream Anglo women, Midwife R finds that among her Hispanic clientele the aging 

body is perceived as “culturally appropriate.”121 She also finds that her Hispanic clientele 

complain far less about the vasomotor symptoms of menopause. Their greatest 

complaints are about the sexual symptoms (low libido, vaginal dryness, and discomfort). 

Midwife R generally recommends lifestyle approaches to her Hispanic clientele: 

lubricants to help manage dryness and discomfort of sex; layers and light fabrics for hot 

flashes; and journaling and chamomile tea for sleep problems. She stresses, however, that 

most of the women she sees are actually looking primarily for reassurance that what they 

are experiencing is “normal.”  

                                                 
121 I am uncomfortable with the essentialist perspective Midwife R brings to her assessment of her low-
income, Hispanic immigrant clientele. Nevertheless, there is likely some truth to her observation that this 
clientele may be less socialized to view menopause as a health problem for which they require some kind 
of medical treatment. 
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The stratification of treatment options is compounded by the stratification of 

access to information resources. Several clinicians serving immigrant populations noted 

the dearth of educational materials available for Spanish speakers. For example, Dr. M, a 

gynecologist who splits her time between a University-based medical center and a charity 

clinic, said: 

I think we could definitely do better in health care in terms of empowering 
women [by] making information more accessible to them. … Sure you can say, 
“Well, you know, everybody has a computer and everybody has access to the 
Internet.” But that's not really so.  Especially not in [low-income Hispanic 
immigrant] populations like this—which is a big bulk of my population. So, 
whereas the perception out there for the average person on the street might be that 
“Information is readily accessible, you just have to access the web,” that's 
certainly not a lot of my patients’ reality. 
 

This observation brings into question Midwife R’s suggestion that immigrant women are 

more content managing menopause with lifestyle approaches than Anglo women. To 

bridge this gap, Dr. M suggests implementing a promotoras (lay health promoter) model 

that has been adopted in other areas of health education in his community. Dr. G, who 

also identifies the lack of information resources for Spanish-speakers, recommends a 

support group approach. He said, 

I actually think that things like support groups are really super useful. I actually 
think there’s a lot of innate wisdom or inherent wisdom in communities and that 
it’s probably a lot more important for women to talk to each other than it really is 
to talk to me. … There’s a few of them but there’s not a lot of them. There’s not a 
lot of them in Spanish—in fact, I don’t think there are any in Spanish. But those I 
think are really super helpful. I think more so than Internet, more so than 
pamphlets, more so than books, those kinds of conversations are invaluable. 
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Clinicians in this study observed that while some women lack access to basic information 

resources, other women are “over-informed” about menopause management. Dr. G, who 

above recommended a support group approach for information sharing among Spanish-

speaking women, also observed:  

I think once in a while you’ll get a patient … who has tried to avail herself of so 
much knowledge that she’s getting lost—losing the forest for the trees—that the 
details are overwhelming.  And so part of what I try to do with patients like that is 
to try to give them a framework, or a context on which to hang that information 
on so that it has some sense.   
 

And Nurse S said,  

I think obviously the people with the higher education seem to be better informed 
and are willing to look things up.  A lot of them come in with tons of research that 
they’ve done. ... [But] it’s way too much, they have no idea how to sort it out.  
They have too much information, they don’t know what to do.  They don’t know 
how to sort it out and so that’s when we go back to, “Tell me about your body.” 
And, “How do you feel?” And, “What does your body need?” And all that stuff.  
“Go with what your body needs, get in touch, you know. ... ‘Cuz you’re so up in 
your head about it that ... you’re not feeling.” 
 

Several clinicians practicing a wide range of therapeutic modalities make this 

connection—suggesting that women who gather too much external information get 

“stuck in their head” and lose touch with their embodied knowledge—an essential 

component of patient-centered care that is responsible to women’s values and 

preferences. 

 

Conclusion 

Although the clinicians who participated in this research segment have different 

treatment preferences and practice philosophies, two main themes cross-cut their 

practices in important ways: clinicians overwhelmingly characterized themselves as (1) 
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normalizing menopause and (2) practicing patient-centered care. These themes are 

indicative of significant shifts that have occurred in and around biomedicine over the last 

decade. Gone is the paternalistic pathologization of menopause that reigned during the 

20th century. (Although it will undoubtedly re-emerge if the “window of opportunity” 

hypothesis is supported by increasing evidence.) In the 21st century, post-WHI era, 

physicians have been humbled in the face of changing knowledges. Menopause 

management is increasingly a consumer-driven (and market-driven) affair, in which 

health care providers view themselves as providing a quality of life service to women.  

As Nichter and Nordstrom have observed, “People consult practitioners both for 

quality medicine and for the quality of their care. In some cases one consideration takes 

immediate precedence over the other” (Nichter and Nordstrom 1989, p. 382). Menopause 

management in the early 21st century is operating in an ambiguous and pluralistic health 

care environment, and women in this study describe seeking “the right fit” on two levels: 

Women are seeking a treatment that mitigates their menopausal symptoms while 

resonating with the broader context of their lives—their personal and family health 

histories, as well as their life priorities and preferences. At the same time, women are 

looking for a health care provider who resonates with them on multiple levels (e.g., 

diagnostic skill and intuition, attentiveness and concern, and trust and confidence in the 

practitioner’s healing capacity). Just as different treatments are more suited to particular 

individuals, different practitioners resonate more strongly with particular patients.122  

                                                 
122 Within ambiguous and uncertain healing environments—like that of contemporary menopause 
management—the interpersonal relationship between patient and practitioner is especially important in 
maximizing the healing effects inherent in the therapeutic relationship (Benson and Friedman 1996; Caspi 
and Bootzin 2002; Caspi 2003). Brody argues (1997) that the practitioner plays a crucial role in ‘altering’ 
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Working within the time constraints of conventional care and the economic 

constraints of Medicaid and health insurance plans, biomedical clinicians describe 

themselves as providing women with appropriate “options” from among which women 

must choose what best fits their preferences and priorities. In comparison with 

biomedical clinicians, “integrative” and CAM practitioners have some distinct clinical 

advantages. Because their clients often pay for services out-of-pocket, these clinicians 

frequently offer longer appointments and incorporate diagnostic processes that encourage 

women to talk more fully about the embodied experience of menopause, as well as about 

their treatment goals and preferences. CAM providers, in particular, also possess 

alternative ethnophysiologies that allow them to reframe menopause and menopausal 

symptoms in a positive light. Furthermore, after having tried “everything else” on their 

own or with other providers, patients often walk in the door knowing exactly what kind 

of treatment they are seeking. In any case, in an environment that increasingly privileges 

patient-autonomy, women have the personal responsibility for “choosing” how they wish 

to managing menopause. 

Despite these abundant choices, menopause management has become increasingly 

stratified. Those with access to extensive information resources and the ability to pay for 

“augmented” clinical care have more treatment options and more extensive support in the 

decision-making process. On the other end of the spectrum, women with language and/or 

                                                                                                                                                 
the meaning of the patient’s illness experience in a positive direction. Anthropologists have documented 
many examples in which determining the ‘right’ explanation for a patient’s suffering is an extensive 
process involving consultations with a number of providers (Harrell 1991; Nichter 1981b; Nuckolls 1992), 
illustrating that what constitutes an effective therapeutic relationship may be more a practitioner’s ability to 
provide an acceptable explanation for the patient’s suffering than a ‘good’ interpersonal relationship, per 
se. 
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economic barriers to their accessing information and health services are faced with a 

more limited set of options for managing menopausal symptoms and, despite clinicians’ 

efforts to provide exemplary care to women whatever their economic resources, less 

decision support.  
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CHAPTER 8: CONCLUSION 

 

The Contemporary Conundrum 

This dissertation responds to a conundrum at the center of contemporary life—at 

the confluence of the “postmodern condition” (Lyotard 1979), risk society (Beck 1992; 

Giddens 1990; Giddens 1991), and neoliberal ideology (Dean 2002; O'Malley 2000; Rose 

2001)—in which individuals are charged with negotiating subjectivity and practice within 

an environment saturated by a plurality of competing narratives and knowledges about 

risk and vulnerability. In recent years, there has been a proliferation of information 

available to the public—due to media expansion and the rise of the Internet, where lay 

and expert resources share virtual space and compete for attention. Although this context, 

importantly, allows for alternative voices, in practice it can add to our confusion. In this 

environment, “knowledge” is subject to frequent revision or reversal. What we know to 

be true today may be proven false tomorrow. In addition, a series of high-profile 

scientific scandals have undermined our trust in scientific “expertise.” This results in 

chronic doubt on the part of lay persons, as well as many experts, about our (individual 

and collective) ability to know anything for certain, let alone our ability to make a good 

decision about how to respond to risk.   

In response to this uncertainty and ambiguity, choices (all with their own risks 

and benefits) proliferate.123 Individuals must decide for themselves which constellations 

                                                 
123 In other words, when the “best” course of action is unambiguous, there’s little need for more choice. It is 
only when this is unclear (on the basis of competing information, doubt and mistrust of ‘expertise,’ 
differences in goals, etc.) that options proliferate. Thus, it is in the best interest of those marketing 
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of risks and benefits (to the extent that they can be known at any given time) are most 

acceptable to them, based on their individual situations. Decision-making in this fluid 

information environment is highly contingent—itself subject to re-evaluation and reversal 

in light of new information, new choices, as well as changes in the context of people’s 

lives.  

In most of our lives we navigate information and choice without a great deal of 

distress. However, there are particular contexts where this contemporary conundrum 

becomes explicit and we are forced to engage, in one way or another, with the process. 

No where is this more true than with regard to health and illness, where these decisions 

take place at the site of the body. Underlying this situation are pervasive discourses of 

risk that frame health care decision-making as highly consequential. In other words, 

although it feels that there is no way to really know what the “right” decision is, making 

the “wrong” decision threatens to result in a cascade of problems. 

Over the last two decades, there has been an important shift in biomedicine—

away from top-down, doctor-knows-best, paternalistic medicine toward a more patient-

centered model “that is respectful of and responsive to individual patient preferences, 

needs, and values” (IOM 2001, p.6). While this shift has gone a long way toward 

empowering patients, in practice it has also placed the burden of decision-making on 

patients without necessarily providing them with adequate support throughout the 

process.  

                                                                                                                                                 
competing options to sow doubt on the part of consumers—and with the rise of the Internet, this is 
increasingly easy to do. 
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At the same time, the information environment in which patients make health care 

decisions has become more densely saturated and more ambiguous: the rise of the 

Internet has greatly expanded lay access to health care information, although the quality 

of this information is highly variable; and a series of very public pharmaceutical scandals 

and reversals of knowledge have threatened to undermine patients’ trust in medical 

“expertise.” Therapeutic options have also proliferated in what is an increasingly 

pluralistic health care environment. In addition to great advances in biotechnology, 

complementary and alternative medicine (CAM) has become more widely accepted 

among clinicians and patients, and a burgeoning harm reduction industry has emerged to 

capitalize on the doubt, uncertainty and anxiety of patient-consumers with products for 

health and wellness. In other words, although patients have access to more information, 

it’s not clear how patients should makes sense of it—especially when trying to weigh the 

risks and benefits of a wide range of therapeutic options.  

This phenomenon has been widely theorized, but we have few case studies about 

how it plays out in everyday life.  

 

Case Study: Menopause Management 

In this dissertation, I look to contemporary menopause management in the 

Southwest, United States, as an ideal case study of the ways that this widespread 

contemporary conundrum—characterized by discourses of risk, proliferation of 

information and choice, chronic doubt, and personal responsibility for decision-making—
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is negotiated in people’s day-to-day lives. This case study provides an ideal lens into the 

“real world” negotiation of this conundrum for a number of reasons: 

 

(1) As they age, all women transition to menopause, a stage of life characterized by 

biomedicine as the cessation of menses due to ovarian senescence or to medical 

intervention such as hysterectomy or chemotherapy. While the phenomenon of 

menopause is universal among aging women, the experience of menopause is highly 

variable—both within and among cultures. Although most US women will experience 

some “symptoms” (such as hot flashes, night sweats, or vaginal dryness) at some 

point during the transition to menopause, many women find that symptoms only 

persist for a few months and much of their transition to menopause, which may take 

several years, is unproblematic (Grady 2006; NIH State-of-the-Science Panel 2005). 

Furthermore, due to the “pluralisation of life-worlds” (Giddens following Berger, et 

al. 1974), the women’s menopausal subjectivities and their priorities for menopause 

management are not homogeneous. 

 

(2) Menopause has been highly medicalized. Our “modern” biomedical understanding of 

menopause (which focuses almost entirely on the effect of lower levels of estrogen in 

and on a woman’s body following the cessation of ovarian activity) emerged hand-in-

hand with the discovery of sex endocrinology and the development of technologies 

for managing the most common “symptoms” of menopause through natural and 

synthetic estrogens, broadly referred to as hormone therapy (HT). Over the course of 
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the twentieth century, biomedicine framed menopause as an estrogen “deficiency 

disease”—the solution to which was to replace the estrogen with HT (Bell 1987; 

Oudshoorn 1994). At mid-century, midlife women were being told they could remain 

“feminine forever” and essentially “prevent” menopause by beginning HT early in 

perimenopause and remaining on it for life (Wilson 1966). By the end of the century, 

this discourse had shifted and menopause had come to be framed as “both a disease 

and a risk factor for disease” (Woods 1998, p. 343). Based on observational evidence 

suggesting that women who used HT were at lower risk for several chronic diseases, 

including osteoporosis, heart disease, and dementia, HT was being widely 

recommended to menopausal women—even asymptomatic women many years post-

menopause—as a key preventive health measure (Barrett-Connor, et al. 2005; NAMS 

2000). At its peak in 2000, when more than 15 million US women ages 50-74 were 

using HT, estrogen was the best-selling prescription drug in the US (Barrett-Connor, 

et al. 2005; Hersh, et al. 2004). 

 

(3) Menopause as been the subject of a high profile crisis of confidence. In the mid-

1990s, in order to assess whether long-term, postmenopausal HT was effective for the 

prevention of chronic disease, the massive, multisite Women’s Health Initiative 

(WHI) recruited over 26,000 women into two arms of a randomized, placebo-

controlled, clinical trial: an estrogen/progestin (EPT) arm for women with a uterus 

and an estrogen-only (ET) arm for women without a uterus (The Women’s Health 

Initiative Study Group 1998). In 2002, the EPT arm was halted three years before 
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schedule when rates of breast cancer passed a pre-determined safety threshold 

(Rossouw, et al. 2002). When the data from the EPT arm was analyzed, researchers 

found that women taking EPT (vs. placebo) had higher rates of some of the very 

diseases it was expected to prevent. Most notably, women taking EPT were at 29% 

increased risk for heart disease than those taking placebo. These findings sparked a 

media frenzy which drove many women using hormone therapy to reconsider their 

decision (Haas, et al. 2007; Schonberg, et al. 2005; Simon and Reape 2009). 

Although the WHI was never designed to assess whether hormone therapy should be 

used to manage menopausal symptoms, the unexpected findings triggered a great deal 

of anxiety among women using/considering HT for symptom management. While the 

decision to use HT had seemed like a golden opportunity to minimize symptoms 

while maximizing health, it was now reconfigured as a short-term fix linked to 

potential long-term harm. In the year following the publication of WHI EPT results, 

total hormone prescriptions sales declined by 38% (Hersh, et al. 2004). 

 

(4) Competing information has proliferated. In response to the WHI findings, an 

abundance of new narratives about menopause and the risks and benefits of HT have 

emerged from biomedicine and elsewhere. Some argue that the WHI provided an 

essential correction to overzealous recommendations for widespread and long-term 

use of HT. They stress that menopause is a “normal” transition that had been 

medicalized to the point of danger to women and their health (Krieger, et al. 2005). 

While some suggest that HT should be avoided if possible, many argue that short-
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term use of HT for symptom management is likely to be safe for most women 

(NAMS 2004a). Still others argue that the WHI was flawed from the start and has 

done little more than confuse women, doctors, and researchers (Pines, et al. 2007a). 

In an effort to reconcile WHI findings with previous observational data, they argue 

that there might be a “window of opportunity” in which HT initiated around 

menopause—not a decade or more after a woman’s final menstrual period—may 

actually provide the expected protection from chronic disease (NAMS 2007; Phillips 

and Langer 2005). At the same time, continued media attention to menopause 

management and the risks/benefits of HT, along with the rise of the Internet, has 

made more information—of all kinds and qualities—available to lay persons. 

 

(5) Options for managing menopause have also proliferated. In response to the WHI EPT 

findings, many women and their health care providers actively sought alternatives to 

hormone therapy for the management of menopausal symptoms—including lower-

dose hormone therapy regimens, antidepressants showing promise for treating 

menopausal symptoms, and dietary supplements like black cohosh and multi-herb 

formulations (McKee and Warber 2005; Stefanick 2005). Over the last decade, the 

use of complementary and alternative medicine (CAM) in the US also has expanded 

greatly, exposing women to a wider set of options for managing menopause (Brett 

and Keenan 2007). Unlike previous generations, today’s midlife women can try to 

manage menopausal symptoms with herbs and other dietary supplements; mind-body 

therapies such as relaxation, meditation, and yoga; and “whole systems” of care such 
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as naturopathy, homeopathy, and acupuncture and traditional Chinese medicine, and 

so on. In addition, so-called “bioidentical” hormone therapy—symbolically 

positioned “betwixt and between” biomedicine and CAM—emerged as a key 

alternative to conventional HT. 

 

(6) Finally, women must assume the personal responsibility for menopause management. 

In this environment—fraught with discourses of risk about menopause and 

menopause management strategies, and saturated by abundant information and 

treatment options—the onus for menopause-related decision-making falls squarely to 

women themselves (Giddens 1991). Compared to a generation ago, women have 

more information at their fingertips and more options available to them. Health care 

providers, embracing “patient-centered care” models and gun-shy after years of 

recommending HT, encourage women to decide for themselves how they should 

manage menopausal symptoms. Women, leading diverse lives, do not have 

homogeneous treatment goals and, in the aftermath of the Women’s Health Initiative 

and the explosion of CAM therapies, it is clear that one-size-does-not-fit-all with 

regard to menopause management.  

 

Key Results of This Study 

Contemporary menopause management is firmly situated within a broad, 

overlapping, and dialogic bio-cultural context: while menopause is a biological universal 

for women as they age, at the same time, it is an exemplar of the contemporary (cultural) 
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conundrum described above. In Chapter 1, I introduced a diagram as a heuristic for 

thinking through the interrelationships between key elements in contemporary 

menopause management in the Southwest US. In this section, I revisit the diagram in 

order to highlight the results of this ethnographic study with regard to each of these key 

elements (Figure 20).  
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Figure 20. Bio-cultural feedback loops in contemporary US menopause management. 

 
Menopausal Subjectivity 

This diagram depicts the recursive and emergent quality of menopausal 

subjectivity—the way women perceive and position themselves in the world with regard 

to their lived-experience and social messages about menopause. Menopausal subjectivity 



 345

is not static; rather it is emergent and dynamic—reflecting the recursive relationships 

among risk discourses, competing information, the broad context of women’s lives, and 

the lived-experience of menopause, as well as provisional treatment decisions, over time. 

In short, contemporary menopausal subjectivity is characterized by the on-going re-

evaluation of the impact menopause is having on one’s life—in context. As women’s 

complex lives go through changes and as “symptoms” of menopause ebb and flow over 

the course of the menopausal trajectory, women must continually reassess whether and 

how to “manage” menopause.  

 

Risk Discourses 

Biomedical discourses of menopause have historically emphasized menopause as 

a time of physical and social risk. My analysis of post-WHI media messages suggests that 

two risk discourses dominate the contemporary US environment. The first closely 

resembles the traditional biomedical risk discourse. It frames menopause as a time of 

increased risk for chronic diseases and stresses that menopause can be terribly disruptive 

to a woman’s life, as well as her health. The biomedical risk discourse asserts that, in 

order to head-off this risk, women need to be vigilant about self-care and, generally, 

should seek intervention in the form of products and services. In recent years, this 

“biomedical” discourse has been joined by a “quality of life” discourse focusing on the 

optimization of women’s menopausal bodies and identities. With its thinly veiled 

emphasis on the social risks of menopause threatening normative gender identity (e.g., 

declining femininity, sexual desire and function, as well as inappropriate attitudes and 
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behavior), the “quality of life” discourse suggests that menopause holds the potential to 

be the best time of a woman’s life—with some help from the right products and body 

projects. In both cases, these discourses support the commodification of health and the 

body. 

 

Information sources 

Women have abundant information about menopause and menopausal treatment 

strategies at their fingertips. In this saturated information environment, the question 

becomes: What “ways of knowing” do women rely upon in the process of menopause 

management? This study, which takes place in the years following the influential—yet 

confusing—results from the WHI, finds that midlife women are skeptical of much of the 

information coming from impersonal, formal sources—including a great deal of what 

they find on the Internet, an important new resource. Instead, women in this study said 

they relied more heavily on personal experts—sources they deem to be professionally 

sound, yet personally invested in their wellbeing. Undoubtedly, decisions about 

menopause management are made, to some degree, within social networks; however, in 

the context of this study, most women stressed the support and reassurance they received 

from their social networks (family members, friends, and partners), rather than the 

influence these people (apart from personal experts) had on their decisions, per se. Many 

women in this study said that, in the end, they relied on their own embodied knowledge in 

various ways: to make sense of the transition to menopause, as a highly credible source of 
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information, and, perhaps most importantly, as the final arbiter of knowledge about 

whether a particular strategy for menopause management “works” for them.  

 Like other studies of menopausal-information seeking, women in this study 

named health care providers as a key information resource. For their part, the health care 

providers interviewed for this study (from gynecologists, family medicine physicians, and 

nurse practitioners, to naturopaths and practitioners of traditional Chinese medicine) 

generally viewed their role as “normalizing” menopause for women—by ruling out 

disease and reassuring them that their experience is not out-of-the-ordinary or not 

“something serious.” Despite highly diverse clinical contexts (from brief fifteen minute 

appointments in a busy biomedical clinic to hour-long appointments in a quiet and 

soothing private practice) and their own personal preferences about how to best manage 

menopause, providers described themselves as practicing patient-centered care aimed at 

empowering women to make their own decisions about how to manage menopause. 

 

Life Context 

The women who participated in this dissertation research represent a wide range 

of life circumstances and experiences: they are mothers and lovers; they are career 

women, athletes and artists; some are very healthy, while others are managing chronic 

diseases; some are juggling countless responsibilities from all areas of their lives, while 

others lead a calmer day-to-day existence. Importantly, the contexts of women’s lives are 

not static; rather, they are emergent and dynamic. The full-context of women’s lives 
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affects what matters most to them with regard to managing menopause and shapes 

women’s immediate treatment goals and strategies.  

The narratives that made up this dissertation foreground these diverse identities, 

health histories, life priorities, body projects (that is, self-care routines linked to identity), 

and treatment goals: Having watched her mother die of breast cancer at a young age, 

Marsha adopts lifestyle strategies to cope with her mild symptoms of menopause; as a 

high school teacher and single-mother of three teenagers, Dedra wants to alleviate or 

eliminate her near-continuous hot flashes so that she can function; in a new relationship, 

Irene, who prefers to avoid biomedicine, is concerned about a decline in her sexual desire 

and function; and Ann, a fitness instructor, wants to keep her body fit and young-looking.  

 

Lived-experience of Menopause 

The core of menopausal subjectivity is the lived-experience of menopause—that 

is, women’s direct (physical, social, psychological, emotional, spiritual, etc.) experience 

of the phenomenon of menopause. This study focuses on menopause as social, as well as 

physical, phenomenon. In interviews and focus groups, women who participated in this 

study described menopause as an important time of social transition, a rite of passage, a 

time of assuming new social roles they associate with wisdom, freedom, self-confidence, 

and empowerment. At the same time, women described menopause as a social 

phenomenon that challenges gender norms: women expressed concerns about an aging 

body and changing sexual desire and function, social anxiety and irritability manifesting 

in socially “inappropriate” behavior, and so on. While some women in this study 
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certainly embrace these changes, many express concerns about the social 

vulnerabilities—the threat to their social and intimate relationships—associated with this 

aspect of the lived-experience of menopause. 

Nevertheless, menopause fundamentally takes place at the site of the body—the 

locus of lived-experience (Merleau-Ponty 1964)—and for many women, the lived-

experience of menopause is fundamentally grounded in their bodily experiences. 

Dramatic and subtle changes in menstruation and in the so-called “symptoms” of 

menopause, as well as the embodiment of physical and social risks about menopause, and 

shifts in bodily practice, can send ripple effects throughout the whole system—affecting 

the context of women’s lives, and impelling them to pursue particular kinds of 

information and to pay attention to particular kinds of discourses about menopause. 

Furthermore, many women (and their health care providers) ultimately judge the 

effectiveness of their menopause management strategies by the effects these strategies 

have on their bodily experience—specifically, on the symptoms of menopause. This is 

not to overlook the powerful impact that treatment strategies may have, often—but not 

always—through their effects on the body, on women’s broader lived-experience.  

Women who participated in this study spoke extensively about the unfolding of 

the lived-experience of menopause over time—even, in some cases, many years beyond 

the end of menstruation. Many women described an ebb and flow to their menopausal 

experience that they associated with their social and bodily experiences, the context of 

their lives, as well as particular anxieties and vulnerabilities related to information and 

discourses of risk coming out of medicine and the media. Thus, while many of the 
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narratives in this dissertation highlight the moments that women have found most 

challenging in their menopausal trajectory, most participants found much of their 

transition to menopause unproblematic.  

 

Treatment decisions 

Women’s treatment decisions are framed by the emergent social lives of 

medicines (Whyte, et al. 2002). In the years following the WHI, women who participated 

in this study were fully aware that there is no panacea available for menopause 

management. Nevertheless, options for how to manage menopause were rapidly 

proliferating in an increasingly pluralistic health care environment to fill the gap opened 

by declines in the use of conventional HT.  

In this environment, women were making treatment decisions that resonate with 

their menopausal subjectivity at that particular moment. Menopausal subjectivity—itself 

shaped by the lived-experience of menopause and the broader context of women’s lives, 

as well as the information environment and circulating risk discourses—informs 

“provisional” treatment decisions. Treatment decisions, themselves, loop back to fuel 

shifts in menopausal subjectivity: from changes in the lived-experience (e.g., reducing or 

eliminating “symptoms” of menopause; alleviating social vulnerabilities, etc.), to changes 

in the context of women’s lives (e.g., changes in careers, relationships, activities, etc.), 

and changes in the kinds of information and risk discourses that women deem important 

and relevant (i.e., those associated with their particular treatment decisions). 
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With few exceptions, women in this study emphasized that their treatment 

decisions were not intended as permanent, life-long, solutions—from Amanda’s decision 

to use lower-dose conventional HT to manage her anxiety until after her daughter’s bat 

mitzvah, to Alicia’s decision to quit HT and commit (at least temporarily) to traditional 

Chinese medicine in an attempt to control severe hot flashes. Women framed their 

decisions as temporary responses to the current lived-experience of menopause made in a 

pluralistic health care environment saturated by abundant imperfect options—about 

which new information (as well as new risk narratives) were constantly emerging.  

In fact, many of participants’ provisional treatment decisions can be productively 

considered through a lens of harm reduction. Whether they chose new lower-dose forms 

of hormone therapy, dietary supplements, CAM therapies, or “bioidentical” hormones, 

women’s decisions were aimed at enhancing their sense of control over menopause, as 

well as mitigating sense of physical or social vulnerability to the lived-experience of 

menopause and to the “risks” of treatment options themselves.  

In this study, compounded “bioidentical” hormone therapy (BHT) emerged as a 

key menopause management strategy among a small—but important—subgroup of 

participants. For these participants, BHT resonated with their menopausal subjectivity in 

important ways: As a pharmaceutical hormone therapy, BHT promises effective 

management of the vasomotor symptoms of menopause. At the same time, because it is 

plant-based and tailor-made, BHT offers a symbolic alternative to conventional HT—an 

alternative many women feel is safer than conventional HT. Participants who had used 
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BHT in this study described it as a better choice than conventional HT—although many 

acknowledged that the risks and benefits of BHT (versus conventional HT) are unclear.  

 

Menopause management—like each of the elements that shape it—is not static; 

rather, it is emergent and dynamic. Thus, shifts in any of these elements (which are not 

infrequent) can cascade throughout the whole system, altering the lived-experience, and 

driving women to reconsider their current menopause management strategies. 

Participants in this study were clear that if and when conditions changed—due to changes 

in the lived-experience (e.g., an improvement or worsening of symptoms or 

vulnerabilities), changes in the context of their lives (e.g., changes to relationships, jobs, 

hobbies and health), changes in the information environment (e.g., new information 

suggesting that a particular treatment option was safer or more risky than previously 

thought), or changes in the discourses of risk (e.g., biomedical and/or media attention to 

particular menopause-related risks)—they would revisit their menopause management 

strategies. That said, many women in this study reported passively revisiting treatment 

decisions by “neglecting” to refill prescriptions or re-purchase over-the-counter products, 

and evaluating—through the embodied effects of not engaging in their treatment 

strategies—whether they still need them.. 

In sum, for many women in this study contemporary menopause management is 

no longer the “critical choice point” that biomedicine made it out to be in the 1990s 

(Kaufert and Lock 1997). Whether deliberate or reflexive, today’s menopause 

management is characterized by an ongoing re-evaluation of whether and how to manage 
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menopause in a way that resonates with the emergent context of women’s lives—

including their lived-experience of menopause.  

 

Final Thoughts 

This dissertation examines contemporary menopause management in the 

Southwest US as a case study of what I’ve called the contemporary conundrum—the 

proliferation of risk discourses, competing information, choice in an environment of 

increasing ambiguity and personal responsibility. In closing, I wish to propose some final 

thoughts about what this case study tells us about this conundrum and about 

contemporary US popular (health) culture more broadly: 

 Recursivity of contemporary decision-making. High-stakes contemporary decision-

making frequently takes place in an environment saturated by ambiguous, often 

contradictory information and risk discourses, where the “best choice” in any given 

situation is unclear. In this context, decision-making is not a singular event, but an 

on-going, recursive process of revisiting and reevaluating provisional decisions. 

 Circulation and embodiment of discourses of risk and vulnerability. While 

contemporary social life is flush with risk discourses intended to influence behavior 

in particular ways, risk discourses are not embodied en masse. Rather risk discourses 

are filtered through the broader context of people’s lives, with the most salient 

manifesting in a sense of vulnerability.  

 Negotiation of competing ways of knowing. The contemporary information 

environment is dense with competing narratives that are subject to revision and 

reversal. Crises of trust emerging in one domain spill over into other areas of people’s 

lives. Faced with chronic doubt in the durability and trustworthiness of information 
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coming from science and the media, individuals place their trust in personalized 

forms of expertise and embodied knowledge. 

 Pluralisation of life worlds. Contemporary identities are highly fragmented and 

individuals move among multiple social roles with increasing fluidity. One’s 

subjectivity is increasingly individualized and profoundly influences the embodiment 

of risk, as well as decision-making. In this context, decision-making requires the 

ability to reconcile generalized information with one’s values, preferences and 

priorities. 

 Proliferation of choice. Choices abound in contemporary life. While increased choice 

fosters a sense of agency and provides increased opportunity for resonance between 

one’s decision and one’s individual values, preferences and priorities, the sheer 

abundance of choice can be overwhelming—especially in contexts lacking adequate 

decision-support. 

 Centrality of harm reduction practices. Faced with ambiguous information about the 

risks and benefits of every available option, individuals may often feel they have “no 

good choices.” In response, individuals may adopt harm reduction strategies aimed at 

mitigating one’s sense of vulnerability and enhancing one’s sense of agency over the 

situation at hand. In practice, harm reduction often requires “trade-offs” on the part of 

the individual, in which the risks that (subjectively) matter most are reduced or 

eliminated while others, deemed more acceptable, are tolerated. 

 Commodification of daily life. In response to the visible failings of one-size-fits-all 

solutions, contemporary markets capitalize on ambiguity, uncertainty, and anxiety in 

everyday life by promoting products and services that promise to personalize the 

decision-making processes—from risk assessments and individualized information 

resources to tailor-made solutions that can be continually adjusted in response to 

changing circumstances.   

 Stratification of access to information and choice. While the rhetoric of “choice” 

abounds, in reality, the contemporary conundrum is also characterized by increased 
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stratification. While risk discourses may be widely disseminated, risks themselves are 

not evenly distributed and may disproportionately affect those with less access to high 

quality information and personalized expertise, as well as fewer options for reducing 

these risks. At the same time, those with abundant resources have increased access to 

personalized information resources and products, as well as individualized support 

through the decision-making process.   

 

In the contemporary social environment, the body has become a “key site for 

work on the self” (Rose 2001, p. 18). Through ethnographic research, this dissertation 

illustrates that health care decisions reflect (and affect) not only the “local biology” (Lock 

1993) of the corporeal body—shaped by underlying biological and genetic influences, the 

physical and social environment, and cumulative experience across the lifespan—but also 

the broader, increasingly individuated, context of people’s lives—including their 

identities and body projects, and their priorities for social and intimate relationships, 

work and recreation. As this dissertation makes clear, there are no universal solutions 

when it comes to contemporary health care decision-making. Rather, individuals are 

faced with the personal responsibility for reconciling their individual (physical and 

social) needs, values and priorities with the accessible information and options—all of 

which operate in an overarching sociocultural milieu saturated by ambiguity, discourses 

of risk and personal responsibility.  
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APPENDIX A: PARTICIPANT CHART 
 

Pseudonym Age  Ethnicity 
Menopausal 

status Participation Segment 
Alejandra 56 Hispanic hysterectomy Ethn Interview 
Alicia 53 Hispanic hysterectomy Ethn Interview 
Amanda 51 white postmenopausal Ethn Interview & Focus Group 
Amelia 50 Hispanic postmenopausal Ethn Interview 
Angela 53 Asian-American hysterectomy Ethn Interview 
Ann  50 white postmenopausal Ethn Interview 
Anna 43 Hispanic perimenopausal Ethn Interview 
Barbara 67 African-American hysterectomy Focus Group 
Bette 56 Asian-American perimenopausal Ethn Interview 
Bev 49 white postmenopausal Ethn Interview & Focus Group 
Brenda 47 Hispanic perimenopausal Ethn Interview 
Carla 48 Hispanic postmenopausal Ethn Interview 
Carol 54 white hysterectomy Ethn Interview 
Carolyn 53 white postmenopausal Focus Group 
Catherine 53 white perimenopausal Ethn Interview 
Cheryl ? white missing data Focus Group 
Christine 50 white perimenopausal Ethn Interview 
Cindy 47 white hysterectomy Ethn Interview 
Crista 39 Hispanic hysterectomy Ethn Interview 
Debbie 59 white postmenopausal Focus Group 
Deborah 53 white perimenopausal Ethn Interview 
Dedra 51 African-American hysterectomy Ethn Interview & Focus Group 
Diane 47 white perimenopausal Ethn Interview 
Donna 79 African-American hysterectomy Focus Group 
Dora 55 Hispanic hysterectomy Ethn Interview 
Dorothy 61 white postmenopausal Focus Group 
Edria 63 African-American postmenopausal Focus Group 
Elise 56 white postmenopausal Focus Group 
Elizabeth 57 white postmenopausal Ethn Interview 
Ellen 69 white hysterectomy Ethn Interview 
Estella 63 Hispanic postmenopausal Ethn Interview 
Francis 56 white postmenopausal Ethn Interview 
Gail 59 white postmenopausal Ethn Interview 
Gina 51 white postmenopausal Focus Group 
Gloria 62 African-American hysterectomy Focus Group 
Helen 61 white postmenopausal Focus Group 
Imani 54 African-American perimenopausal Focus Group 
Irene 52 white perimenopausal Ethn Interview 
Jackie 51 white hysterectomy Focus Group 
Jane 48 white perimenopausal Ethn Interview 
Janet 49 white perimenopausal Ethn Interview 
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Pseudonym Age  Ethnicity 
Menopausal 

status Participation Segment 
Jessica 39 African-American perimenopausal Focus Group 
Jill 48 white perimenopausal Ethn Interview 
Joan 56 white postmenopausal Ethn Interview 
Joy 51 African-American perimenopausal Ethn Interview 
Karen 52 white postmenopausal Ethn Interview 
Kate 53 white hysterectomy Ethn Interview 
Kathleen 39 white perimenopausal Ethn Interview 
Kris 55 white hysterectomy Ethn Interview 
Kristina 54 white postmenopausal Focus Group 
Laura 51 white perimenopausal Focus Group 
Linda 52 white postmenopausal Ethn Interview 
Lindy ? African-American hysterectomy Focus Group 
Lisa 49 white perimenopausal Focus Group 
Liz 51 white perimenopausal Ethn Interview 
Lori 56 white perimenopausal Ethn Interview 
Lupita 47 Hispanic perimenopausal Ethn Interview 
Lynn 48 white perimenopausal Ethn Interview 
Maria 50 Hispanic postmenopausal Ethn Interview 
Marlena 54 white perimenopausal Ethn Interview 
Marsha 50 white hysterectomy Ethn Interview 
Mary 52 white postmenopausal Ethn Interview 
Maryann 49 white perimenopausal Ethn Interview 
Maureen 50 white perimenopausal Ethn Interview 
Nancy 46 Native American perimenopausal Focus Group 
Pamela 54 Hispanic perimenopausal Ethn Interview 
Patricia 54 white perimenopausal Ethn Interview 
Patsy 63 white postmenopausal Focus Group 
Peg 61 white postmenopausal Ethn Interview 
Rebecca 51 white postmenopausal Ethn Interview & Focus Group 
Roberta 48 Hispanic perimenopausal Ethn Interview 
Rosa 46 Hispanic perimenopausal Ethn Interview 
Rosemary 52 white perimenopausal Focus Group 
Sandra 50 white postmenopausal Ethn Interview 
Sarah 54 white postmenopausal Ethn Interview 
Sharon 51 white perimenopausal Ethn Interview 
Sheree 58 African-American postmenopausal Ethn Interview & Focus Group 
Stephanie 52 white postmenopausal Ethn Interview 
Susan 56 white perimenopausal Ethn Interview 
Sydney 54 white postmenopausal Ethn Interview 
Tonya 40 African-American perimenopausal Ethn Interview 
Yolanda 43 African-American hysterectomy Focus Group 
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APPENDIX B: KEY TERMINOLOGY 
 
Body Projects: The term body project refers to a self-project that takes place at the site 

of the body. In an era in which the body has become a “key site for work on the self” 

(Rose 2001, p.18) self-projects at the site of the body are not limited goals of health and 

illness management, but also emphasize maximizing and optimizing the body’s function 

and appearance in the service of self-identity. Citing examples of body projects such as 

plastic surgery and body building, Shilling argues there is an increasing “tendency for the 

body to be seen as an entity which is in the process of becoming; a project which should 

be worked at and accomplished as part an individual’s self-identity” (emphasis original, 

Shilling 2003, p. 4). Importantly, body projects often conform to and reinforce gender 

norms. In the case of menopause, the body projects most cited by participants in this 

study include: losing weight, maintaining weight, dying one’s hair, maintaining physical 

fitness or flexibility, maintaining a youthful or feminine appearance, etc. 

 

Harm Reduction: Nichter (2003; 2006) argues that harm reduction is an often 

overlooked aspect of risk subjectivity aimed at mitigating one’s sense of vulnerability to 

perceived risks and/or increasing a sense of control over one’s wellbeing. Importantly, 

harm reduction practices are intended to alter one’s positionality (either in the present or 

future) vis-à-vis physical and social risks and risk discourses. While harm reduction 

practices may reduce one’s actual exposure to risk, this is not an essential component of 

harm reduction. In fact, many harm reduction practices are seen as ‘trade-offs’ in which 

individuals choose to accept certain risks in order to avoid others. And in some cases, 

practices aimed at harm reduction may actually increase (or shift) exposure to actual risk. 

At the same time, harm reduction is at the heart of a burgeoning consumer market 

closely tied to the production of risk discourses which stimulates the wide-spread demand 

for products and services. As Nichter (2006) observes, while these products may 

successfully mitigate risks for some people, profits are maximized by expanding risk 

discourses and broadly marketing these products as a response to perceived vulnerability. 

 



 359

Lived-Experience: The term lived-experience refers to one’s direct (bodily, social, 

emotional, psychological, spiritual, etc.) experience in the world. With regard to 

menopause, the lived-experience can refer to bodily experiences (e.g., changes in 

menstruation and menopausal symptoms) to social and emotional experiences (e.g., 

shifting social roles, feelings of insecurity or anxiety, feeling of freedom and 

empowerment, etc.). While lived-experience is not limited to physical experience, it is 

embodied in the sense that direct experience of the world necessarily takes place in and 

through the body—our penultimate sense organ (Merleau-Ponty 1962). Kirmayer argues 

that our direct experience in the world becomes, literally, “inscribed on, or sedimented in, 

bodily physiology, habitus, and experience” and the body itself becomes a resource 

through which we interpret our social world (Kirmayer 2003, p. 285).   

 

Local Biologies: Lock writes that 

local biologies refers to the way in which the embodied experience of physical 

sensations, including those of well-being, health, illness, and so on, is in part 

informed by the material body, itself contingent on evolutionary, environmental, 

and individual variables. … In other words, the biological and the social are 

coproduced and dialectically reproduced, and the primary site where this 

engagement takes place is the subjectively experienced, socialized body. (Lock 

2001, p. 483-4) 

Building upon Lock’s use of the term, I emphasize the ongoing and recursive relationship 

between the biological and the cultural, through time. In other words, I stress that one’s 

‘local biology’ isn’t something ‘fixed’ or given at the point of menopause, but that these 

bio-cultural feedback loops continue to unfold throughout the menopausal trajectory—

dynamically effecting lived-experience and practice. This expanded framework allows us 

to think about the ways that treatment decisions themselves loop back into the system and 

shift the lived-experience of menopause—from the direct physiological effects on bodily 

experience to the effects these decisions have on women’s social worlds, the kinds of 
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information to which women pay attention, and the kinds of risks to which they feel 

vulnerable. 

 

Medicalization: Medicalization refers to the ways that the body, its functions and 

processes—along with expanding aspects of everyday life—come to be managed (e.g., 

diagnosed, treated and prevented) through medicine. (See Barsky 1988a; Barsky 1988b; 

Conrad and Schneider 1992 [1980]; Illich 1975; Zola 1972.) 

The term biomedicalization emphasizes that the processes of medicalization have 

become deeply entangled with “the emergent social forms and practices of highly and 

increasingly technoscientific biomedicine” (Clarke, et al. 2003, p. 162) On the ground, 

this refers to the corporatization and privatization of health care, from research and 

development to the provision of products and services, as well as an increased emphasis 

on standardized, so-called “evidence-based” medicine, heterogeneity in the production 

and dissemination of information, and individualization of treatment (Clarke, et al. 2003, 

p. 168-9). Biomedicalization has also resulted in the increased stratification of 

biomedicine’s positive and negative features (i.e., the ‘haves’ have access to increasingly 

sophisticated life-saving/-transforming technologies and ‘concierge care’, while the ‘have 

nots’ are increasingly un-/under-insured for basic, primary and preventative care; the 

same dynamic holds true for access to information, testing, and surveillance: it 

disproportionately benefits the ‘haves’ (Clarke, et al. 2003). 

 

Menopause: A NIH State-of-the-Science panel defines menopause as “the permanent 

cessation of menstrual periods that occurs naturally or is induced by surgery, 

chemotherapy, or radiation” (2005, p. 1003). In biomedicine, “natural” menopause is 

recognized after twelve months without a menstrual period. The term menopause is used 

in this dissertation, as it is in popular parlance, to refer broadly to the time in which a 

woman is transitioning from her reproductive to post-reproductive stage of life. It is 

often, but not always, characterized by changes to a woman’s menstrual cycles and 

culturally-recognized bodily experiences—the so-called “symptoms” of menopause. 
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Menopausal Subjectivity: Menopausal subjectivity refers to the way women perceive 

and position themselves in the world with regard to their lived-experience and the social 

messages about menopause. Menopausal subjectivity is not static; rather it is emergent 

and dynamic—reflecting the recursive relationships between sociocultural messages 

about menopause and the lived-experience of menopause, as well as the effects of 

provisional treatment strategies, over time. Contemporary menopausal subjectivity is 

characterized by the on-going re-evaluation of the impact that menopause is having on 

one’s life—in context. 

 

Risk: The term risk commonly refers to the possibility or chance of loss, harm or injury. 

Within epidemiology, risk refers to population-level calculations of the rates of incidence 

of a harm/injury/condition for those with/without particular risk factor(s). Lupton argues 

that although statistical calculations of risk have become unnecessary in contemporary 

colloquial use of the term, the concept has become associated with an “apparatus of 

expert research, knowledge and advice” (1999a, p. 9). In other words, even in popular 

use, the term risk generally indexes expert assessments of threat or exposure to harm.  

 While most studies of risk focus on physical risks and the mitigation of physical 

risks. This study takes social risks to be equally important. While physical risks threaten 

the physical body through exposure to chance of physical harm or injury, social risks 

pose a threat to one’s social body and “might alter one’s social relations and so one’s 

position in various social networks (e.g. familial, sexual, income-related, etc.) and one’s 

position in a society as a whole” (Green and Sobo 2000, p. 40-1). 

 

Risk Subjectivity: Lupton defines risk subjectivities, as “the ways in which people 

construct their risk knowledges in the context of their everyday lives”—based on 

personal experience, opinions, or feelings, rather than solely on external ‘facts’ or 

objective assessments of risk (1999a, p 104). In simpler terms, risk subjectivities are the 
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ways that individuals perceive and position themselves with regard to physical and social 

risks and risk discourses. 

Lay perceptions and understandings of risk (their risk subjectivities) are 

cumulative (based on lived-experience across the lifespan) and socially situated (based on 

one’s access to and positioning within the social environment and communication 

networks, including the mass media and expert knowledges). Furthermore, as Briggs and 

Hallin (2007) observe in their work on biocommunicability, people’s risk subjectivities 

do not merely emerge from their positions within a social milieu, but also people’s 

responses to risks position them as particular kinds of subjects within particular social 

spaces. In other words, risk subjectivities and risk responses both emerge from and 

performatively constitute self-identitities. 

 

Vulnerability: The term vulnerability refers to the state of being exposed or susceptible 

to attack, harm or injury. In this dissertation, I use the term vulnerability as an important 

dimension of risk subjectivity—that is, individuals may (or may not) perceive or position 

themselves as vulnerable to physical and social risks and risk discourses, irrespective of 

whether they are objectively “at risk.” In other words, vulnerability is the lived-

experience of risk. One’s sense of vulnerability may be shaped by a wide range of factors, 

including bodily experience and practices, personal and family health histories, and the 

social context of one’s life.  

Furthermore, as Nichter observes, “members of a risk group may not see 

themselves as equally vulnerable” (2003, p. 14). While some may disregard their 

susceptibility to danger, other may experience an increased sense of vulnerability from 

exposure to risk discourses. In both cases, exposure to discourse of risk can alter one’s 

actual exposure to risk by influencing behaviors (including self-care and treatment 

decisions). 
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