




“The	Hormone	Myth	is	a	bracing,	accurate	breath	of	fresh	air.	It	turns
conventional	wisdom	about	hormones	on	its	head,	and	provides	a	far	more
liberating	view	of	women’s	health	than	what	we’ve	all	been	taught.”
—Christiane	Northrup,	MD,	OB/GYN	physician	and	author	of	the	New
York	Times	bestsellers	Goddesses	Never	Age;	Women’s	Bodies,	Women’s

Wisdom;	and	The	Wisdom	of	Menopause

“This	is	a	book	for	every	woman	who	has	ever	been	asked	‘Are	you	on	the
rag?’	after	she	voices	an	unpopular	opinion	or	expresses	an	‘unfeminine’



emotion.	Read	it,	share	it	with	your	friends,	and	join	the	movement	to	bust	the
hormone	myth	once	and	for	all.”

—Joan	C.	Chrisler,	PhD,	editor	of	Women’s	Reproductive	Health

“This	eye-opening	book	covers	female	developmental	milestones	(e.g.,
menarche,	pregnancy,	menopause)	where	the	‘hormone	myth’	is	characterized
by	an	excessive	focus	on	biology	over	modifiable	environmental	factors,	while

ignoring	empirical	findings	in	favor	of	pseudoscience,	sensationalism,
scaremongering,	and	the	fragilization	of	women.	One	chapter	at	a	time,	from
Aristotle	to	Trump,	the	author	weaves	together	historical,	cultural,	and

economic	developments	that—intentionally	or	not—create	and	maintain	this
hormone	myth.	The	author	argues	cogently	that	the	eventual	impact	on	women
is	a	net	negative:	despite	a	few	short-term	social	gains,	these	myths	keep

women	feeling,	and	being	perceived,	as	overly	emotional	and	less	suitable	for
competent	leadership.	This	is	a	must-read	for	any	person	who	wants	to	know
what	science	can	truly	tell	us	about	the	relationship	of	hormones	to	women’s

mental	health,	and	how	to	help	debunk	entrenched	societal	myths	that
perpetuate	gender	inequities	at	home	and	work.”

—Jacqueline	Pistorello,	PhD,	research	faculty	at	Counseling	Services	at
University	of	Nevada,	Reno,	and	coauthor	of	Finding	Life	Beyond	Trauma

“The	Hormone	Myth	not	only	helps	women	recognize	the	cultural	forces
boxing	them	in,	but	provides	the	tools	needed	to	be	smart	consumers	of	some	of
the	scientific	research	that	falsely	insinuates	they	are	‘hormonal	maniacs.’
DeLuca	brings	a	fresh	and	engaging	voice	to	the	stubborn	myth	of	women’s

emotional	instability.”
—Susan	Pincus,	MD,	family	physician
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Introduction

The	Myth	That	Traps	Us

“Women’s	hormones	make	them	crazy.”	Everyone	knows	this.	The	ups	and
downs	 of	 our	 monthly	 hormone	 cycle	 turn	 women	 into	 moody,	 irrational,
angry,	 unpleasant,	 PMSing	 witches.	 Pregnancy	 makes	 us	 incapable	 and
incoherent.	 After	 childbirth,	 dangerous	 changes	 in	 hormones	 can	 cause
postpartum	 depression	 so	 severe	we	 can	 harm	 ourselves	 or	 our	 babies.	And
then	 as	 menopause	 approaches,	 comes,	 and	 goes,	 we	 get	 despondent,
depressed,	and	crazy	as	loons.	Therefore,	women	are	to	be	feared,	kept	under
wraps,	and	put	in	their	place	not	just	by	men	but	by	humanity	as	a	whole.

We’ve	 all	 heard	 PMS	 jokes,	 coddled	 a	 pregnant	 woman,	 followed
horrifying	 accounts	 of	 postpartum	 murder	 in	 the	 news,	 and	 seen	 a	 sitcom
character	come	unhinged	because	she	is	“of	that	age.”	I’m	sure	you	and	many
women	you	know	have	had	your	anger	explained	away	because	it’s	“your	time
of	the	month,”	had	sadness	you	felt	in	the	weeks	after	childbirth	chalked	up	to
“just	hormones,”	or	found	your	new	aspirations	in	life	dismissed	because	you
are	just	being	“menopausal”	and	not	yourself.

Everyone	agrees	that	changing	hormones	make	women	nuts;	 it’s	a	fact	of
life	we	all	unfortunately	have	to	live	with.	Right?

Wrong.	Hormones	don’t	make	women	crazy.
How	 can	 that	 be?	 How	 can	 something	 so	 taken	 for	 granted	 actually	 be

wildly	 overstated?	 This	 persistent	 and	 willful	 ignorance	 of	 the	 truth	 is	 what
makes	 the	hormone	myth	so	dangerous.	Women	individually	and	as	a	whole,
all	 men	 who	 care	 about	 us,	 families,	 marriages,	 businesses,	 communities,
politics—the	very	structures	of	our	societies—are	harmed	by	believing	it.

Because	 what	 everyone	 “knows”	 is	 actually	 inaccurate.	 A	 large	 body	 of
scientific	 research	 says	 that	 fluctuating	 reproductive	 hormones	 don’t	 play	 a
major	 role	 in	 women’s	 mental	 health,	 because	 when	 women’s	 emotional
stability	 is	 measured	 by	 the	 frequency	 and	 severity	 of	 mood	 swings	 they
experience	over	time,	it	is	in	fact	similar	to	the	stability	of	men.

Surprised?	Well,	here’s	the	kicker:	psychologists	have	known	that	since	the
early	 1990s	 but	 it	 is	 probably	 news	 to	 you.	 This	 shows	 the	 power	 of	 the
hormone	 myth’s	 spell	 over	 us	 and	 speaks	 volumes	 about	 all	 the	 profiting,



political-maneuvering,	 salary-	 and	 career-repressing,	 and	 relationship-
appeasing	 motives	 that	 compel	 us	 to	 keep	 believing	 in	 and	 perpetuating
something	that’s	just	not	true	for	every	woman.

Yes,	 some	 women	 suffer	 disturbing	 physical	 symptoms	 because	 of
hormone	 change.	 There	 are	 women	 who	 have	 terrible	 cramps	 during	 their
periods	and	perimenopausal	women	can	have	 twenty	hot	 flashes	a	day—their
complaints	 are	definitely	 real	 and	may	need	medical	 attention.	And	 there	 are
some	women	who	do	 experience	 distressing	 emotional	 symptoms	 associated
with	 hormone	 change	 that	 require	 treatment.	 But	 they	 are	 a	 minority.	 The
hormone	 myth	 says	 that	 all	 women	 become	 emotionally	 erratic	 when	 their
hormones	 fluctuate	 and	 that	 is	 simply	 not	 true.	 Mistakenly	 attributing	 any
negative	 emotion	 women	 have	 to	 hormones	 comes	 with	 many	 costs,	 and	 I
wrote	 this	 book	 because	 I	 believe	 we	 will	 all	 be	 better	 off	 once	 we	 stop
blaming	women’s	feelings	on	their	hormones.

I	 use	 the	 term	 “myth”	 to	 describe	 a	 belief	 that	 is	 based	 on	 faulty
information	or	reasoning,	but	has	been	accepted	by	society	and	serves,	in	some
way,	 to	maintain	 the	 status	 quo.	The	 power	 of	 these	myths	 is	wide-reaching,
long-lasting,	 and	 seemingly	 intractable.	 The	 hormone	 myth	 is	 built	 on	 the
foundation	 of	 the	 ancient	 but	 persistent	 idea	 that	women	 are	 inferior	 to	men
because	of	a	biological-based	emotionality	and	on	evidence	from	poorly	done
scientific	 studies	 conducted	 in	 the	mid-twentieth	 century.	 The	myth	 has	 been
perpetuated	through	all	types	of	media,	whether	on	television,	at	news	outlets,
in	books	and	magazines,	or	 throughout	 the	 Internet.	And	as	you’ll	 see,	many
parties	benefit	 financially	and	socially	 from	 the	maintenance	of	 the	hormone
myth—even	 as	 it	 causes	 women’s	 health,	 professional	 advancement,	 and
personal	relationships	to	suffer.

Here	 are	 some	 important	 truths	 that	 psychologists	 have	 known	 since	 the
early	1990s.	The	majority	of	studies	used	to	support	the	existence	of	PMS	were
deeply	flawed	and	unreliable;	high-quality	studies	of	women’s	emotions	during
the	menstrual	cycle	show	no	evidence	of	a	widespread	“syndrome.”	There	 is
also	no	evidence	that	pregnancy	affects	cognitive	skills	and	memory.	It	is	clear
that,	 while	 many	 variables	 contribute	 to	 postpartum	 depression,	 changing
hormones	isn’t	one	of	them.	And	despite	the	fact	that	older	women	are	widely
represented	as	sexless,	depressed,	and	deranged,	 studies	consistently	 find	 that
the	 majority	 of	 menopause-aged	 women	 feel	 happy	 and	 satisfied	 with	 their
lives.

Psychologists	and	physicians	also	know	that	some	women	have	symptoms
related	 to	 reproductive	 events.	 It’s	 common	 for	menstruating	women	 to	 deal



with	 backaches,	 cramping,	 and	 occasional	 irritability.	 Pregnant	 women’s
hormones	 do	 increase	 dramatically.	 In	 the	 first	 few	 days	 after	 childbirth,
weepiness	and	mood	swings	frequently	do	occur.	And	hot	flashes	are	the	most
common	symptom	of	perimenopause.

But	 the	 evidence	 is	 clear:	 for	 the	 great	 majority	 of	 women,	 changes	 in
hormones	caused	by	reproductive	events	don’t	cause	mental	disorders.

Many	people	resist	the	idea	that	this	myth	is	false.	And	why	wouldn’t	they,
it’s	so	ingrained.	The	idea	that	a	woman’s	reproductive	system	is	responsible
for	her	emotional	state	has	been	around	since	 the	 time	of	 the	ancient	Greeks.
Hippocrates	 theorized	 that	 the	 womb	 wandered	 within	 the	 body,	 so	 when	 it
landed	 next	 to	 the	 brain,	 unusual	 emotions	 and	 behaviors	 resulted.	Aristotle,
arguably	the	most	influential	thinker	of	Western	civilization,	viewed	women	as
psychologically	 and	 emotionally	 inferior	 to	 men	 because	 of	 the	 biological
deficiencies	 he	 saw	 in	 women.	 He	 famously	 referred	 to	 a	 female	 as	 “a
deformed	male”	 and	 said	 that	 “[w]e	must	 look	 upon	 the	 female	 character	 as
being	a	sort	of	natural	deficiency.”	This	view	permeated	Western	thought	for	a
millenium.1	 In	 the	 mid-1200s,	 philosopher	 Thomas	 Aquinas	 reiterated
Aristotle’s	views,	when	he	wrote	that	“[w]oman	is	defective	and	misbegotten”
and	 concluded	 that	 a	 woman	 should	 be	 subject	 to	 a	 man	 because	 the	 male
biological	makeup	provides	a	superior	capacity	for	reason.2	Christian	scholars
in	Europe	also	weighed	in	on	the	biological	basis	of	women’s	weaknesses,	and
in	1487	published	and	widely	distributed	a	manual	for	witch	hunters	called	The
Hammer	 of	Witches.	 In	 it,	 they	 explained	 that	 women	were	more	 likely	 than
men	to	be	tempted	by	Satan	because	they	were	“more	concerned	with	things	of
the	flesh”	and	“feebler	both	in	mind	and	body.”3

Physicians	of	the	1800s	understood	that	in	women’s	bodies,	 the	brain	and
reproductive	 organs	were	 connected,	 so	when	 they	 fell	 out	 of	 sync,	 hysteria
resulted.	They	defined	it	as	feelings	of	“anxiety,	irritability,	and	nervousness.”4
In	 the	1940s	and	50s,	doctors	 introduced	 the	 idea	 that	women’s	 reproductive
hormones	 caused	 them	 physical	 and	 emotional	 upheaval.	 For	 decades	 they
warned	women	 that	 if	 they	 didn’t	 replace	 their	 “lost”	 hormones,	 they	would
lose	both	 their	 beauty	 and	 their	 agreeable	 nature.	The	uterus	 continued	 to	 be
under	suspicion	as	well,	and	into	the	1970s	hysterectomies	were	thought	to	be
appropriate	for	treating	women	with	excessive	anxiety.5

The	 persistent	 and	 repeated	 messages	 over	 the	 millennia	 that	 women’s
reproductive	 organs	 cause	 mental	 instability	 and	 that	 this	 biology	 by	 nature
makes	 them	 inferior	 to	 men	 in	 their	 thinking	 has	 solidified	 the	 concept	 of



women	as	substandard	humans,	in	contrast	to	the	ideal	rational	male.	This	has
been	used	to	keep	women	in	their	secondary	places	at	home,	at	work,	and	in	all
elements	of	society.

Today,	 messages	 about	 women	 being	 at	 the	 mercy	 of	 their	 reproductive
biology	continue	on	in	popular	culture	and	the	media.	Newspapers	and	books
need	 to	 be	 sold	 and	websites	 need	 traffic,	 so	 the	more	 sensational	 the	 better.
Audiences	 find	 “essential	 differences”	 between	men	 and	 women	 fascinating,
and	become	glued	to	stories	of	the	crazed	women	who	make	headlines.	When
these	audiences	hear	scientific	studies	reported	that	support	their	assumptions,
they	 accept	 them	 and	 opinions	 are	 bolstered.	 However,	 when	 people	 hear
evidence	 that	 contrasts	 their	 beliefs,	 they	 are	 more	 likely	 to	 write	 it	 off	 as
inaccurate	or	an	outlier.	These	biases	unfortunately	emphasize	popular	studies
—no	 matter	 what	 quality	 methods	 were	 used	 or	 how	 rigged	 they	 were	 for
certain	 results—that	 show	 gender	 differences	 over	 those	 that	 find	 no
differences.	Because,	while	more	psychological	and	medical	research	indicate
greater	similarities	than	differences,	people	find	it	easier	to	accept	the	cultural
message	 that	 women	 are	 biologically	 motivated,	 emotional,	 and	 unreliable,
and	men	are	rational,	logical,	and	steady.	Because	it	is	something	they	already
believe.

The	 underlying	 question	 here	 is,	 if	 there	 is	 so	 little	 fact	 to	 support	 the
hormone	 myth,	 why	 does	 it	 persist?	 The	 answer	 is	 vast	 and	 involves	 many
parties	 who	 are	 invested	 financially,	 ideologically,	 and	 emotionally	 in
maintaining	 it.	 Examples	 include	 pharmaceutical	 companies	 that	 reap
enormous	 profits	 by	 convincing	 a	 healthy	 woman	 that	 she	 needs	 daily
medication.	 Physicians	 who	 prescribe	 daily	 hormones	 benefit	 financially	 by
the	 many	 visits	 required	 to	 monitor	 a	 woman’s	 health.	 When	 psychologists
have	an	official	diagnosis,	 they	receive	 insurance	reimbursement	for	 treating
her.	A	husband	has	a	way	to	deflect	his	wife’s	anger	away	from	him	with	a	joke
and	 she	 has	 something	 to	 blame	when	 life	 doesn’t	 feel	 right.	 Politicians	 and
religious	 leaders	 have	 fuel	 for	 promoting	 traditional	 gender	 roles	 and	 the
limitations	that	come	with	them.	Whatever	the	motivation	is	for	continuing,	and
even	exacerbating,	the	hormone	myth,	it	succeeds	in	keeping	a	woman	in	line
and	 in	 her	 place	 by	 preventing	 anyone	 from	 trusting	 her	 mental	 state—
especially	herself.

Remarkably,	 women	 hesitate	 to	 even	 consider	 evidence	 that	 hormones
don’t	 rule	 their	 lives.	 Yes,	 the	 myth	 is	 a	 cultural	 tidal	 wave	 in	 an	 ocean	 of
history	and	it’s	really	hard	not	to	internalize	a	message	so	forcefully	pushed	at
you.	The	result	is	that	women	have	difficulty	doubting	it,	much	less	resisting	it.



And	it’s	also	true	that	women	do	benefit	from	the	idea	that	moments	of	anger
or	irritability	are	out	of	their	control.	It	allows	them	to	maintain	the	feminine
ideal	 of	 constant	 availability	 and	 pleasantness	 by	 giving	 them	 an	 acceptable
pressure	 valve	 they	 can	 occasionally	 release	 steam	 through.	 Hormones	 can
explain	away	an	error	in	judgment,	a	mistake,	an	insulting	slip,	or	a	harsh	tone.
But	these	limited	benefits	come	with	many	costs.

As	 you	 will	 read	 about	 in	 the	 chapters	 that	 follow,	 the	 hormone	 myth
encourages	 stereotypes	 of	 women	 as	 irrational—which	 dismisses	 and
discounts	 us.	 It	 contributes	 to	 the	 dangerous	 idea	 that	 women’s	 normal
biological	 processes	 are	 sicknesses	 that	 require	 treatment—resulting	 in
excessive,	 expensive,	 and	 sometimes	 harmful	 “cures.”	 It	 perpetuates	 clichés
like	the	good	woman	who	always	puts	the	needs	of	others	first,	the	elderly	lady
who	 feels	 sad	 and	purposeless,	 the	menopausal	 boss	who	 takes	 it	 out	 on	her
assistant,	the	unpredictable	mother	whose	moods	are	impossible	to	navigate—
all	 of	 which	 box	 us	 into	 other	 people’s	 assumptions.	 There	 are	 many
consequences	 to	 women’s	 tendency	 to	 attribute	 their	 anger	 to	 raging
hormones,	 including	 not	 dealing	 with	 the	 real	 issues	 that	 are	 causing	 their
emotional	 upset	 and	 not	 looking	 to	 their	 emotions	 for	 vital	 self-knowledge.
Ultimately,	 the	 hormone	myth	makes	 it	 harder	 for	women	 to	 feel	 confident,
express	 themselves	 in	 relationships,	 and	conduct	 their	 lives	with	honesty	 and
accountability.

It’s	not	easy	to	resist	thousands	of	years	of	mythology,	but	it	can	be	done.
There	are	ways	to	recognize	and	even	abandon	this	false	vision	of	women,	and
I	will	share	them	in	the	pages	to	come.	If	we	can	overcome	all	the	bad	science,
hype,	and	blame	games—personally	and	culturally—the	benefits	are	huge.	As
fewer	people	buy	into	the	hormone	myth,	perceptions	of	women’s	abilities	and
mental	 health	 can	 become	much	 closer	 to	 reality.	 This	 allows	 women	 to	 be
judged	on	 their	own	merits	 rather	 than	folklore,	which	consequently	expands
educational	 and	 professional	 opportunities.	 Women	 who	 take	 ownership	 of
their	emotions	gain	the	power	to	understand	and	address	conditions	that	make
them	 unhappy.	 And	 mothers	 can	 ultimately	 stop	 the	 myth	 in	 its	 tracks	 by
modeling	 a	 positive	 attitude	 about	 reproductive	 functions	 and	 inspiring
children	to	develop	healthy	skepticism	about	the	ways	women	in	all	cycles	and
stages	of	life	are	portrayed	in	the	media.

This	 hormone	 myth	 keeps	 women	 down	 through	 a	 complex	 snarl	 of
storylines	that	we	need	to	take	apart	and	analyze.	My	hope	is	that	by	untangling
them	 and	 giving	 them	 a	 lucid	 stare	we	will	 be	 able	 to	 see	 the	 players	more
clearly—with	all	their	motivations	and	influences—and	get	closer	to	the	truth



about	women:	that	most	of	us	are	very	high	functioning	the	great	majority	of
the	time.	We	need	to	first	step	out	of	the	myth	so	we	can	step	into	reality.



Chapter	1

Meet	the	Menstrual	Monster	and	the	PMSing
Bitch

“You’re	 a	 woman	 now.”	 That’s	 what	 girls	 hear	 when	 they	 get	 their	 first
period.	With	 this	event	marking	such	a	momentous	 leap	 toward	womanhood,
we	have	to	wonder:	what	does	menstruation	mean	about	being	a	woman?

Girls	learn	about	it	from	many	sources	in	addition	to	their	mother,	sisters,
or	a	grandmother.	Booklets	provided	by	tampon	and	pad	companies	are	often
used	 in	 elementary	 school	 health	 classes	 that	 focus	 on	 negative	 aspects	 of
menstruation,	warning	girls	about	cramps,	moodiness,	and	leaks.	Websites	run
by	these	companies1	and	also	organizations	that	focus	on	girls’	health2	 share,
as	a	matter	of	 fact,	 that	hormones	can	wreak	havoc	with	your	moods.	Books
marketed	to	girls	about	puberty	like	American	Girls’	The	Care	and	Keeping	of
You	2:	The	Body	Book	for	Older	Girls	also	warn	them	about	how	the	menstrual
cycle	is	an	“emotional	rollercoaster.”3	And	of	course,	there	are	a	multitude	of
jokes	about	menstruation	told	at	home	and	at	school	that	portray	menstruating
women	as	violent,	irrational,	and	out	of	control.4

When	girls	hear	“You’re	a	woman	now,”	they	also	hear	 that	 this	essential
part	of	being	a	woman	sucks.

When	 the	 media	 uses	 phrases	 like	 “the	 cycle	 of	 misery,”	 “a	 hormonal
rollercoaster,”	or	“the	monthly	monster”	to	describe	menstruation,	young	girls
can’t	miss	 the	 idea	 that	menstruation	 is	 a	hormonally	 fueled	disaster	bearing
down	 on	 them.5	 It’s	 so	 gross	 and	 shameful	 that	 code	 words	 are	 needed	 to
simply	speak	about	it,	like	“my	friend	is	here,”	“it’s	that	time	of	the	month,”	or
“I’m	on	the	rag.”	When	I	was	a	teenager,	ads	for	tampons	featured	women	in
flowing,	white	dresses	on	the	beach	who	vaguely	mentioned	“nature”	or	“that
time.”	Despite	the	euphemisms,	I	remember	wanting	to	crawl	behind	the	living-
room	couch	when	my	father	was	there	and	these	commercials	came	on.	Fathers
and	daughters	definitely	didn’t	talk	about	periods	or	tampons,	and	for	the	most
part	that	remains	true	today.6

Both	men	and	women	have	seriously	negative	impressions	of	menstruating
women.	 College	 students	 describe	 them	 as	 “sad,”	 “moody,”	 “tired,”	 “weak,”
“desperate,”	 “whining,”	 “unpredictable,”	 “incapable,”	 and	 “less	 likeable.”7



Many	 people	 also	 see	 menstruating	 women	 as	 less	 competent.8	 So,	 as	 girls
approach	the	beginning	of	menstruation,	they	join	the	multitude	of	people	who
think	 menstruation	 is	 awful	 and	 that	 menstruating	 women	 are	 awful.	 This
attitude	 initiates	 them	 into	 the	 hormone	 myth	 and	 many	 girls	 experience
menarche,	the	beginning	of	menstruation,	as	“unwanted,”	“polluting,”	and	as	a
“form	of	invasion.”9

Psychologists	 have	 identified	 the	many	ways	menstruation	 is	 stigmatized
and	 the	 harm	 that	 stigmatization	 brings.10	When	 a	 girl	 begins	 to	menstruate,
she	 is	 stigmatized	 by	 her	 reproductive	 potential.	 Parents	 may	 restrict	 her
freedom,	 telegraphing	 messages	 that	 her	 maturing	 body	 is	 something
dangerous	that	can	get	her	in	trouble.	Also,	menstrual	blood	is	commonly	seen
as	viscerally	disgusting.	In	2015,	a	woman	posted	a	picture	on	Instagram	that
showed	 a	 menstrual	 leak	 on	 her	 sweatpants.	 Instagram	 quickly	 removed	 it,
stating	that	it	was	not	within	the	website’s	guidelines,	which	prohibit	photos	that
are	 not	 “appropriate	 for	 a	 diverse	 audience.”	Women	 go	 to	 great	 lengths	 to
prevent	 leaks	 because	 of	 the	 social	 humiliation	 they	 can	 bring.	 Menstrual
products	 are	 designed	 and	 advertised	 to	 maintain	 secrecy,	 implying	 that
menstruation	 is	 so	 awful	 tampons	 and	 pads	 need	 to	 be	 tiny	 so	 they	 can	 be
carried	discreetly.

Could	the	“Welcome	to	womanhood”	sign	be	painted	any	uglier?

A	Popular	Accusation
Accusing	 someone	 of	 “being	 on	 the	 rag”	 conveys	 how	 contemptible
menstruation	is	to	us.	If	a	woman	complains	about	something	to	her	boyfriend
and	he	responds,	not	by	addressing	the	issue,	but	by	asking	“Is	 it	 that	 time	of
the	month?”,	he’s	saying	that	she’s	being	irrationally	irritable.	He’s	making	it
clear	 that	 she	would	have	 to	be	out	 of	 her	mind	 to	be	upset	 by	 such	 a	 thing.
Because	the	operating	assumption	is	that	women	on	their	periods	are,	basically,
out	of	their	minds.

Even	 women	 hurl	 the	 menstrual	 accusation	 at	 other	 women	 or	 at
themselves.	 Despite	 the	 fact	 that	 the	 great	 majority	 of	 women	 are	 high
functioning	 throughout	 their	menstrual	cycle,	and	even	 though	 the	accusation
might	 draw	 on	 evidence	 contradictory	 to	 their	 own	 experience,	 still	 women
say,	 “Don’t	 worry	 about	 it,	 you’re	 just	 PMSing”	 or	 “I	 don’t	 make	 major
decisions	when	I’m	on	my	period.”	So	why	buy	into	this	part	of	the	hormone
myth?	It	may	reflect	 the	depth	of	women’s	internalization,11	as	 the	ubiquitous



idea	that	menstruation	makes	women	crazy	becomes	tough	to	resist	in	all	our
relationships.	One	twin	I	know	used	to	say	about	the	other,	“Most	women	are
grumpy	one	week	a	month—my	sister	is	only	nice	one	week	a	month,	because
she	has	PMS,	DMS,	and	AMS:	pre,	during,	and	after	menstrual	syndrome.”	In
general,	people	 tend	 to	 think	 they	are	better	 than	others,	 so	 it’s	 also	possible
that	 women	 with	 few	 menstrual-related	 symptoms	 convince	 themselves	 that
they	don’t	have	these	kinds	of	troubles	because	they	are	better	able	to	control
themselves	than	most	women.12

Some	say	the	most	devastating	use	of	the	menstrual	accusation	is	from	man
to	man.	When	one	man	asks	another	“Is	it	that	time	of	the	month?,”	the	result	is
total	emasculation.	The	menstrual	accusation	accomplishes	this	by	first	making
fun	 of	 a	 man	 for	 expressing	 emotions	 that	 are	 considered	 to	 be	 typically
feminine	 and	 therefore	weak.	 It	 then	 denigrates	 a	man	 because	 it	 evokes	 the
male	taboo	against	doing	anything	“like	a	girl.”	It	condemns	him	for	being	like
a	woman	in	the	worst	possible	way.13

In	 all	 its	 uses,	 the	 menstruation	 accusation	 effectively	 invalidates
someone’s	 emotions	 or	 opinions	 by	making	menstruation	 synonymous	 with
moodiness	and	unreasonability.

Does	Menstruation	Truly	Keep	Us	from	Functioning	Well?
The	idea	that	the	menstrual	cycle	causes	women	to	have	problems	functioning
is	one	that	has	captivated	psychologists	for	a	long	time.	As	early	as	1914,	one
of	 the	 few	 female	 psychologists	 at	 the	 time,	 Leta	 Hollingworth,	 studied	 the
relationship	 between	 the	 phases	 of	 the	 menstrual	 cycle	 and	 women’s
intellectual	and	sensory-motor	skills.	She	found	no	relationship.

In	 the	 1970s	 and	 80s,	 numerous	 studies	were	 conducted	 on	 the	 potential
impact	 of	 the	menstrual	 cycle	 on	 a	wide	 variety	 of	 skills	 including	 spelling,
writing,	 memory,	 academic	 performance,	 arithmetic,	 spatial	 tasks,	 factory
performance,	judgment,	and	social	skills	such	as	detecting	others’	moods	from
facial	 expressions.	 The	 research	 overwhelmingly	 showed	 that	 the	 phases	 of
menstruation	 had	 no	 impact	 on	 any	 of	 these	 skills,	 and	 a	 few	 studies	 in	 the
1990s	and	2000s	even	showed	improved	performance	during	menstruation.14

Recent	 studies	 of	 these	 variables,	 using	more	 sophisticated	methodology,
continue	 to	 find	 no	 support	 for	 any	 causal	 relationship	 between	 menstrual
phase	and	cognitive	functions.15	But	 these	studies	seldom	get	press	coverage.
The	 rare	 studies	 that	 have	 found	 an	 impact	 get	 enormous	 attention	 in



newspapers,	 television,	and	online,	 trumpeting	the	“convincing”	evidence	that
women’s	bodies	really	do	make	them	crazy.16

We’ve	All	Learned	These	Attitudes	and	They	Hurt	Us	Monthly
In	 Elizabeth	 Wurtzel’s	 memoir	 Prozac	 Nation,	 she	 recounts	 her	 mother ’s
response	 to	her	first	period:	“Oh	hell,	your	period.	This	 is	where	 the	 trouble
starts.”	When	a	mother	 reacts	 to	her	daughter ’s	menstruation	with	negativity,
the	 ramifications	 are	 powerful	 and	 long-lasting.	 In	 response	 to	 menarche,
some	 parents	 restrict	 their	 daughters’	 freedoms	 and	 make	 it	 clear	 that	 their
physical	development	is	dangerous.17	Their	growing	up	is	not	good	in	the	way
it	used	to	be,	when	a	new	notch	on	the	doorway	growth-chart	was	an	important
and	positive	thing.	When	one	of	my	daughters	was	becoming	quite	curvy,	we
heard	that	my	husband	“better	get	a	shotgun”	more	than	once,	a	comment	that
reduced	 her	 down	 to	 a	 desirable	 thing	 that	 we	 owned	 and	 better	 protect.
Nobody	 suggests	 getting	 a	 shotgun	 to	 protect	 a	 fourteen-year-old	boy	going
through	a	growth	 spurt.	 Instead,	 the	physical	development	of	boys	 is	greeted
with	 positivity	 and	 admiration	with	 comments	 like	 “The	 girls	 are	 gonna	 go
crazy	for	him!”

Expectations	are	powerful	predictors	of	experience;	women	taught	negative
attitudes	about	menstruation	when	young	are	more	likely	to	report	disturbing
physical	 symptoms	 related	 to	 the	 menstrual	 cycle.18	 Just	 as	 the	 well-known
placebo	effect	is	powerful,	so	is	the	lesser-known	“nocebo	effect.”	This	occurs
when	the	expectation	of	symptoms	increases	the	likelihood	of	experiencing	the
symptoms.19	 One	 study	 on	 the	 effectiveness	 of	 aspirin	 illustrates	 how	 an
emphasis	 on	 negative	 possible	 outcomes	 can	 influence	 the	 experience	 of
symptoms.	 People	 were	 recruited	 for	 the	 study	 from	 several	 different
locations.	 However,	 the	 consent	 form	 that	 participants	 read	 and	 signed	 was
slightly	different	depending	on	location:	some	locations	included	information
about	 possible	 gastrointestinal	 side	 effects	 of	 aspirin	 and	 some	 locations
didn’t.	The	people	who	did	receive	that	information	were	six	times	more	likely
to	withdraw	from	the	study	because	of	gastrointestinal	side	effects	compared	to
the	people	who	did	not	receive	that	warning.20

And	this	was	after	just	one	instance	of	receiving	a	single	negative	message.
Girls	get	negative	messages	about	menstruation	continuously	and	from	many
different	sources.	What	if	a	mother	responds	to	her	daughter ’s	arguing	back	by
saying	“What’s	wrong	with	you?	Is	it	your	period?”	Or	if	a	girl	who	drops	a



tampon	at	school	gets	taunted	as	a	“bleeder”?	Or	if	a	commercial	assures	her
that	 a	 pad	 is	 so	 thin,	 no	 one	 will	 ever	 know	 she	 has	 her	 period?	 This
unrelenting	 stream	of	negativity	has	a	cumulative	effect	on	how	a	girl	views
her	body	and	how	she	experiences	it.

When	we	raise	girls	to	expect	substantial	physical	and	emotional	symptoms
prior	 to	menstruation,	we	 increase	 the	 likelihood	 they	will	 experience	 them.
People	 tend	 to	 ignore	 symptoms	 they	don’t	 expect	 and	pay	 attention	 to	 those
they	do.21	 Research	 tells	 us	 that	 the	more	women	 believe	 that	 everyone	 gets
PMS,	 the	more	 likely	 they	 are	 to	 erroneously	 report	 that	 they	 have	 it.	When
asked	 if	 they	 had	 PMS,	 many	 women	 said	 “yes,”	 but	 after	 providing	 two
months	of	daily	logs	of	mood	and	other	symptoms,	no	relationship	was	found
between	their	psychological	symptoms	and	the	time	of	the	month.22

Pop	Attitudes	Hurt	Us	Permanently
Learning	these	stigmatizing	messages	about	menstruation	can	impact	women’s
future	 health,	 sexuality,	 and	 self-esteem.23	 Based	 on	 a	 review	 of	 relevant
research,	psychologists	 suggest	 that	negative	attitudes	about	menstruation	are
related	to	the	objectification	that	women	routinely	experience.	Western	culture
portrays	 the	 female	body	as	 something	 to	be	gazed	upon	 for	 the	pleasure	of
others.	Women	internalize	this	objectification	and	respond	to	it	by	monitoring
their	bodies	so	they	are	always	attractive	and	acceptable.	We	check	our	makeup
before	leaving	the	house,	do	what	we	can	to	have	a	good	hair	day,	and	devote	a
lot	 of	 effort	 to	 choosing	 flattering	 clothes.	 There	 is	 strong	 evidence	 that
women	 who	 self-objectify	 have	 especially	 shameful	 attitudes	 about
menstruation	and	 reproductive	processes	 in	general.	They	are	more	 likely	 to
use	 birth	 control	 that	 will	 suppress	 menstruation	 for	 months	 at	 a	 time—a
practice	for	which	the	health	consequences	are	not	yet	fully	understood.24

Attitudes	 about	 menstruation	 also	 appear	 to	 impact	 women’s	 overall
feelings	of	 health	 and	 self-image.	Many	women	 spend	 a	 lot	 of	 time	 thinking
about	what	they	perceive	to	be	their	body’s	flaws	and	trying	to	figure	out	ways
to	change	 them	or	mask	 them.	Who	hasn’t	 tried	diet	pills,	 liquid	diets,	or	 the
latest	exercise	fad?	One	study	of	women’s	attitudes	about	menstruation	found
that	women	who	report	having	positive	attitudes	about	it	are	also	more	likely
to	 report	 feeling	 physically	 fit,	 illness-free,	 and	 satisfied	 with	 their	 bodies
compared	 to	 women	with	 negative	menstrual	 attitudes.25	 Focusing	 on	 health
and	fitness	is	one	thing,	but	all	the	time	and	energy	we	spend	trying	to	get	our



bodies	to	fit	an	unrealistic	ideal	could	be	better	invested	in	work,	relationships,
and	enjoying	life.

These	 attitudes	 also	 have	 an	 impact	 on	 a	 woman’s	 sexual	 activity	 and
satisfaction.	 Sexuality	 is	 an	 important	 element	 of	 the	 human	 experience—it
creates	 a	 wonderful	 high,	 deep	 intimate	 emotional	 connection,	 and	 intense
physical	pleasure.	Women	with	positive	 attitudes	 about	 their	 periods	 report	 a
higher	level	of	comfort	with	their	sexuality.26	On	the	other	hand,	women	who
feel	 shameful	 about	 menstruation	 participate	 in	 more	 sexual	 risk-taking
behavior,	like	having	sex	without	condoms,	than	women	who	are	comfortable
with	menstruation,	which	threatens	their	physical	health	and	well-being.27

Conceptualizing	menstruation	as	a	nasty,	crazy-making	thing	also	threatens
women’s	 professional	 advancement.	 Even	 though	 women	 have	 made	 great
career	advances	in	the	past	fifty	years,	 they	still	make	up	a	miniscule	number
of	 those	with	 the	most	power	 in	American	 industry	and	government.	Women
account	for	a	paltry	4	percent	of	the	CEOs	of	Fortune	500	companies28	which
makes	 their	 anemic—but	 all-time	 high—hold	 on	 20	 percent	 of	 the	 seats	 in
Congress	seem	impressive.	The	myth	of	the	menstrual	monster	is	to	blame	for
some	of	this.	When	people	think	that	menstruation	affects	women’s	abilities	to
be	 rational,	 competent	 beings,	 it	 is	 easier	 to	 justify	 limiting	 their	 access	 to
powerful	 positions.	During	Senate	 hearings	 on	 the	 confirmation	 of	 Supreme
Court	 Justice	Sonia	Sotomayor,	 conservative	 commentator	G.	Gordon	Liddy
focused	 not	 on	 her	 education	 or	 judicial	 experience,	 but	 on	 the	 debilitating
effect	he	 thought	menstruation	would	have	on	her	 judgment:	“Let’s	hope	 that
the	 key	 conferences	 aren’t	 when	 she’s	 menstruating	 or	 something,	 or	 just
before	she’s	going	to	menstruate.	That	would	really	be	bad.	Lord	knows	what
we	would	get	then.”29

In	our	hormone-myth	culture,	if	you	want	to	prevent	a	woman	from	taking
a	 powerful	 position,	 you	 don’t	 need	 to	 criticize	 her	 experience,	 skills,	 or
politics.	All	you	have	to	do	is	pull	the	“crazy	period”	card	and	you’ve	invoked
suspicion	about	her	ability	to	be	a	rational	human	being.	In	the	first	Republican
presidential	 primary	 debate	 for	 the	 2016	 election,	 Fox	 News	 anchor	Megyn
Kelly	aggressively	questioned	Donald	Trump.	To	discredit	her,	he	later	tweeted
that	she	was	a	“bimbo,”	“not	very	professional,”	and	that	“[y]ou	could	see	there
was	blood	coming	out	of	her	eyes,	blood	coming	out	of	her	wherever.”	It	was
the	 menstruation	 accusation	 heard	 round	 the	 world	 and,	 while	 the	 response
from	 social	 and	mainstream	media	 was	 critical,30	 it’s	 worth	 noting	 that	 this
episode	did	not	cause	any	decrease	 in	Trump’s	poll	numbers	at	 the	 time,	nor



keep	him	from	being	elected	president.
One	 policy	 that	 illustrates	 the	 conflicted	 status	 of	 menstruation	 in	 the

workplace	is	menstrual	leave.	In	recent	years,	employers	in	England	and	Asian
countries	like	South	Korea,	China,	and	Indonesia,	 instituted	a	policy	in	which
female	workers	had	specifically	allotted,	paid	days	off	for	when	their	periods
became	too	much	to	bear.	On	one	hand,	some	feminists	saw	this	as	a	positive
thing:	menstruation	 is	 being	 acknowledged	 and	 the	women	who	 have	 a	 hard
time	can	care	for	themselves	without	losing	pay.	But	many	feminists	objected
because	it	buys	into	the	idea	that	all	women	are	crippled	by	their	periods	and
are	 therefore	 rendered	 unqualified	 and	 incompetent	 every	 month—when	 the
truth	is	that	most	women	are	not.31

All	Women	Get	PMS,	Right?
Everyone	 thinks	 that	 all	 women	 get	 PMS	 because	 that’s	 what	 we	 hear	 from
virtually	 every	 source	 of	 information	 in	America.	 The	 “fact”	 of	widespread
PMS	 is	 declared	 in	medical	websites	 and	 books,	magazines	 and	 newspapers,
television	shows	and	movies,	and	social	media	and	in-person	conversation.	All
of	these	sources	convey	that	if	you	don’t	assume	all	women	get	PMS,	you’re
the	 crazy	one.	But	 as	 you’ll	 see	 in	 chapter	 2,	 there	 is	 no	 scientific	 reason	 to
believe	all	women	turn	into	deranged	she-devils	due	to	menstrual	cycling.

When	you	take	a	look	at	all	this	talk,	several	consistent	themes	emerge:	that
PMS	is	a	known	fact;	that	it	turns	women	into	crazed	bitches	who	will	hurt	you;
and	that	PMS	is	a	card	that	can	be	pulled	to	get	out	of	jail,	free.	I’ll	discuss	each
theme	 in	 depth	 so	 you	 can	more	 clearly	 perceive	 the	 hold	 that	 the	 hormone
myth	has	on	us.

PMS	Is	a	Known	Fact

In	American	media,	 there	 is	no	debate	about	whether	women	suffer	 from
PMS	or	not.	Widely	 respected	newspapers	have	 run	stories	describing	 it	 as	a
known,	 common	 affliction.	 In	 various	 articles	 in	 recent	 years,	 the	New	 York
Times	has	stated	that	anywhere	between	50	to	80	percent	of	women	suffer	from
PMS	to	the	degree	that	it	impairs	their	daily	lives	and	relationships.32	The	Wall
Street	Journal	has	noted	 that	“many	women	suffer	 from	PMS.”33	A	few	news
websites	 like	 the	Huffington	 Post	 and	 Jezebel	 have	 run	 stories	 exploring	 the
possibility	 that	 PMS	does	 not	 affect	 great	 swaths	 of	women,	 but	 articles	 like



this	are	drips	in	the	firehose	of	information,	coming	few	and	far	between.
The	most	popular	television	medical	personality,	Dr.	Mehmet	Oz,	also	is	a

firm	believer	in	widespread	PMS.	His	shows	and	website	have	promoted	PMS
treatments	 and	 “attack	 plans.”34 	 To	 bolster	 the	 case	 that	 PMS	 afflicts	 most
women,	Dr.	Oz’s	website	 claims	 that	 85	 percent	 of	women	have	 at	 least	 one
symptom	of	PMS.	Does	anyone	imagine	that	having	only	one	symptom	of	lung
cancer—say,	 a	 cough—is	 in	 any	 way	 indicative	 of	 having	 lung	 cancer?	 Of
course	 not.	 We	 don’t	 need	 a	 medical	 degree	 to	 understand	 that	 just	 one
symptom	of	a	disease	has	absolutely	no	diagnostic	meaning.

Reputable	websites	 for	medical	 information	 like	WebMD	present	PMS	as
an	extremely	commonly	experienced,	verified	psychological	disorder	caused
by	 hormones35—even	 here,	 the	 cultural	 zeitgeist	 trumps	 known	 science.	 A
quick	 Google	 search	 will	 bring	 up	 a	 cornucopia	 of	 PMS	 treatments,
workshops,	and	clinics.	One	doctor ’s	website	claims	that	30	 to	40	percent	of
women	suffer	from	PMS	symptoms	that	impair	their	daily	functioning.36	If	this
were	 true,	 it	would	mean	 that	a	 third	of	all	women	consistently	 function	 in	a
highly	compromised	way.	That’s	unlikely.

Books	about	PMS	abound.	A	visit	 to	 the	 local	bookstore	and	a	 search	on
Amazon.com	result	in	a	multitude	of	books	on	treating	it.	One	with	a	title	that
promises	 30	 Days	 to	 No	 More	 PMS	 warns	 readers	 that	 between	 40	 and	 60
percent	of	all	women	currently	suffer	from	PMS	or	are	destined	to.	That	book,
as	well	as	The	Bible	Cure	for	PMS	and	Mood	Swings	describe	PMS	symptoms
as	lasting	as	long	as	fourteen	days	of	every	month.	That’s	half	of	life!	How	can
we	possibly	think	that	such	a	large	percentage	of	women	are	so	incapacitated?
And	 according	 to	 the	 The	 Bible	 Cure,	 PMS	 symptoms	 include	 irritability,
decreased	 sex	 drive,	 headache,	 breast	 pain,	 abdominal	 bloating,	 stress	 and
tension,	fatigue,	mood	swings,	depression,	backache,	and	swelling	in	the	feet,
ankles,	and	fingers.	All	at	once?	If	anyone	has	all	those	symptoms	at	the	same
time,	 they	 need	 to	 get	 to	 the	 hospital	 because	 there	 is	 something	 seriously
wrong.

You	don’t	even	have	to	be	a	woman	to	have	a	PMS	book	written	for	you—
there	are	books	for	men	like	PMS:	A	Guy’s	Roadmap	(In	Case	You	Won’t	Ask
for	Directions.):	The	Secrets	to	Living	with	a	Lady’s	Cycle	with	a	title	that	says
it	all,	and	The	Prince	and	 the	PMS	which	claims	 to	give	“men	 the	 tools	 they
need	 to	 walk	 an	 estrogen-slick	 tightrope	 once	 a	 month	 without	 losing	 their
minds,	tempers,	or	sense	of	humor.”

Popular	women’s	magazines	 regularly	 run	 stories	 about	 PMS,	with	 titles



that	 show	 the	 editors	 of	 these	 magazines	 assume	 that	 everyone	 knows	 what
PMS	 is,	 and	 that	 most	 women	 suffer	 from	 it.	 Here	 are	 some	 examples	 of
articles	run	in	2016.37

Shape:	“The	Best	Way	to	Reduce	Your	PMS	Symptoms,	According	to
Science”

Glamour:	“What	to	Eat	to	Make	Your	Period	Suck	Less”

Self:	“8	Habits	That	Are	Making	Your	Period	Even	Worse”

Good	Housekeeping:	“7	Natural	Period	Remedies	That	Actually	Work”

Cosmopolitan:	 “19	 SUPER-Real	 Period	 Things	 All	 Dudes	 Need	 to
Understand”

These	 headlines	 reveal	 the	 bias	 toward	 experiencing	 it	 as	 something	 to
work	to	ward	off,	as	if	your	life	depended	on	it.	It	is	universally	understood	as
awful,	and	that	women	have	a	responsibility	to	“beat	it.”

Popular	 television	 shows	 often	 show	 female	 characters	 PMSing.	 In	 an
episode	 of	 The	 Big	 Bang	 Theory,	 Penny	 has	 eaten	 all	 of	 her	 Halloween
chocolate	and	comes	home	with	another	big	bag	of	candy	and	says	to	Sheldon
and	Leonard,	 “It’s	 a	 rough	month	when	Halloween	 and	 PMS	 hit	 at	 the	 same
time,”	and	they	smile	in	understanding.38	On	The	New	Girl,	Zooey	Deschanel’s
character	announces	her	PMS	to	her	male	roommates	as	a	regularly	occurring
phenomenon	 and	 suggests	 it	 might	 make	 her	 “kick	 the	 testicles	 clean	 off”
them.39	Which	leads	to	the	next	recurring	myth	about	PMS	I	want	to	discuss.

PMS	Turns	Women	into	Crazed	Bitches	Who	Will	Hurt	You

Just	as	everyone	knows	 that	most	women	get	PMS,	 they	also	know	that	 it
causes	 a	 nasty	 insanity	 that	makes	 life	 hellish	 for	 all.	 Both	male	 and	 female
comedians	 have	 deeply	 plumbed	 the	 trope	 of	 the	 PMSing	 woman	 as	 a
dangerous	 psychopath.	 I	 could	 easily	 fill	 twenty	 pages	 with	 these	 kinds	 of
jokes;	here	are	just	a	few.40

“I	have	PMS	and	GPS,	which	means	I’m	a	bitch	and	I	will	find	you.”

“I	have	PMS.	Be	afraid.	Be	very	afraid.”



“You	earned	a	gold	star!	You	had	PMS	and	didn’t	kill	anyone.”

The	 most	 memorable	 joke	 I’ve	 ever	 heard	 came	 from	 my	 daughter ’s
biology	teacher.	He	described	PMS	as	“Poor	Man	Syndrome,”	and	the	sounds
of	me	screaming	when	I	heard	that	are	still	reverberating	around	the	universe.	I
could	go	on	and	on	and	I’m	sure	you	could	recite	a	few	of	your	own.

The	legendary	premenstrual	monster	is	well-documented	on	Twitter.	In	an
analysis	 of	 one	 week	 of	 English-language	 tweets,	 researchers	 found	 that
premenstrual	women	were	characterizing	themselves	as:

Having	insatiable	cravings:	“Ate	fries	and	chocolate	for	breakfast…this
PMS	is	strong	today.”

Being	unable	to	control	reactions	to	various	irritants:	“I’m	at	the	point
in	my	PMS	where	even	old	people	in	love	are	bumming	me	out.”

Reacting	 to	 notably	 insensitive	male	 behavior:	 “I	 told	my	boyfriend	 I
was	PMSing	and	he	nodded	so	I	stabbed	him.”41

Also,	 the	 general	 theme	 of	 malfunction	 was	 applied	 to	 many	 different
subjects,	with	 tweets	 like	“Hmmm,	God’s	not	 listening??	Maybe	it’s	Her	 time
of	 the	month,”	 and	once	when	Twitter	was	not	working	 efficiently,	 a	 tweeter
accused	it	of	“PMSing.”

Men’s	disdain	for	women	with	PMS	is	reflected	in	recent	tweets	like	“Why
do	they	call	it	PMS?	Because	mad	cow	disease	was	taken,”	and	in	the	hashtags
#Liesbitchestell	and	#Womendoshitlike.	Just	 like	 the	menstruation	accusation,
the	suggestion	of	a	man	PMSing	is	meant	 to	be	 the	most	degrading.	A	recent
tweet	 about	 pop-star	 Justin	 Bieber	 said,	 “@justinbieber	 is	 having	 a	 pms
moment…anyone	have	a	 tampon?”	It	was	meant	 to	put	him	down	in	 the	most
emasculating	way	possible.

It	 is	 so	 tempting	 to	 see	 all	 these	 references	 to	 the	 crazed,	 hormonally
cycling	 woman	 as	 harmless	 jokes.	 But	 a	 vast	 number	 of	 studies	 show	 that
exposure	 to	 anything	 that	 presents	 women	 in	 these	 ways	 develops	 and
maintains	 gender	 stereotypes—especially	 in	 men.	 As	 I’ll	 discuss	 more	 in
chapter	 11,	 gender	 stereotypes	 are	widely	 held	 and	 difficult	 to	 alter	 because
they	 are	 so	 powerful	 they	 shape	many	 aspects	 of	 men’s	 and	 women’s	 lives.
This	 is	 not	 only	 because	 they	 are	 descriptively	 stating	what	 people	 are	 like,
they	are	prescriptively	stating	what	people	“should”	be	like	and	“should	not”	be



like.42

And	when	anyone	attributes	a	woman’s	mood	or	her	anger	to	PMS	rather
than	the	actual	situation	she’s	responding	to,	the	opportunity	for	honest	dialog
is	 lost	whether	 in	 the	home,	at	work,	 in	world	affairs,	or	broadcasted	 in	any
media	 form.	Men	 don’t	 have	 to	 do	 the	 complicated	work	 of	 communication
and	 negotiation,	 and	 a	 woman’s	 feelings	 and	 thoughts	 are	 conveniently
invalidated	and	 ignored.	This	creates	a	communication	chasm	that	hinders	so
very	much:	the	development	of	emotional	intimacy	across	the	kitchen	table;	the
influence	of	 half	 the	population	 across	 the	public	 stage;	 the	decision-making
power	 in	 the	boardroom;	and	any	chance	of	having	authentic	 relationships	at
all.	When	a	man	is	angry,	we	assume	there	must	be	a	good	reason	that	needs
addressing.	 This	 facilitates	 a	 man	 being	 able	 to	 wield	 personal	 and
professional	 power.	When	 a	woman’s	 anger	 is	written	 off	 as	 biological	 and
irrational,	her	chance	at	wielding	similar	power	is	severely	diminished.

PMS	Offers	a	Card	to	Get	Out	of	Jail,	Free

Not	only	does	PMS	make	all	women	crazy,	it	apparently	makes	us	so	crazy
we	 can’t	 be	 held	 responsible	 for	 our	 behavior.	 In	 mid-1800s	 England,	 two
women	were	acquitted	from	murder	charges	because	of	irregularities	in	their
menstrual	cycles.	Almost	a	century	later,	two	more	British	women	accused	of
homicide	were	acquitted	with	a	PMS	defense.	When	a	woman	in	New	York	City
was	accused	of	child	abuse	in	1982,	she	initially	tried	to	blame	PMS	but	after
emphatic	 opposition	 from	 the	 district	 attorney,	 she	 dropped	 it	 and	 agreed	 to
plea	to	a	lesser	crime.43	And	in	1991,	a	Virginia	woman	successfully	used	her
PMS	 to	 get	 charges	 dropped	 for	 driving	 erratically	 and	 kicking	 the	 police
officer	who	pulled	her	over.44

A	well-liked	 cartoon	 shared	on	Facebook	 reinforces	 the	 idea	 that	women
with	PMS	can’t	be	held	responsible.	It	says:	“Feed	a	cold	and	starve	a	fever	but
give	 PMS	 whatever	 it	 wants.	 Trust	 me…	 WHATEVER	 THE	 HELL	 IT
WANTS.”45	The	implication	is	that	if	you	don’t,	all	hell	will	break	loose,	and
you	are	more	to	blame	than	the	woman.

An	 extreme	 example	 comes	 from	 the	 2011	 California	 Milk	 Processor
Board’s	“Everything	I	Do	is	Wrong”	campaign,	which	advertised	milk	to	men
as	a	treatment	for	his	woman’s	PMS.	Pictures	of	harried	men	holding	cartons
of	milk	appeared	in	magazines	with	phrases	like	“I’m	sorry	I	listened	to	what
you	said	and	not	what	you	meant,”	“I’m	sorry	for	the	things	I	did	or	didn’t	do,”



“I	apologize	 for	 letting	you	misinterpret	what	 I	was	saying,”	and	 the	clearest
message	 of	 all,	 “We	 can	 both	 blame	 myself.”46	 It	 was	 a	 visual	 and	 verbal
illustration	 of	 the	 idea	 that	when	women	 act	 crazy	 before	 their	 periods,	 they
must	 be	 humored	 and	 excused	 and	 humiliatingly	 “managed”	 in	 nonsensical
ways	by	men	who	have	to	find	ways	to	cope.

The	more	these	messages	get	out	there,	the	more	people	accept	them.	The
more	 people	 accept	 them,	 the	 easier	 it	 becomes	 to	 justify	 placing	 limits	 on
women.	 Just	 as	 her	 hormonal	 rages	 get	 dismissed,	 so	 do	 her	 facts,	 her
opinions,	 her	 competency,	 her	 decisions,	 her	 strength.	 This	 has	 prevented
women	from	gaining	access	to	power	and	authority	at	the	highest	levels	in	all
spheres	of	life.47	 Indeed,	 it	has	prevented	some	women	from	even	imagining
that	 they	 belong	 in	 male-dominated	 domains	 like	 executive	 management,	 a
house	of	representatives,	military	operations,	or	coaching	a	sport.

There	 are	many	 consequences	 of	 perpetuating	 this	myth,	 and	 I’ll	 explore
them	further	 in	chapter	11.	For	now,	I’ve	 teased	apart	 the	common	storylines
enough	to	give	you	a	closer	look	at	what	it	is	like	to	begin	menstruation,	come
of	age,	and	be	a	woman.	But	these	storylines	are	elaborations	on	a	fact	that	is
ubiquitous	and	natural:	women’s	bodies	have	a	reproductive	system.	With	some
solid	 research	 about	menarche,	 perhaps	 the	 truth	of	 becoming	 a	woman	will
start	to	shine	through	the	muck	of	the	myth.

Real	Data	on	Puberty	and	Mental	Health
The	average	age	that	menstruating	begins,	known	as	“menarche,”	is	twelve	and
a	half	for	girls	in	the	US	and	western	Europe—although	there	is	a	wide	range
and	a	lot	of	influencing	factors.	Many	girls	start	their	periods	at	the	same	age
their	mothers	did,	but	other	factors	like	race	and	ethnicity	have	an	influence	as
well:	 girls	 of	 Hispanic	 and	 African	 descent	 begin	 to	 menstruate	 somewhat
earlier	than	girls	with	a	European	background.

Menarche	 occurs	 toward	 the	 end	 of	 the	 pubertal	 process—after	 the
development	of	breasts	and	pubic	hair,	and	a	growth	spurt—but	in	our	culture
it	 is	 erroneously	 understood	 as	 the	 major	 mark	 of	 its	 beginning.	 Generally
speaking,	“puberty”	 refers	 to	 the	physical	growth	and	hormonal	changes	 that
culminate	in	the	ability	to	reproduce.	“Adolescence”	refers	to	a	much	broader
time	period,	which	includes	the	development	of	reproductive	abilities	and	also
the	 social	 and	 psychological	 processes	 that	 happen	 during	 the	 journey	 from
childhood	to	adulthood.48



When	girls	are	prepared	for,	and	educated	about,	menstruation	as	a	normal,
healthy	 event—especially	 by	 their	 mothers—they	 reap	 many	 benefits.
Daughters	whose	mothers	 emotionally	 support	 them	 and	 celebrate	 their	 new
period	 as	 a	 rite	 of	 passage	 have	 more	 positive	 experiences	 when	 menarche
occurs,	compared	to	daughters	of	mothers	who	ignore	 it	or	express	negative
attitudes.49	As	adults,	these	young	women	view	their	periods	more	positively,
have	a	better	body	 image,	and	are	more	 likely	 to	engage	 in	health	behaviors
like	seeing	a	gynecologist	yearly.50

Most	 Americans	 think	 of	 puberty	 and	 adolescence	 as	 full	 of	 hormone-
powered	 emotional	 volatility.	 For	 years	 psychologists	 agreed,	 labeling	 these
years	 as	 a	 time	 of	 “storm	 and	 stress.”51	 But	 by	 the	 new	 millennium,	 many
studies	had	contradicted	this	conclusion.	As	a	whole,	psychologists	now	view
puberty	and	adolescence	for	both	girls	and	boys	as	a	positive	process	that	most
young	 people	 traverse	 without	 mental-health	 problems,	 and	 without	 the
abundance	 of	 conflict	 that	 previously	 characterized	 it.	 Although	 some
developmental	 steps—like	 desires	 to	 have	 increased	 control	 over	 physical
freedom	 and	 family	 decision-making—may	 bring	 turbulence,	 at	 least	 80
percent	 of	 adolescents	 don’t	 show	 symptoms	 of	 emotional	 distress	 or
behavioral	acting	out.	Yes,	the	majority	of	adolescents	admit	to	breaking	a	rule
at	 least	 once,	 but	 most	 don’t	 engage	 in	 seriously	 delinquent	 behavior.	 The
reality	 is	 that	 many	more	 preteens	 and	 teens	 interact	 comfortably	 with	 their
parents,	siblings,	teachers,	and	friends	than	don’t.52

Yet	 culturally	 we	 still	 assume	 it’s	 an	 awful	 time,	 full	 of	 conflict	 and
emotional	 issues—because	 of	 hormones.	 Since	 everyone	 who	 goes	 through
puberty	has	hormonal	fluctuations,	and	we	now	know	that	the	vast	majority	of
preteens	 and	 teens	 don’t	 suffer	 from	 emotional	 and	 behavioral	 problems,	 it
makes	 sense	 to	 conclude	 that	 changes	 in	 hormones—alone—can’t	 be
responsible	 for	 the	 emotional	 and	 behavioral	 problems	 encountered	 in
adolescence.

Scientific	 evidence	 supports	 this.	 An	 exhaustive	 review	 of	 the	 studies	 on
this	topic	concluded	that	changes	in	reproductive	hormones	alone	have	a	very
small	 effect	 on	 adolescent	 behavior.	 Instead,	 thorough	 evidence	 shows	 that
adolescent	 behavior	 is	 a	 complex	 interplay	 of	 timing,	 circumstances,
personality,	and	biology.53	Hormones	 are	 just	 one	 small	 piece	 of	 the	 puzzle,
and	they	have	no	effect	on	mental	health.

It	is	true	that	adolescents	experience	a	wider	range	of	emotions	than	adults.
Their	 ups	 are	 higher	 and	 their	 lows	 are	 lower,	 but	 not	 outside	 the	 normal



range.54 	This	may	come	as	a	 surprise:	 adolescents	even	 report	 feeling	“very
happy”	much	more	commonly	than	adults.55

Real	Reasons	Some	Girls	Struggle	with	Puberty
The	 number	 of	 girls	 who	 do	 have	 psychological	 difficulties	 after	menarche
makes	them	a	minority,	and	the	most	determinant	factor	is	the	timing	of	their
first	 period.	 There	 is	 evidence	 that	 girls	who	 start	 their	 periods	 earlier	 than
average	 are	 at	 a	 higher	 risk	 for	 several	 emotional	 and	behavioral	 problems.
Emotionally,	 these	 girls	 are	 more	 likely	 to	 have	 lower	 self-esteem,	 to	 be
embarrassed	by	their	sexually	developed	bodies,	have	bad	moods,	or	develop
major	depression	and	eating	disorders.	Behaviorally,	early	maturing	girls	are
more	 likely	 to	 have	 older,	 delinquent	 friends	 and	 engage	 in	 antisocial
behaviors	 like	 vandalism,	 shoplifting,	 and	 fighting.	 They	 are	 also	 more
inclined	 to	 drink,	 smoke,	 use	 illegal	 substances,	 and	 participate	 in	 sexual
activity.56

Even	 so,	 there	 are	 a	 few	 caveats	worth	 considering.	Early	maturing	only
predicts	antisocial	behavior	when	it	is	affected	by	previous	individual	history.
Girls	who	don’t	have	a	history	of	behavior	problems	before	menarche	are	no
more	likely	to	have	social	problems	than	girls	maturing	on	time.57	Also,	early-
maturing	girls	whose	family	life	is	stable	and	nurturing	have	no	more	risk	of
using	illegal	drugs	than	on-time	girls.	As	might	be	expected,	when	girls	live	in
a	home	with	conflict,	instability,	and	neglect,	maturing	early	does	increase	the
chance	of	 acting	out,	 as	menarche	 is	 a	 developmental	 transition	 that	 happens
without	 a	 firm	 foundation	 to	 build	 from.	Race	 influences	 things	 also:	 early-
maturing	 African-American	 girls	 are	 not	 at	 any	 higher	 risks	 for	 emotional
problems	or	early	sexual	activity,	but	their	risks	for	behavioral	problems	like
drinking	 or	 smoking	 are	 at	 the	 same	 increased	 rate	 as	 early-maturing
American	girls	of	European	or	Hispanic	descent.58

What	 this	 research	 tells	 us	 is	 that	 there	 are	 wide-ranging	 individual	 and
social	 factors	 that	determine	a	girl’s	emotions	and	behaviors	after	menarche.
Comparatively	speaking,	hormones	don’t	have	much	influence	at	all.

Most	young	girls	navigate	the	beginning	of	menstruation	with	few,	if	any,
disturbances.	But	they	learn	to	expect	troublesome	symptoms,	or	discount	their
own	lack	of	symptoms,	because	they	come	to	believe	this	myth:	the	beginning
of	 menstruation	 marks	 the	 beginning	 of	 a	 lifetime	 of	 biological	 and
psychological	 impairment.	 As	 a	 maturing	 female,	 they	 are	 now	 officially



cyclically	incompetent	and	unreliable.	Most	people	believe	the	menstrual	cycle
wreaks	havoc	on	women’s	emotional	stability	not	because	this	is	what	all—or
even	 most—women	 experience,	 but	 because	 we	 are	 inundated	 with	 the
portrayal	 of	 PMSing	 women	 as	 nasty,	 out-of-control	 bitches	 who	 cannot	 be
held	 responsible	 for	 their	 actions.	 This	 feeds	 harmful	 stereotypes	 that	 have
huge	 effects.	As	 you’ve	 seen	 in	 this	 chapter,	 all	 kinds	 of	 sources	 educate	 us
with	this	message	our	entire	lives.	It’s	no	wonder	we	believe	it.

And	so	the	hormone	myth	begins.



Chapter	2

Only	Flawed	Research	and	Profit	Back	PMS

The	 PMS	 myth	 persists	 even	 though	 there	 is	 a	 severe	 lack	 of	 scientific
evidence	 to	 support	 it.	 Despite	 the	 fact	 that	 the	 last	 century	 has	 produced	 a
voluminous	amount	of	 research	 that	 resoundingly	shows	 the	menstrual	phase
has	 no	 negative	 impact	 on	women’s	 cognitive	 functions,1	 the	 competence	 of
menstruating	women	continues	to	be	questioned.	From	the	endless	number	of
messages	confirming	 that	PMS	 is	a	common	affliction,	we	assume	 there	 is	a
mountain	of	research	to	support	this	medical	“truth.”	But	as	you’ll	see	in	this
chapter,	no	strong	consensus	exists	on	the	definition,	 the	cause,	 the	treatment,
or	even	the	existence,	of	PMS.

The	Legend	of	the	Premenstrual	She-Devil	Is	Born
The	 story	 of	 PMS	 as	we	 know	 it	 began	 in	 1931,	when,	 based	 on	 a	 few	 case
studies	of	 individual	women	he	 treated,	American	gynecologist	Robert	Frank
coined	 the	 phrase	 “premenstrual	 tension”	 to	 describe	 their	 experiences.	 He
said,	“Their	personal	suffering	is	intense	and	manifests	itself	in	many	reckless
and	 sometimes	 reprehensible	 actions.	 Not	 only	 do	 they	 realize	 their	 own
suffering,	but	they	feel	conscience-stricken	toward	their	husbands	and	families,
knowing	well	that	they	are	unbearable	in	their	attitude	and	reactions.”2

The	concept	was	picked	up	 in	 the	1950s	by	 an	English	doctor,	Katharina
Dalton,	who	built	her	career	around	establishing	“premenstrual	syndrome”	as
a	 disorder.3	 An	 article	 she	 wrote	 with	 a	 colleague	 describing	 this	 concept
appeared	in	the	prestigious	British	Medical	Journal	in	1953.4	She	wrote	many
books	and	articles	purporting	that	premenstrual	women	have	a	higher	risk	of
failing	 exams,	 having	 car	 accidents,	 underperforming	 in	 the	workplace,	 and
developing	 acute	 psychiatric	 illnesses.	 Since	 then,	 psychologists	 have
repeatedly	 discredited	 these	 claims	 because	 of	 the	 substantial	 flaws	 in	 her
studies’	methods	and	the	fact	that	subsequent,	methodologically	sound	research
has	 found	 that	 premenstrual	women	don’t	 perform	worse	 than	 average—and
sometimes	do	even	better.	For	example,	 in	one	study,	Dalton	reported	 that	27
percent	 of	 teenage	 girls	 had	 a	 decrease	 in	 test	 performance	 during	 the



premenstrual	phase,5	but	she	didn’t	test	this	result	to	make	sure	it	was	not	due
to	chance—a	basic	tenet	in	the	use	of	statistics.	Also,	in	the	publication	of	this
study,	 Dalton	 didn’t	 include	 that,	 although	 27	 percent	 of	 the	 girls	 had	 a
decrease	 in	 performance,	 56	 percent	 of	 the	 girls	 showed	 no	 change	 and	 17
percent	had	an	increase	in	performance	during	the	premenstrual	phase.6

The	 stereotype	of	women	 as	 bad	drivers—which	 is	 as	 old	 as	 car-driving
itself—has	been	disproved	by	studies	that	show	premenstrual	women	have	no
different,	 and	 sometimes	 fewer,	 car	 accidents	 than	 women	 on	 average	 and
considerably	 fewer	 car	 accidents	 than	 men	 at	 any	 time	 of	 the	 month.7	 The
higher	car-insurance	rates	men	pay	tell	us,	loud	and	clear,	that	men	have	more
accidents	than	women	due	to	their	riskier	driving	patterns.8

But	bad	science	and	contradictory	findings	didn’t	stop	Dalton’s	concept	of
premenstrual	 syndrome	 (PMS)	 from	 spreading	 and	 getting	 attention	 for
decades	 to	come.	Several	of	her	books	became	bestsellers,	 including	Once	 a
Month,	 which	 was	 published	 in	 the	 late	 1970s.	 She	 also	 pioneered	 the	 first
clinic	 in	 England	 that	 specifically	 treated	 PMS.9	When	 Dalton	 served	 as	 the
medical	 expert	 in	 a	 trial	 in	 1981,	 she	 argued	 successfully	 that	 a	 murder
defendant	wasn’t	responsible	for	her	actions	because	her	PMS	symptoms	were
severe.10	 This	 trial	 generated	 massive	 publicity	 that	 permeated	 the	 United
States	also.

Articles	 appearing	 throughout	 the	1980s	 in	mainstream	news	and	 fitness,
health,	and	women’s	magazines	focused	mainly	on	PMS	as	an	awful	problem
that	women	had	to	manage.11	Titles	included	“Coping	with	Eve’s	Curse,”	“The
Return	of	 the	Raging	Hormones,”	 “Once	a	Month	 I’m	a	Woman	Possessed,”
and	 “Taming	 the	 Shrew	 Inside	 of	You.”	While	we	 like	 to	 think	 that	medical
science	 uses	 objective	methods	 to	 answer	 questions	 about	 health	 and	 illness,
powerful	social	trends	like	this	contribute	to	the	validation	and	construction	of
an	illness.	During	this	decade,	an	idea	that	prevailed	for	most	of	the	twentieth
century—that	 mental	 disorders	 arose	 from	 deep-seated,	 unresolved	 conflicts
within	 childhood	 experiences	 and	 unconscious	 propulsions—gave	way	 to	 an
assumption	that	all	mental	illnesses	were	a	product	of	biological	causes.	Drugs
were	 being	 developed	 that	 could	 bring	 relief	 to	 those	 suffering	 from
schizophrenia,	depression,	and	anxiety,	and	the	definition	of	PMS	as	a	mental
disorder	that	had	a	specifically	biological	cause—hormones—was	a	part	of	the
shifting	winds	of	psychiatry	and	psychology	at	the	time.

PMS	fit	this	new	biomedical	model	of	mental	illness,	which	gave	it	traction
as	 a	 “real”	 disorder	 and	 contributed	 to	 its	 acceptance	 as	 a	 disease	 by	 the



medical	profession.	The	normal,	healthy	menstrual	cycle	became	an	illness	that
every	woman	suffered	from.

With	Symptoms	This	Vast,	Everyone	Could	Have	PMS
A	 mental	 disorder	 is	 a	 collection	 of	 symptoms	 that	 are	 consistently	 found
together	 and	 are	 so	 severe	 that	 it	 impacts	 a	 person’s	 ability	 to	 function.	 The
commonly	applied	definition	of	PMS	is:	“Negative	emotional,	behavioral,	and
physical	 symptoms	 present	 from	 the	 time	 of	 ovulation	 to	 menstruation.”
Across	 studies	 during	 fifty	 years	 of	 research,	 more	 than	 150	 different
symptoms	have	been	included	in	definitions	of	PMS.12	Here	are	just	a	few.

acne

anxiety

bloating

breast	tenderness

bursts	of	energy

change	in	sex	drive

changes	in	appetite

changes	in	sleep

constipation

crying	spells

decreased	interest	in	activities

depression

diarrhea

difficulty	concentrating



fatigue

feeling	overwhelmed

headaches

hostility

increased	hunger	or	thirst

irritability

joint	pain

low	morale

mood	swings

more	likely	to	engage	in	conflicts

muscle	pain

nausea

poor	motor	coordination

skin	changes

social	withdrawal

suicidal	thoughts

sweet	or	salty	cravings

tension

vertigo

vomiting

When	psychologists	come	up	with	a	disorder	that	is	defined	so	vaguely,	the



label	becomes	meaningless.	Because	with	a	list	of	symptoms	so	long	and	far-
reaching,	 I	 could	 have	 PMS,	 you	 could	 have	 PMS,	 my	 husband	 could	 have
PMS,	even	my	dog	could	be	diagnosed	with	PMS.

Now,	 I	 want	 to	 be	 clear	 that	 I’m	 not	 saying	 that	 some	 women	 don’t	 get
some	of	these	symptoms.	I	know	what	you’re	thinking:	“Wait	a	minute!	I	really
do	cry	at	dumb	commercials	right	before	my	period	and	my	friend	always	gets
headaches.”	I’m	not	negating	that;	the	experiences	are	real.	What	I’m	saying	is
that	 getting	 some	 of	 these	 many	 symptoms	 doesn’t	 amount	 to	 a	 mental
disorder.	 Instead,	 it’s	 a	 reflection	 of	 a	 normal	 biological	 process	 that	 is	 an
essential	part	of	being	a	woman:	reproduction.

It’s	 the	 medical	 diagnosis	 that	 makes	 a	 natural	 reproductive	 process	 a
disease	 that	 I	 want	 to	 draw	 attention	 to.	 In	 order	 to	 be	 diagnosed	 with	 PMS
from	 the	 1950s	 to	 1990,	 some	 researchers	 said	 you	 had	 to	 have	 five
symptoms,	some	said	three.	Some	said	symptoms	had	to	be	highly	disturbing
to	 you,	 but	 others	 said	mild	 symptoms	were	 equally	 important.	 Some	 said	 it
mattered	when	 in	 the	menstrual	 cycle	 you	 experienced	 them,	 but	 others	 said
they	 could	 happen	 anytime.	 Because	 there	 was	 no	 standardization	 for	 the
definition	 of	PMS,	when	psychologists	 tried	 to	 report	 prevalence	 rates,	 their
estimates	ranged	from	5	percent	of	women	to	97	percent	of	women.13	Which
means	 almost	no	one,	 and	 almost	 everyone,	gets	PMS.	 It	 doesn’t	 sound	very
scientific	to	me.

Five	Reasons	PMS	Research	Was	Wrong
Adhering	 to	 the	 guidelines	 of	 the	 scientific	 method	 is	 critical	 to	 producing
accurate	 study	 results.	 To	 say	 that	 “a	 study	 showed	 this	 to	 be	 true”	 is
meaningless	 if	 the	methods	of	 the	 study	were	weak.	But	no	one	 in	 the	media
considers	 that	when	reporting	a	sensational	finding.	And	I	believe	there	 is	no
body	of	research	with	weaker	methods	than	the	research	on	PMS.	From	1964
to	1990,	scientific	research	on	PMS	had	weaknesses	 in	 the	methods	used	 that
overwhelmingly	 led	 to	 inaccurate,	 misleading,	 and	 just-plain-wrong
information.	Here	are	the	five	biggest	problems	these	studies	displayed.14

Retrospective	Reporting

Women	were	asked	to	describe	their	PMS	symptoms	retrospectively,	which
means	 they	 were	 asked	 to	 describe	 feelings	 experienced	 in	 the	 past.	 Study



subjects	were	asked	questions	like	“In	the	two	weeks	before	your	 last	period,
were	you	anxious?”	Most	people	are	like	me:	it’s	really	hard	to	remember	what
I	 did	 two	weeks	 ago,	much	 less	 to	 remember	 how	 I	was	 feeling	 at	 the	 time.
Looking	to	the	past	and	relying	on	memory	is	widely,	scientifically	known	to
produce	 less	 accurate	 responses.	 It	 even	 inflates	 the	 reporting	 of	 symptoms.
Due	 to	 the	 cyclical	 nature	 of	 PMS,	 best	 methods	 in	 research	 call	 for
prospective	reporting,	which	involves	tracking	symptoms	on	a	daily	basis	for
at	least	two	menstrual	cycles	in	a	row.

No	Standardization	in	PMS	Criteria

Various	 researchers	 used	 different	 criteria	 in	 identifying	 who	 had	 PMS.
Some	 questionnaires	 focused	 on	 physical	 symptoms,	 some	 focused	 on
emotional	 symptoms.	There	was	 no	 consistency	 in	 the	 duration	or	 timing	of
symptoms	 necessary	 to	 qualify	 for	 a	 diagnosis.	 In	 order	 to	 conduct	 reliable
research	 about	 any	 condition,	 scientists	 must	 agree	 on	 what	 specific
characteristics	make	up	 that	 condition—so	 they’re	 all	 talking	 about	 the	 same
thing.	 The	 studies	 conducted	 during	 this	 time	 had	 no	 consistent	 diagnosis
criteria.

Homogeneity	of	Researchers	and	Subjects

The	 great	 majority	 of	 PMS	 researchers	 were	 white	 academics	 from
Europe,	Australia,	 and	 the	United	 States.	 This	 limited	 the	 scope	 of	 questions
asked	 because	 of	 the	 prevailing	Western	 cultural	 belief	 that	 the	 premenstrual
period	 is	 rife	with	negative	outcomes;	 the	possibility	of	positive	 experiences
was	 not	 even	 considered,	 much	 less	 explored.	 In	 addition,	 any	 information
gathered	about	women’s	premenstrual	experiences	was	limited	by	the	fact	that
the	subjects	being	studied	were	almost	exclusively	white,	European-American,
middle-class	women.	This	makes	 it	 impossible	 to	 apply	 study	 findings	 to	 all
women—but	that	was	exactly	what	happened.

Problems	with	Timing

Studies	 interviewed	 women	 at	 different	 times	 of	 the	 month	 and	 for	 one
menstrual	 cycle	 only.	 But	 it’s	 universally	 understood	 that	 PMS	 involves
recurring	 symptoms	 during	 the	 luteal	 phase	 of	 the	 menstrual	 cycle,	 from
ovulation	 to	 menstruation.	 Despite	 this,	 PMS	 studies	 assessed	 women’s



symptoms	 at	 a	 variety	 of	 phases	 in	 their	 cycle—making	 it	 impossible	 to
attribute	 symptoms	 to	 any	 particular	 phase	 of	 the	month.	 Furthermore,	most
studies	interviewed	women	for	one	menstrual	cycle	only,	when	the	best	way	to
determine	 if	 a	 cyclical	 syndrome	 exists	 is	 to	measure	 symptoms	 for	 several
consecutive	cycles	to	confirm	a	pattern.

Not	Using	Control	Groups

Including	a	control	group	is	one	of	the	most	critical	parts	of	carrying	out	a
valid	 study.	 A	 control	 group	 includes	 participants	 who	 ideally	 experience
everything	 the	 same	 as	 the	 experimental	 group,	 except	 the	 variable	 being
tested.	But	across	the	board,	PMS	research	was	done	on	women	who	believed
they	had	PMS.	Having	a	control	group	of	women	who	don’t	identify	as	having
PMS	would	 provide	 a	 baseline	 of	 outcome	 variables	 to	 compare	 to	 women
who	do	identify	as	having	PMS,	so	that	experiences	could	be	more	accurately
assessed	 as	 they	 do	 or	 don’t	 relate	 to	 symptoms.	 Control	 groups	 also	 help
eliminate	 the	 influence	 that	 naturally	 occurring	 differences	 among	 people—
like	personal	history,	pain	sensitivity,	personality,	or	life	events—can	have	on
how	 they	 report	 symptoms.	 And	 it	 also	 mitigates	 the	 influence	 of	 outside
variables,	like	exposure	to	media	messages	and	popular	culture.15	By	not	using
control	 groups,	 researchers	 effectively	 removed	 any	 context	 with	 which	 to
interpret	 the	 study	 findings.	 For	 example,	 if	 the	 results	 of	 a	 study	 show	 that
women	with	PMS	have	elevated	depressive	symptoms,	the	question	is:	elevated
compared	 to	 whom?	 To	 be	 able	 to	 say	 that	 any	 symptoms	 were	 elevated
because	of	PMS,	researchers	need	to	be	able	to	illustrate	that	women	who	are
similar	 in	 every	way,	 except	 having	 PMS,	 have	 lower	 depressive	 symptoms.
And	the	most	effective	way	to	do	that	is	to	include	a	control	group.

The	idea	that	women’s	emotions	are	dictated	by	their	reproductive	organs
is	 ancient	 and,	 once	 PMS	 was	 established	 in	 the	 medical	 profession	 as	 a
diagnosable	 illness,	 scientific	 researchers	 dropped	 the	methods	 that	 preserve
the	 objectivity	 of	 unbiased	data.	Both	medical	 and	psychological	 researchers
applied	the	scientific	method	to	PMS	studies	in	haphazard	ways,	resulting	in	a
body	of	research	more	flawed	than	almost	any	other	subject.

Their	 findings	 have	 had	 incredible	 power	 over	 the	 psychological	 and
physical	health	treatment	of	women.	Katharina	Dalton	was	a	major	proponent
of	progesterone	therapy	as	a	treatment	for	PMS	and	provided	it	to	her	patients
for	 many	 years.	 The	 successes	 she	 reported	 with	 individual	 patients	 were
covered	 by	 the	 popular	media—50	 percent	 of	 the	 PMS	 articles	 I	 mentioned



earlier	in	this	chapter	discussed	progesterone	as	a	treatment.16	But	later	clinical
trials	 of	 large	 groups	 of	 women—a	 much	 more	 reliable	 method	 than
individual	 cases—didn’t	 produce	 any	 convincing	 evidence	 of	 progesterone’s
effectiveness.	Progesterone	comes	with	many	potential	side	effects	 that	 range
from	nausea	and	depression	to	 increased	risk	of	cancer	and	heart	disease.	As
I’ll	discuss	more	in	chapter	10,	women	receiving	this	treatment	put	their	health
at	risk.

By	 the	 mid-1990s	 and	 early	 2000s,	 significant	 methodological
improvements	 were	 made	 in	 this	 field	 of	 research,	 with	 some	 fascinating
results.	By	1994,	after	a	huge	influx	of	female	researchers	entered	the	field	of
psychology,	a	groundbreaking	study	was	conducted	that	showed	the	power	of
simply	allowing	for	 the	possibility	of	a	positive	aspect	of	menstruation.	Fifty
female	college	students	completed	a	questionnaire	that	asked	them	to	rate	how
often	they	experience	joyful	symptoms	around	menstruation,	such	as	feelings
of	 increased	 sexual	 desire,	 excitement,	 and	 bursts	 of	 energy.	 Then	 they
completed	 another	 questionnaire	 about	 their	 attitudes	 on	 menstruation.	 The
subjects	 who	 were	 simply	 exposed	 to	 the	 idea	 that	 some	 women	 might
experience	 positive	 changes	 reported	 more	 positive	 attitudes	 about
menstruation	compared	to	those	who	weren’t	given	that	idea.	After	completing
the	 “menstrual	 joy	 questionnaire,”	 30	 percent	 of	 the	 women	 said	 that	 it	 had
made	them	think	about	menstruation	in	a	different	way.17

The	fact	that	PMS	is	nearly	unheard	of	outside	of	Western	nations18	shows
how	strongly	this	cultural	bias	influenced	supposedly	scientific	research.	When
finally	 studied,	 Chinese	 women	 reported	 no	 premenstrual	 emotional	 upset
along	with	the	physical	symptoms	of	cycling	they	did	report	like	fatigue,	water
retention,	 pain,	 and	 increased	 sensitivity	 to	 cold.19	When	 researchers	 studied
women	in	India,	they	reported	few	to	no	premenstrual	difficulties20	and	viewed
menstruation	as	generally	positive.21

Research	Methods	Improved,	So	Who	Has	PMS	Now?
While	as	a	culture	we	remain	trapped	in	a	myth	established	and	supported	by
bad	science,	the	science	itself	has	moved	on.	In	1994,	the	fourth	edition	of	the
Diagnostic	 and	 Statistical	 Manual	 of	 Mental	 Disorders	 (DSM-4)	 was
published.	 As	 the	 manual	 psychologists	 must	 use	 to	 diagnose	 mental	 health
illnesses,	the	new	edition	made	waves	by	transforming	the	PMS	diagnosis	into
“premenstrual	 dysphoric	 disorder”	 (PMDD).	 At	 last,	 a	 more	 clear-cut



definition	 of	 this	 experience	 emerged	 with	 specific	 symptoms	 and	 distinct
conditions	required	for	a	diagnosis.	The	DSM-4	accomplished	this	by	applying
five	levels	of	criteria	for	diagnosis.

First,	the	new	diagnosis	guidelines	narrowed	the	symptoms.	A	woman	has
to	 suffer	 at	 least	 one	 of	 these	 four:	 feeling	 noticeably	 depressed,	 anxious,
moody,	or	 irritable.	She	also	has	 to	experience	at	 least	 four	more	 symptoms
which	might	be	one	of	those	above,	or	from	a	list	of	seven	types	of	symptoms
like	feeling	lethargic,	finding	concentration	difficult,	having	trouble	sleeping,
or	 experiencing	 some	 of	 the	 common	 physical	 complaints	 like	 bloating	 or
breast	tenderness.	This	change	alone	brought	great	progress	in	putting	an	end
to	diagnosing	anyone	and	everyone	who	has	a	female	reproductive	system	with
a	mental	disorder.	If	you	don’t	have	five	of	the	possible	eleven	symptoms,	you
don’t	have	PMDD.

Second,	 the	 required	 timing	 of	 the	 symptoms	 became	 very	 specific.	 To
receive	 a	 diagnosis	 of	PMDD,	 a	woman	has	 to	 experience	 symptoms	during
the	 week	 before	 menstruation	 starts	 and	 she	 has	 to	 get	 better	 by	 the	 time
menstruation	ends.	This	helps	doctors	considering	this	diagnosis	be	sure	they
apply	 it	 to	women	who	 feel	 these	 symptoms	 exclusively	 in	 the	 premenstrual
period.

Third,	 the	 new	 guidelines	 cut	 back	 on	 the	 number	 of	 women	 who	 were
labeled	with	 a	 disorder	 just	 because	 they	 recalled	 that	 one	month	 in	 the	 past
they	felt	cranky	or	sad	before	they	got	their	period.	That’s	not	mental	illness,
that’s	 a	 normal	 fluctuation	 of	 mood.	 To	 be	 diagnosed	 with	 PMDD,	 women
must	have	cyclical	symptoms	recur	for	at	least	three	menstrual	cycles	in	a	row,
which	 has	 to	 be	 confirmed	 by	 daily	 documentation	 of	 symptoms	 throughout
the	month.

Fourth,	 a	woman	 not	 only	 has	 to	 experience	 the	 symptoms,	 they	 have	 to
disturb	 her	 ability	 to	 function	 socially	 or	 professionally.	 This	 is	 a	 classic
defining	element	of	any	mental	disorder,	and	it	is	vital	to	separate	women	who
are	simply	having	a	bad	day	 from	those	whose	symptoms	are	overwhelming
their	ability	to	carry	on	in	life.

Finally,	 the	 new	 criteria	 eliminated	 the	 possibility	 that	 the	 symptoms
observed	 were	 due	 to	 an	 already-existing	 disorder.	 Illnesses	 like	 major
depression	or	bipolar	disorder	 can	have	 some	 similarities	 to	PMDD,	but	 are
not	 necessarily	 cyclical	 and	 require	 different	 treatment.	 This	 is	 an	 important
caveat	to	the	diagnosis	because	it	impacts	appropriate	client	care.

Neither	 my	 husband	 nor	 my	 dog	 can	 be	 diagnosed	 with	 PMDD.



Psychologists	evaluating	clients	and	researchers	exploring	treatments	are	now
talking	 about	 the	 same	 thing,	 which	 makes	 research	 more	 reliable	 and
consistent.	 Using	 this	 more	 stringent	 criteria,	 studies	 are	 overwhelmingly
showing	 that,	 on	 average,	 between	 3	 to	 8	 percent	 of	 women	 suffer	 from
PMDD.22	Not	all	women,	not	most	women,	not	a	majority	of	women,	not	even
a	lot	of	women—just	3	to	8	percent.	For	everyone	else,	many	other	variables
like	 stressful	 events,	 happy	 occasions,	 even	 the	 day	 of	 the	 week	 are	 more
powerful	 predictors	 of	mood	 than	 hormone	 level	 or	 phase	 of	 the	menstrual
cycle.23

This	 is	 information	 the	scientific	community	has	had	since	 the	 late	1980s
and	early	1990s.	Many	psychologists	have	published	articles	documenting	the
flawed	 PMS	 research	 and	 low	 prevalence	 rate	 of	 PMDD,	 in	 the	 process
protesting	 PMS	 as	 a	 diagnostic	 label	 and	 establishing	 PMDD	 as	 a	 helpful
diagnosis	 for	 women	 who	 truly	 are	 debilitated	 and	 affected	 in	 life-altering
ways	by	their	monthly	cycle.24 	The	question	we	have	to	ask	is	no	longer	why
all	 women	 have	 PMS,	 but	 rather	 why	 this	 information	 about	 PMDD	 hasn’t
trickled	into	public	conversation	in	the	decades	that	have	passed	since	it	began
emerging.	 Well,	 here’s	 where	 the	 story	 begins	 to	 thicken.	 The	 rest	 of	 this
chapter	and	the	entire	chapter	that	follows	explore	the	question:	Why	does	the
PMS	myth	persist	despite	the	evidence?

The	Effects	of	Being	Diagnosed	with	a	Mental	Illness
As	I	enter	this	discussion,	it’s	important	for	you	to	keep	in	mind	what	happens
when	someone	is	given	a	diagnosis.	On	the	positive	side,	the	designation	of	a
collection	 of	 symptoms	 as	 an	 official	 disorder	 validates	 what	 people	 are
experiencing	as	“real,”	and,	particularly	in	the	Internet	age,	helps	them	to	find
a	community	 that	shares	 these	symptoms	so	 they	can	receive	practical	advice
and	empathy.	The	relief	of	finding	out	they’re	not	suffering	alone	can	be	very
powerful,	which	is	true	for	many	women	who	suffer	the	debilitating	symptoms
of	PMDD.	By	establishing	 a	 clear	diagnosis,	 the	debilitating	 experiences	 that
some	women	have	are	acknowledged	and	validated;	they	don’t	have	to	question
themselves	 or	worry	whether	 “it’s	 all	 in	my	 head.”	The	 establishment	 of	 the
PMDD	 diagnosis	 also	 increases	 the	 reliability	 of	 research	 on	 it,	 makes	 its
causes	 more	 accurately	 discernable,	 and	 contributes	 to	 the	 development	 of
effective	treatments.

Now	 the	 downside:	 we	 don’t	 have	 very	 positive	 images	 of	 people	 with



mental	disorders,	so	those	who	are	diagnosed	can	be	stigmatized	and	isolated.
In	 our	 individualistic,	 pull-yourself-up-by-the-bootstraps	 society,	 common
perceptions	 may	 interpret	 people	 as	 weak	 or	 just	 not	 trying	 hard	 enough.
People	 with	 mental	 illnesses	 are	 commonly	 portrayed	 in	 the	 media	 as
disheveled,	 incompetent,	 and	 criminal.	 Depending	 on	 the	 condition,	 an
insurance	company	can	deny	or	limit	certain	kinds	of	coverage,	like	disability
or	 life	 insurance,	 if	 a	 psychiatric	 diagnosis	 from	 the	 DSM	 is	 in	 medical
records.	Divorce	courts	can	even	deny	custody	of	children	on	the	same	basis.

A	diagnosis	makes	 it	much	more	 likely	 that	 the	patient	will	be	prescribed
medication,	since	that	form	of	treatment	has	become	the	most	common	type	of
psychological	 aid.	 These	 drugs	 are	 effective	 to	 varying	 degrees	 and	 most
psychological	drugs	come	with	side	effects,	ranging	from	the	mildly	annoying
to	 the	debilitating.25	A	common	 treatment	prescribed	 for	PMDD	is	a	class	of
antidepressants	called	SSRIs	 that	 include	Prozac	and	Celexa.	For	 these	drugs,
mild	 side	 effects	 like	nausea	 and	 sleeplessness	generally	dissipate	over	 time,
but	 they	also	commonly	cause	a	decrease	 in	 libido	and	 the	ability	 to	have	an
orgasm—something	women	might	miss	a	lot.	Hormone	therapy,	in	the	form	of
oral	 contraceptives	 or	 estrogen	 alone,	 is	 also	 commonly	 prescribed	 for
PMDD,	 although	 there	 is	 little	 consistent	 evidence	 for	 its	 effectiveness.26
Hormone	therapy,	as	I	discuss	in	depth	in	chapter	10,	is	known	to	raise	the	risk
for	cancer,	heart	disease,	and	other	circulatory	disorders.

Diagnosing	Mental	Disorders	in	Women
You	 might	 think	 psychologists	 base	 the	 diagnosis	 of	 a	 mental	 disorder	 on
scientific	 evidence,	 but	 science	makes	 up	 only	 a	 small	 part	 of	 the	 story.	 For
most	of	the	twentieth	century,	doctors	who	were	predominantly	white	and	male
established	the	existence	of	a	disorder	by	reflecting	on	what	they	observed	in
patients	and	then	conferring	with	other	psychologists	to	come	to	a	consensus.
Their	consensus	created	our	definitions	of	mental	health	and	mental	disease.

This	 consensual	 approach	 guided	 the	 first	 two	 editions	 of	 the	 DSM.	 Its
authority	 in	 diagnosing	mental	 disorders	 is	 similar	 to	 that	 of	 the	Physician’s
Desk	Reference	 for	medical	disorders.	Published	and	owned	by	 the	American
Psychiatric	 Association,	 the	 DSM	 creates	 clear-cut	 categories	 that	 designate
behaviors	as	ranging	from	the	merely	eccentric	to	reflecting	a	mental	illness,
and	can	have	a	 tremendous	 impact	on	many	aspects	of	a	person’s	 life,	which
include	 validating	 personal	 experience	 and	 also	 imposing	 the	 crippling



stigmas	 I	 described	 in	 the	 last	 section.27	 Scholars	 have	 deeply	 criticized	 the
common	practice	of	measuring	women’s	mental	 health	 against	 the	 long-held
standard	of	a	healthy	human:	 the	white,	heterosexual	male.	Before	 the	1970s,
when	 more	 women	 became	 psychologists	 and	 psychiatrists,	 the	 “experts”
routinely	labeled	women’s	behavior	as	disordered	or	deficient	when	compared
to	a	male	standard.28

After	World	War	 II,	Freudian	 theories	of	mental	health	viewed	women	as
less	mentally	healthy	because	of	 their	 inevitable	penis	envy	and	considered	a
woman	to	be	mentally	disturbed	if	she	rejected	the	typically	feminine	roles	of
wife	 and	mother.	 These	 ideas	 were	 widely	 accepted,	 to	 the	 degree	 that	 their
misogyny	was	treated	as	fact.	Throughout	the	1950s,	60s,	and	70s,	if	a	woman
sought	help	with	depression	because	of	dissatisfaction	with	the	domestic	life	of
child-rearing	and	homemaking,	she	was	likely	to	be	prescribed	a	tranquilizer
like	Valium,	or	told	to	“go	buy	a	new	hat.”29

One	excellent	analysis	of	the	popular	media	of	the	1950s	describes	how	the
development	and	ensuing	popularity	of	a	tranquilizer	called	Miltown	reflected
the	perception	that	fulfilling	the	feminine	role	was	essential	to	conceptions	of
women’s	 mental	 health.	 The	 examination	 of	 advertisements	 for,	 and	 articles
about,	 Miltown	 in	 magazines	 like	 Newsweek,	 Ladies’	 Home	 Journal,	 and
Science	 Digest	 from	 1955	 to	 1969	 found	 that	 it	 was	 popular	 to	 discuss
women’s	frustrations	with	the	hyper-feminine	ideal	of	the	time	and	the	fact	that
many	women	wanted	to	remain	in	the	jobs	they	had	undertaken	during	World
War	II.	But	within	these	ads	and	articles,	women’s	unhappinesses	and	anxieties
were	 not	 the	 major	 concerns	 being	 addressed—rather,	 they	 spoke	 to	 the
isolation	and	dissatisfaction	that	men	felt,	making	these	the	true	problems	that
needed	fixing.	Readers	were	 told	 that	 tranquilizers	could	make	frigid	women
respond	 to	 their	 husbands	 and	 could	 even	 return	 a	 psychotic	 woman	 to	 her
household	 responsibilities—as	 if	 mopping	 the	 floor	 indicated	 good	 mental
health,	 even	 if	 she	 did	 hear	 voices	 while	 doing	 it.	 Anxious,	 unresponsive
women	who	refused	to	do	housework	were	simply	unacceptable	to	society.30

This	 thinking	was	 the	 foundation	 for	 the	 popularity	 of	 PMS	 because	 this
disorder	also	conveyed	that,	if	a	woman	is	angry	or	unsatisfied	and	therefore
making	her	man	miserable,	her	experience	must	be	called	a	disease	and	treated.
PMS	was—and	continues	to	be—a	way	to	turn	a	woman’s	anger	and	frustration
into	a	mental	illness.

With	 her	 1972	 book	Women	 and	 Madness,	 psychologist	 Phyllis	 Chesler
challenged	the	gendered	way	that	mental	illness	had	been	defined.	She	revealed



that	what	had	been	labeled	as	symptoms	of	mental	illness	in	women	would	be
more	accurately	characterized	as	“violations	of	feminine	norms	of	behavior.”
In	her	interviews	with	women	in	psychiatric	institutions,	some	women	reported
that	 they	 had	 been	 institutionalized	 by	 their	 families	 because	 they	 were	 too
“troublesome”	or	had	a	“fighting	spirit.”31	Chesler ’s	book	was	a	harbinger	of
the	shift	from	the	common	male-centered	view	of	women	to	a	more	complex
understanding	 of	 women’s	 lives.32	 Spurred	 by	 the	 women’s	 movement,	 the
influx	 of	 women	 into	 the	 field	 of	 psychology	 in	 this	 decade	 brought	 new
perspectives	 on	 women’s	mental	 health.	 Female	 psychologists	 studied	 topics
that	 had	 been	 previously	 ignored	 such	 as	 domestic	 violence,	 women’s
achievement	 needs,	 and	 sexual	 harassment.33	 The	 feminist	 movement	 of	 the
1970s,	and	all	that	was	learned	because	of	it,	demanded	that	we	stop	pretending
that	a	new	hat	was	all	a	woman	needed	to	be	happy.

The	Heated	Discussion	Behind	DSM	Revisions
The	 first	 edition	 of	 the	 DSM	 that	 was	 published	 in	 1952	 described	 each
recognized	 disorder	 and	 its	 identifying	 symptoms	 based	 primarily	 on
practitioner	expertise,	since	applying	the	scientific	method	to	mental	health	was
not	 the	norm.	By	 the	publication	of	 the	DSM-3	 in	1980	and	 the	DSM-3-R	 in
1987,	 the	 philosophical	 basis	 behind	 the	 definition	 of	 mental	 disorders	 had
shifted	 from	 professional	 expertise	 to	 empirical	 research	 with	 a	 biomedical
emphasis.34 	 However,	 changes	 in	 the	 DSM	 don’t	 always	 follow	 this	 new
philosophy.

The	process	of	assessing	the	inclusion	of	PMS	and	PMDD	within	the	DSM
has	always	been	politically	charged.35	PMS	did	not	appear	as	a	disorder	in	the
first	 three	 editions	 and	 when	 revisions	 were	 prepared	 for	 the	 DSM-3-R,	 a
committee	 was	 created	 to	 establish	 whether	 or	 not	 adding	 it	 to	 the	 list	 of
disorders	was	merited	by	empirical	research	and	was	clinically	useful.	When	it
became	clear	 that	 the	 committee	 intended	 to	 recommend	 that	 PMS	 should	 be
listed	as	a	disorder,	it	came	under	considerable	criticism.

As	I	previously	discussed,	the	effect	of	labeling	something	a	disorder	in	the
DSM	can	alter	many	lives,	as	we	saw	vividly	with	homosexuality.	For	most	of
the	twentieth	century,	homosexuality	was	seen	as	representing	deviant	feelings
and	behavior.	Because	the	first	two	editions	of	the	DSM	listed	it	as	an	official
mental	disorder,	many	men	and	women	were	subjected	 to	hospitalization	and
treatments	that	ranged	from	psychoanalysis	and	aversion	therapy	to	castration



and	 clitoridectomies—often	 without	 consent.36	 The	 American	 Psychiatric
Association	 removed	 the	 “homosexual”	 category	 from	 the	 DSM-3-R	 not
because	 of	 any	 change	 in	 empirical	 research,	 but	 because	 of	 the	 political
pressure	brought	by	gay-rights	 activists	 and	 the	 evolving	 cultural	 acceptance
of	homosexuality	as	a	naturally	occurring	sexual	orientation.

When	 it	 came	 to	 the	 PMS	 debate,	 many	 groups	 of	 mental	 health
professionals,	 including	 the	 American	 Psychological	 Association,	 the
American	 Psychiatric	 Association	 Committee	 on	 Women,	 and	 the	 National
Association	 of	 Social	 Workers,	 protested	 against	 its	 inclusion	 for	 three
reasons:	 there	 was	 little	 research	 to	 support	 its	 inclusion;	 the	 new	 category
would	 erroneously	 label	 women	 as	 mentally	 ill;	 and	 it	 would	 effectively
stigmatize	women	 and	 reinforce	 old	 stereotypes	 of	women	 as	 hormonal	 and
irrational.37	 Few	 saw	 an	 advantage	 to	 implying	 scientific	 validation	 for	 the
image	of	women	as	raging,	hormonal	lunatics.

After	much	debate	within	the	committee	and	pressure	from	feminist	groups
like	 NOW,	 the	 committee	 proposed	 a	 much	 more	 specific	 and	 debilitating
version	of	PMS	that	they	called	“late	luteal	premenstrual	dysphoric	disorder”
(LLPDD),	with	 “late	 luteal”	 referring	 to	 the	 specific	 time	 after	 ovulation	 but
before	menstruation	begins,	and	“dysphoria”	meaning	a	 feeling	of	unease	or
depression.	This	disorder	was	added	to	the	appendix	of	the	DSM-3-R	in	a	list
of	disorders	in	need	of	further	study.	By	the	publication	of	the	DSM-4	in	1994,
LLPDD	was	renamed	PMDD	and	it	appeared	in	the	main	text,	which	reflected	a
body	of	research	that	had	developed	under	more	stringent	guidelines.38

The	establishment	of	an	official	mental	illness	is	messy	business	and	is	the
product	 of	 professional,	 scientific,	 and	 social	 influences.	 The	 publication	 of
the	 DSM	 and	 its	 subsequent	 revisions	 simultaneously	 brings	 positive	 and
negative	consequences	to	those	it	labels	mentally	ill.	When	researchers	realize
which	 of	 their	 assumptions	 are	 based	 on	 flawed	 science,	 there	 is	 always	 the
possibility	for	improved	clarity	and	understanding	like	we	have	seen	with	the
more	rigorous	and	specific	reconceptualization	of	PMS	as	PMDD.	It	has	made
research	 on	 prevalence	 and	 treatment	much	more	 valid	 and	 reliable.	 It	 bears
repeating	 that,	 now	 that	 we	 are	 using	 a	 more	 clear-cut	 definition,	 the
prevalence	of	this	disorder	has	plummeted	from	previous	estimates	of	up	to	97
percent	 of	 menstruating	 women	 to	 only	 3	 to	 8	 percent.	 But	 despite	 the
convincing	 evidence	 that	 should	 have	 brought	 the	 hormone	 myth’s	 demise,
PMS	storylines	persist.	We	need	to	look	farther	afield	to	find	out	why.



The	Profit	Motive
With	 the	majority	 of	 childbearing-aged	women	 believing	 they	 suffer	 from	 a
monthly	illness,	a	gigantic	client	base	exists	that	can	be	endlessly	tapped.	PMS
treatment	 is	 a	 thriving,	 profitable	 industry—on	 many	 fronts.	 Simply
legitimizing	 PMS	 as	 a	 disorder	 opened	 the	 door	 for	 money	 to	 be	 made,
starting	with	the	American	Psychiatric	Association,	which	publishes	the	DSM.
Critics	of	the	DSM	argue	that	disorders	like	PMDD	are	added	with	more	of	a
motive	 for	profit	 than	 for	enhancing	mental	health.	When	 the	authors	add	or
change	 disorders,	 revised	 editions—there	 have	 been	 seven—necessitate
repeated	 purchases	 by	 practitioners	 and	 researchers39	 and	 bring	 in	 about	 $5
million	per	year.40	So	the	new	editions	need	to	appeal	to	as	broad	a	market	as
possible,	and	many	argue	that	they	draw	on	popular	discourse	far	too	much.

Adding	disorders	is	also	an	economic	boon	to	mental	health	practitioners
because	 it	 creates	 more	 “sick”	 people	 in	 need	 of	 treatment.41	 Recognized
disorders	 are	 reimbursed	 by	 health	 insurance	 companies,	 ensuring
practitioners	will	get	paid.	In	2013,	the	DSM-5	added	“caffeine	withdrawal”	as
a	 new	 disorder.42	 Yes,	 cutting	 off	 a	 coffee	 habit	 is	 hard,	 but	 suddenly	 it’s	 a
mental	disorder?	This	practice	of	labeling	any	annoying	or	difficult	aspect	of
life	as	pathological	 is	becoming	more	common,	with	 few	advantages	 for	 the
patient.	 It	 creates	 an	 unrealistically	 perfect	 version	 of	 health	 and	 encourages
people	 to	 focus	 on	 and	 evaluate	 every	 unpleasant	 sensation.	 Rather	 than
understanding	minor	difficulties	as	commonplace	and	generally	meaningless,
we	now	obsess	and	turn	our	energy	and	focus	from	the	concerns	and	activities
of	the	outside	world	to	the	minor	complaints	of	our	inner	world.

Pharmaceutical	 companies	 benefit	 from	 a	 diagnosis	 the	 most.	 When	 the
DSM	 legitimizes	 disorders,	 pharmaceutical	 companies	 can	 develop	 and	 sell
new	drugs	to	treat	them.	Also,	existing	drugs	can	be	repurposed	to	expand	on
an	 already-established	 clientele.	 When	 the	 DSM-5	 added	 “restless	 leg
syndrome”	 as	 a	 disorder,	 sales	 of	 the	 drug	 Mirapex	 increased.	 Previously,
doctors	 had	 prescribed	 it	 to	 alleviate	 symptoms	 of	 Parkinson’s	 disease,	 but
suddenly	 it	had	a	whole	new	market	because	of	a	newly	validated	disorder.43
The	pharmaceutical	industry	is	enormously	profitable;	prescription	drug	sales
brought	in	$326	billion	in	2014	alone.44

It	won’t	 surprise	 anyone	who	watches	 television	 or	 reads	magazines	 that
pharmaceutical	companies	 spend	 twice	as	much	on	advertising	as	 they	do	on
the	research	and	development	of	new	treatments.45	Ads	for	prescription	drugs,
directed	 at	 consumers—not	 doctors—have	 become	 an	 integral	 part	 of	 their



sales	 strategy.	 Studies	 show	 that	 doctors	 are	 substantially	 more	 likely	 to
prescribe	 something	when	 a	 patient	 asks	 for	 it	 by	name,	 particularly	when	 it
comes	 to	 antidepressants.46	 That	 is	 how	 this	 industry	 maintains	 one	 of	 the
highest	profit	margins	of	all	American	industries.

Anything	Diagnosable	Needs	Meds,	Whether	Helpful	or	Not
Here’s	 what	 happened	 when	 the	 DSM-4	 gave	 PMDD	 a	 diagnosis	 code.	 The
pharmaceutical	 company	 Eli	 Lilly	 had	 a	 long,	 profitable	 run	 with	 the
antidepressant	 that	 was	 marketed	 as	 Prozac	 and	 known	 generically	 as
fluoxetine.	At	 its	 height,	 Prozac	was	 bringing	 in	 almost	 $3	 billion	 in	 annual
sales.47	But	 in	1999,	 their	patent	on	fluoxetine	was	about	 to	run	out	and,	 if	 it
did,	 other	 pharmaceutical	 companies	 would	 be	 able	 to	 sell	 generic	 versions
and	 Eli	 Lilly	 would	 lose	 the	 monopoly	 it	 had	 with	 Prozac.	 To	 extend	 their
exclusive	 hold	 on	 the	 market,	 Eli	 Lilly	 applied	 to	 the	 FDA	 to	 approve
fluoxetine	as	a	treatment	for	PMDD	so	they	could	market	it	anew	as	Sarafem.

In	 the	 application,	 they	 presented	 the	 FDA	 with	 a	 review	 paper—which
examines	all	of	the	studies	done	on	a	particular	question	in	a	recent	time	period
to	reach	a	broad	conclusion—that	supported	treating	PMDD	with	fluoxetine.48
But	 the	majority	 of	 the	 studies	 the	 authors	 cited	 to	 support	 their	 conclusion
came	from	the	flawed,	inconsistent	research	on	PMS	that	was	conducted	before
the	 DSM	 established	 the	 more	 stringent	 criteria	 for	 PMDD.	 Also,	 Eli	 Lilly
funded	 the	 writing	 of	 the	 paper—a	 huge	 reason	 to	 suspect	 its	 impartiality.
Despite	 this,	 the	 FDA	 approved	 their	 application	 that	 same	 year.49	 This	 kept
annual	 sales	 above	 $2	 billion	 for	 three	 more	 years,	 a	 total	 windfall	 for	 the
pharmaceutical	company.

Yet,	 the	 FDA’s	 approval	 may	 have	 actually	 hurt	 women.	 Leading
psychologists	 of	 women’s	 reproductive	 health	 documented	 three	 ways	 this
happened.50

Rebranding	to	Mislead

Eli	Lilly	misled	women	by	renaming	Prozac	in	order	to	sidestep	women’s
concerns	about	taking	the	antidepressant	at	a	time	when	concerns	over	the	drug
—and	 antidepressants	 in	 general—were	 being	 loudly	 expressed.	Without	 the
word	Prozac	 in	sight,	 the	 rebranded	Sarafem	even	comes	 in	a	girly	pink	and
purple	box.



Increasing	Risk	for	Known	Side	Effects

Although	the	FDA	ruled	that	Prozac	was	safe	to	use	for	PMDD	patients,	it
has	 many	 commonly	 experienced	 side	 effects,	 including	 nausea,	 headaches,
anxiety,	insomnia,	and	sexual	dysfunction.	While	risking	these	side	effects	may
be	justifiable	when	treating	severe	depression,	when	women	take	on	the	chance
of	having	them	because	they’ve	been	encouraged	to	confuse	mild	premenstrual
symptoms	with	full-blown	PMDD,	the	risks	become	excessive.51

Convincing	All	Women	to	See	Themselves	as	Mentally	Ill

The	extensive	Sarafem	marketing	campaign	that	hit	television,	the	Internet,
and	women’s	magazines	 confused	 the	 concept	 of	 PMS	with	 the	 portrayal	 of
PMDD	 in	 order	 to	 convince	 women	 they	 are	 mentally	 ill.	 Sarafem	 ads
effectively	 portray	 physical	 premenstrual	 symptoms	 as	 indicative	 of	 mental
illness,	which	takes	a	small	minority	of	women	that	studies	show	have	PMDD
and	make	it	appear	that	the	vast	majority	need	mental	health	treatment.

When	other	pharmaceutical	companies	gained	permission	to	sell	treatments
for	PMDD,	their	advertising	campaigns	reasserted	this	message	over	and	over
again.	The	ads	for	Paxil	run	by	the	company	GlaxoSmithKline	said,	“I	always
thought	 it	 was	 just	 PMS.	 Now	 I	 know	 otherwise.	 Grouchy?	 Emotional?
Irritable?	It	may	be	PMDD.”52

Hormone	Therapy	Profits	from	Myth,	Not	Science
Another	sizable	source	of	revenue	for	pharmaceutical	companies	is	the	sale	of
reproductive	 hormones	 to	 alleviate	 the	 confused	 blend	 of	 PMS	 and	 PMDD
symptoms.	 These	 are	 the	 active	 ingredients	 in	 oral	 contraceptives,	 better
known	as	birth-control	pills,	because	they	are	prescribed	to	prevent	pregnancy.
But	they	have	overwhelming	appeal	to	mitigate	symptoms	of	PMS	and	PMDD,
including	 mood	 stabilization.	 Hormone	 therapy	 is	 incredibly	 popular,	 even
though	studies	 repeatedly	 find	 that	 low	 levels	of	progesterone	don’t	alleviate
symptoms.	 In	 2009,	 the	Harvard	Review	of	Psychiatry	 published	 a	 review	 of
studies	 that	 examined	 the	 effectiveness	 of	 progesterone	 alone,	 and	 also	 of
medications	 that	 combine	 both	 estrogen	 and	 progesterone,	 to	 treat	 PMS	 and
PMDD.	And	 it	 concluded	 that	 there	 is	 little	 evidence	 of	 effectiveness.53	 Only
two	studies	have	compared	women	treated	with	oral	contraceptives	to	a	control
group	of	women	 treated	with	placebos	and	both	studies	showed	 that	 they	had



no	 effect	 on	 relieving	 PMDD	 symptoms.54	 Hormone	 therapy	 comes	 with
serious	 risks.	 It	 can	 lead	 to	 heart	 disease	 and	 breast	 cancer,	 something	 I’ll
discuss	more	in	chapter	10.

According	to	FDA	regulations,	for	a	drug	to	be	deemed	effective,	a	large
portion	 of	 the	 target	 population	 should	 experience	 improvement	 of
symptoms.55	 If	 PMS	 were	 actually	 a	 distinct	 disorder	 with	 a	 distinct	 cause,
large	 numbers	 of	 women	 should	 benefit	 from	 the	 treatments	 developed.
Clearly,	 PMDD	 treatments	 don’t	 meet	 that	 standard.	 But	 having	 women
convinced	they	are	sick	and	that	a	simple	pill,	taken	once	a	day,	will	make	them
better	creates	an	enormous	market	that	brings	billion-dollar	profits.

Riding	the	Myth	with	Over-the-Counter	Treatments
Drugs	 bought	 over	 the	 counter,	 like	Midol,	 promise	 to	 treat	 PMS	 symptoms
like	 tension	and	 irritability—even	 though	 they	only	contain	a	pain	 reliever,	a
diuretic,	 and	 caffeine.56	 While	 we	 can	 all	 agree	 that	 caffeine	 has	 magical
powers,	 few	would	experience	 it	as	reducing	 tension	since	 it	has	been	widely
shown	 to	 heighten	 anxiety.	 Some	 women	 say	 that	 these	 kinds	 of	 over-the-
counter	 drugs	 bring	 them	 relief,	 and	 it’s	 likely	 to	 be	 the	 case	 because	 the
ingredients	do	ease	pain.	Being	uncomfortable	or	in	pain	can	put	a	damper	on
anyone’s	mood,	so	easing	that	pain	will	undoubtedly	make	a	woman	feel	better.

Since	 2002,	 Teen	Midol	 has	 been	 advertised	 to	 teenage	 girls	 through	 e-
mail	and	the	Internet	to	convince	them	early	that	everyone	gets	PMS	and	that	it
will	make	you	a	monster	for	the	rest	of	your	life.	But	wait!	There’s	something
you	 can	 do	 about	 it:	 take	Midol	 and	 you	 will	 be	 a	 reasonable	 human	 being
again.57	The	hope	is	that	these	girls	will	do	this	every	month	for	a	lifetime—
and	there’s	nothing	so	coveted	as	a	 lifelong	customer.	 In	2012,	 this	approach
took	in	$48	million	in	sales	revenue.58

Another	 business	 that	 profits	 tremendously	 from	 the	myth	 of	widespread
PMS	is	the	Wild	West	industry	of	dietary	supplements.	With	retail	sales	of	$28
billion	in	2014,	selling	alternative	medications	to	consumers	is	big	business.59
Common	 vitamins	 and	 minerals	 recommended	 for	 PMS	 treatment	 include
vitamin	B6,	calcium,	magnesium,	and	manganese—with	little	evidence	that	they
provide	relief	or	are	safe	for	women	to	take.	Herbal	products	such	as	evening
primrose	 oil,	 chasteberry,	 and	 St.	 John’s	 Wort	 are	 also	 sold	 to	 treat	 PMS
symptoms,	although	their	effectiveness	is	questionable	and	their	safety	has	not



been	well	established.60

The	effectiveness	of	any	treatment	of	PMS	has	been	difficult	to	determine
because	of	the	vague	way	PMS	has	been	defined.	Nevertheless,	the	unregulated
industry	of	dietary	supplements	has	advertised	and	sold	many	PMS	treatments
to	women.	Studies	comparing	women	taking	evening	primrose	oil	with	control
groups	 of	 women	 taking	 placebos	 have	 found	 inconsistent	 effectiveness
results.	And	some	have	shown	no	added	benefit	to	taking	evening	primrose	oil
over	a	placebo	in	relieving	PMDD	symptoms.61	The	use	of	chasteberry	is	not
safe	 during	 pregnancy	 and	 therefore	 shouldn’t	 be	 used	 if	 a	 woman	 may
become	 pregnant.62	 And	 these	 supplements	 don’t	 come	 cheap.	 Combination
supplements	claiming	 to	 treat	PMS	that	contain	vitamins,	minerals,	and	herbs
can	cost	between	twenty-five	and	eighty	dollars	per	bottle.63

Clinics	and	Seminars	and	Workshops,	Oh	My!
Who	else	has	made	money	on	PMS	and	PMDD?	Medical	practitioners.	A	quick
Google	search	on	PMS	treatment	brings	up	a	cornucopia	of	clinics,	seminars,
and	workshops.	The	fact	that	researchers	have	never	been	able	to	establish	the
cause	of	PMS	or	PMDD	is	reflected	in	the	fact	that	so	many	different	kinds	of
medical	 practitioners	 offer	 treatment.	 Clinics	 are	 run	 by	 gynecologists,
endocrinologists,	 psychologists,	 chiropractors,	 nurse	 practitioners,	 and
nutritionists.64

Although	 the	 websites	 for	 these	 clinics	 gain	 authority	 from	 the	 staffs’
medical	 degrees,	 the	 information	 provided	 about	 PMS	 and	 PMDD	 is	 not
scientific.	The	websites	describe	PMS	as	a	known	disorder	that	includes	up	to
150	different	symptoms	and	that	affects	90	to	95	percent	of	women65—stats	 I
hope	I’ve	shown	you	are	all	false.	Some	websites	suggest	PMS	plays	a	role	in
marital	 strife	 and	 child	 abuse.66	 Now	 the	 raging	 hormonal	 beast	 not	 only
makes	her	husband	miserable,	but	beats	her	children	too?	These	are	not	facts
by	 any	 means;	 they	 are	 sensational	 exaggerations.	 They	 epitomize	 the
manipulative	disinformation	used	to	convince	women	that	they	are	dangerous
and	sick,	and	 that	“science”	can	cure	 them	 if	 they	 just	get	help	 from	medical
professionals	 and	 buy	 unproven	 treatments.	 Some	 clinics	 even	 offer	 high-
interest-rate	payment	plans	 for	 treatment—a	highly	profitable	practice.67	 The
need	 to	 finance	medical	 treatment	 is	often	associated	with	elective	 treatments
not	deemed	medically	necessary	and	therefore	not	covered	by	insurance.68



But	the	money	doesn’t	explain	it	all.	Who	else	benefits	from	the	myth	of	the
raging	hormonal	woman?	The	next	chapter	explores	how	those	in	power	have
trotted	 out	 the	 concept	 of	 PMS	 whenever	 women	 have	 tried	 to	 overstep	 the
boundaries	implied	by	their	gender.	And,	while	an	unsettling	idea,	I’ll	discuss
how	women	gain	social	benefits	from	attributing	anger	or	irritability	to	their
PMS.



Chapter	3

Keeping	Women	Down,	Each	and	Every	Month

In	1976,	the	physician	Edgar	Berman	famously	said,	“Take	a	woman	surgeon.
If	 she	had	premenstrual	 tension—and	people	with	 this	 frequently	 end	up	 in	 a
psychiatrist’s	 office—I	wouldn’t	want	 her	 operating	 on	me.”1	 This	 statement
illustrates	 how	 the	 assumption	 that	menstrual	 cycles	make	women	 crazy	 has
been	 a	 powerful	 tool	 for	 limiting	 their	 opportunities	 and,	 by	 default,
maintaining	 the	greater	 status	of	men.	The	basis	of	 the	whole	discussion	 is	a
thought	 that	 goes	 even	 further	 back	 than	 Aristotle,	 but	 which	 he	 clearly
expressed:	that	women	are	inferior	to	men.

The	 myth	 of	 widespread	 PMS	 perpetuates	 this	 idea	 in	 our	 current
worldview	by	setting	up	a	duality	between	male	and	female	qualities.	At	heart,
it	 has	 us	 believe	 that	 males	 are	 essentially	 reason-based	 in	 their	 behavior—
which	brings	consistency	and	competence.	Whereas	women	are	emotion-based
in	their	behavior,	and	therefore	unpredictable	and	unreliable.2

In	so	very	many	contexts	and	situations,	the	myth	makes	it	possible	to	put
down,	minimize,	and	invalidate	any	woman.	Even	thinking	that	a	woman	who
is	angry,	aggressive,	or	assertive	might	be	on	her	period	stamps	what	she	has
said	with	a	big,	red-inked	message:	“unreliable.”	It	reinforces	the	biases	we	all
have,	which	look	out	for	any	evidence	that	a	woman	is	less	accurate	and	stable
than	men.	The	menstruation	accusation,	whether	 stated	or	not,	 is	a	disarming
and	disempowering	tool	that	these	days	is	wielded	by	men	and	women	alike.

The	 tremendous	 staying	power	of	 the	PMS	myth—despite	no	evidence	 to
support	 its	 reality—is	 an	 ongoing,	 cultural	 confirmation	 that	 women	 are
“cunning,”	“manipulative,”	“hysterical,”	and	“irrational.”3	This	 chapter	 looks
at	ways	 this	has	been	used	 to	 limit	women	in	family	 life,	at	work,	and	within
themselves.

The	Docile	Ideal
Labeling	menstruation	as	a	disease	accomplishes	two	things:	it	rejects	women’s
rebelliousness	and	keeps	women	in	their	place.4 	During	the	era	of	bad	science	I
described	 in	 the	 last	 chapter,	 commonly	 cited	 symptoms	 in	 the	 premenstrual



stage	included	the	inability,	or	unwillingness,	to	care	for	others	and	carry	out
domestic	 tasks	 like	 cooking	 and	 cleaning.5	 Culturally,	we	 know	 that	 being	 a
good	woman	involves	always	putting	the	needs	of	others	first—any	Mother ’s
Day	 card	 can	 tell	 you	 that	 with	 sentiments	 like	 “Mom,	 you’ve	 always	 been
there.”	Central	to	a	woman’s	ability	to	achieve	this	ideal	of	perpetual	emotional
availability	is	to	maintain	emotional	self-control.	A	good	woman	controls	and
subverts	 her	 own	 needs.	 Women	 are	 expected	 to	 keep	 it	 together	 and	 stay
buttoned-up	for	the	sake	of	everyone	else.

Ideal	female	qualities	of	submissiveness	and	sacrifice	were	reinforced	with
the	 advent	 of	 the	 industrial	 revolution.	 In	 the	 early	 nineteenth	 century,	 the
average	 American	 family’s	 daily	 life	 changed	 from	 agricultural	 tasks—in
which	men	 and	women	worked	 side	 by	 side	 to	 ensure	 the	 family’s	 survival,
both	 active	 and	 productive—to	 industrial	 capitalist	 tasks.	When	men	 left	 the
home	to	earn	a	wage	 in	 the	savage,	cold,	cruel	marketplace,	women	were	no
longer	needed	to	grind	the	wheat	to	make	the	bread	that	fed	the	family,	nor	to
make	 the	 clothes	 on	 their	 backs.	 These	 could	 all	 be	 provided	 by	 the
marketplace.	Women,	 particularly	 white	 and	middle-	 or	 upper-class	 women,
had	to	find	a	new	purpose.6

The	 answer	 to	 the	 “woman	question”	was	 something	 that	 has	 been	 called
the	“cult	of	true	womanhood”	or	the	“cult	of	domesticity.”	If	this	new	economy
required	a	man	to	be	rational,	self-focused,	and	ambitious,	a	woman	should	be
the	opposite.	The	four	major	attributes	of	true	womanhood	were	piety,	purity,
submissiveness,	 and	 domesticity.7	 While	 men	 were	 the	 doers	 and	 actors	 in
society,	women	were	expected	 to	be	passive	and	submissive	with	 the	purpose
of	creating	a	warm,	conflict-free	oasis	to	which	her	husband	could	retreat.	This
standard	 of	 womanhood	 was	 relayed	 through	 magazines	 and	 the	 religious
writings	of	 the	 time.	One	book	advised	brides	 to	embrace	 this	 submission	as
the	will	 of	God:	 “Oh,	 young	 and	 lovely	 bride,	watch	well	 the	 first	moments
when	 your	 will	 conflicts	 with	 his	 to	 whom	God	 and	 society	 have	 given	 the
control.	Reverence	his	wishes	even	when	you	do	not	his	opinions.”8	Godey’s
Lady’s	 Book,	 one	 of	 the	 most	 popular	 women’s	 magazines	 of	 the	 1850s,
confirmed	 the	 grim	 reality	 of	 the	 ideal	 that	 women	 had	 to	 reach	 for	 with
messages	 like	 “[t]o	 suffer	 and	 be	 silent	 under	 suffering	 seems	 the	 great
command	she	has	to	obey.”9

The	 oppression	women	 felt	 under	 this	 ideal	 of	 submission	 and	 inactivity
was	searingly	described	in	Charlotte	Perkins	Gilman’s	short	story	“The	Yellow
Wallpaper,”	 published	 in	 1892.	 It	 is	 a	 semiautobiographical	 account	 of



Gilman’s	 struggle:	 before	 she	 got	 married,	 she	 had	 been	 a	 financially
independent	 writer	 and	was	 devoted	 to	 public	 service.	 She	 hesitated	 to	 enter
into	 marriage	 for	 fear	 it	 would	 limit	 her	 ability	 to	 be	 an	 active	 person	 in
society.	 Her	 fears	 were	 realized	 when	 she	 plunged	 into	 depression	 after	 the
birth	 of	 her	 first	 child	 and	 was	 prescribed	 the	 infamous	 “rest	 cure.”	 This
popular	treatment	for	a	variety	of	women’s	mental	illnesses	involved	lying	in
bed	for	most,	if	not	all,	hours	of	the	day,	secluded,	with	a	total	lack	of	activity
—especially	intellectual	activity.	Gilman	wrote	that	three	months	of	this	“cure”
nearly	 drove	 her	 insane;	 she	 only	 found	 relief	 when	 she	 “cast	 the	 noted
specialist’s	advice	to	the	winds	and	went	to	work	again.”10

Keeping	Women	Workers	Expendable
From	the	time	PMS	was	introduced	in	1931,	 it	was	used	to	support	 the	belief
that	a	woman’s	ability	to	do	good	work	was	compromised	at	key	moments	in
American	history:	whenever	women	were	perceived	to	be	taking	men’s	jobs.11
Robert	 Frank	 published	 his	 original	 paper	 on	 premenstrual	 tension	 in	 these
conditions,	after	the	majority	of	men	had	been	away	fighting	World	War	I	and
the	 number	 of	 working	 women	 had	 increased.	 When	 the	 men	 returned,	 the
harsh	 economic	 conditions	 of	 the	Great	Depression	 ensued,	 and	government
and	corporate	policies	were	formed	to	compel	women	to	leave	the	workforce
so	men	could	take	those	jobs.

Many	 social	 analysts	 have	 pointed	 to	 the	 coinciding	 timing	 between	 the
emergence	of	studies	showing	the	debilitating	effects	of	the	menstrual	cycle	on
work	productivity	and	the	belief	that	women’s	participation	in	the	labor	force
was	an	obstacle	 to	men’s	 full	employment.12	So	 it	begins	 to	make	 sense	 that,
when	men	left	to	fight	in	World	War	II	and	labor	needs	were	high	to	sustain	the
war	effort,	many	studies	came	out	that	found	menstruation	had	no	ill	effect	on
women’s	 productivity.	 A	 review	 of	 the	 studies	 from	 that	 era	 found	 that
menstruation	 was	 not	 associated	 with	 job	 performance,	 production,	 or
absenteeism,	and	that	menstruation	itself	caused	no	incapacity.13	But	when	men
returned	from	the	battlefield,	social	pressure	rose	for	women	to	make	way	for
them—establishing	a	 theme	of	 the	expendability	of	women	 in	 the	workforce.
This	was	when	Katharina	Dalton’s	 research	 spread	popularly,	with	her	 faulty
claims	 that	PMS	reduced	women’s	cognitive	abilities,	and	made	 them	clumsy
and	accident-prone.14

In	 the	 early	 part	 of	 the	 twentieth	 century,	 the	 increase	 in	 employment



opportunities	for	women	was	the	result	of	the	military’s	need	for	the	men	who
would	 normally	 have	 filled	 these	 jobs.	 But	 the	 story	 of	 the	 great	 influx	 of
women	 entering	 the	working	world	 in	 the	 latter	 part	 of	 the	 same	 century	 is
much,	much	 different;	 in	 the	 1970s,	 it	 was	 caused	 by	 a	 revolutionary	 social
movement	 to	 expand	 traditional	 gender	 roles.15	As	 this	movement	 led	 to	 the
percentage	of	working	women	shooting	from	37	percent	in	1960	to	52	percent
in	 1980,16	 those	 who	 were	 committed	 to	 keeping	 women	 in	 traditional,
domestic	roles	bolstered	their	arguments	by	perpetuating	the	myth	of	rampant
PMS.	 Katharina	 Dalton’s	 writings	 during	 this	 time	 emphasize	 women’s
responsibility	to	get	treatment	and	return	to	their	rightful	role	in	the	family	and
home,	“otherwise	they	will	get	what	they	deserve	from	their	husbands.”17

This	time,	however,	women	didn’t	leave	the	workforce.	They	were	there	to
stay,	 and	 continued	 to	 increase	 their	 numbers	 in	 both	 business	 and	 higher
education.	So	it	shouldn’t	be	a	surprise	that	in	the	late	1970s	and	early	1980s,
there	was	an	eruption	of	research	and	media	that	focused	on	PMS.	Once	again,
it	 was	 described	 as	 a	 common	 affliction	 that—among	 other	 effects	 that
burdened	everyone—lowered	women’s	performance	at	school	and	work.18

In	chapter	3,	I	went	deep	into	the	unbelievably	flawed	and	unreliable	PMS
studies	 of	 this	 era.	Drawing	 on	 that,	 and	 on	 historical	 patterns,	we	 can	 see	 a
cultural	effort	at	play.	The	regularity	of	this	“scientific”	response	to	women’s
advancements	 into	 the	 realms	 of	men	 reveals	 the	 social	 agenda	 behind	 it:	 to
protect	male	 domination	 over	 the	working	world	 and	 to	 keep	women	docile
and	in	the	home.19

“Women	Are	Ruining	Their	Own	Lives”
The	 conservative	 shift	 of	 the	 Reagan	 Era	 stoked	 these	 ideas	 and	 supported
labeling	PMS	as	an	illness	all	women	have.	It	resulted	in	a	concerted	political
and	cultural	backlash	against	 feminists	and	women’s	advancement	 in	general.
Led	by	Christian	fundamentalist	ministers	like	Jerry	Falwell,	the	founder	of	the
Moral	Majority,	 this	 ideology	was	popularized:	 a	man	 should	be	 the	head	of
the	family,	a	wife	should	be	submissive	 to	her	husband,	and	a	woman’s	most
important	role	is	to	be	a	mother.	Falwell	claimed	that	feminists,	with	their	work
toward	gender	equality	and	women’s	participation	in	the	workforce,	had	ruined
family	life	in	a	“satanic	attack	on	the	home.”

This	 concept	 that	 feminism	 had	 ruined	 the	 lives	 of	 women,	 men,	 and
children	 was	 reinforced	 by	 unfounded	 media	 stories	 about	 an	 “infertility



epidemic”	and	“toxic	daycare.”	Television	shows	portrayed	career	women	as
sabotaging	their	own	happiness.	In	thirtysomething,	the	character	named	Hope
was	 a	 stay-at-home	 mom	 presented	 in	 the	 most	 positive	 light:	 thoughtful,
loving,	and	completely	satisfied	to	be	home	caring	for	her	husband	and	child.
The	other	 female	 characters,	 not	 as	 domestically	oriented	 as	Hope,	were	not
given	such	an	angelic	aura.	Melissa	was	a	struggling	and	single	photographer
who	was	likeable,	but	pathetic,	neurotic,	miserable,	and	pining	for	the	domestic
bliss	of	Hope	and	her	husband.	Ellyn	was	a	highly	successful	public	official,
but	was	portrayed	as	harsh	and	selfish	for	devoting	herself	to	her	career.	She
was	 distinctly	 not	 maternal	 and	 not	 that	 interested	 in	 romantic	 relationships.
She	 paid	 a	 heavy	 price	 for	 her	 devotion	 to	 her	 job;	 the	 writers	 gave	 her	 a
bleeding	 ulcer	 that	 showed	 how	 her	 ambition	 destroyed	 her	 health.	 And	 the
most	 unlikeable	 personality	was	 reserved	 for	 the	 acerbic	 Susannah,	 a	 single
feminist	 and	 social	 activist	 who	 is	 mean,	 heartless,	 and	 humorless.	 Her
independence	 is	 mocked	 by	 the	 other	 characters	 and	 she	 has	 no	 redeeming
qualities.

The	writers’	messages	were	 clear:	 good	women	want	 to	 be	maternal	 and
domestic,	bad	women	are	ambitious	and	career-oriented,	and	these	bad	women
are	ruining	their	own	lives.20	Abundant	media	from	this	era	similarly	portray
working	women	as	harried,	mean,	selfish,	and	unfulfilled.	It	gave	us	negative
images	 to	 draw	 on	 that	 reinforced	 a	 surrender	 to	 our	 maternal	 bodies,	 our
giving	 natures,	 and	 our	 limitations	 as	women.	 In	many	ways,	 PMS	 has	 been
made	out	as	something	we	are	doomed	 to	suffer	as	a	 reminder	 that	we	don’t
belong	in	the	world	of	men	because	our	biologically-based	mothering	ability,
and	our	professional	excellence,	are	mutually	exclusive.

The	Day-to-Day	Reality	of	Mothering
Motherhood	brings	with	it	another	standard	of	womanhood	many	women	find
unreachable:	 the	 happy,	 satisfied,	 uncomplaining	 mother.	 Feminists	 call	 this
ideal	 “the	motherhood	mystique,”	 and	 define	 it	 as	 “The	 popular	 beliefs	 that
motherhood	 is	 natural,	 easy,	 and	 always	 enjoyable,	 and	 that	 optimal	 child
development	requires	a	mother ’s	full-time	dedication.”21

Women	 know	 the	 tremendous	 effort	 childcare	 requires.	 Especially	 when
caring	for	very	young	children,	it	can	be	physically	draining,	thankless	work.
Raising	 children	 is	 a	 complex	 endeavor,	with	 highs	 and	 lows	 that	 often	 feel
chaotic	 and	 messy,	 and	 that	 requires	 split-second	 responses	 that	 keep



caregivers	 forever	on	 their	 toes.	Even	with	 the	bright	moments	and	wisps	of
appreciation,	a	day	with	the	children	can	be	exhausting.

But	 it	 is	 forbidden	 to	 voice	 negative	 feelings	 about	 mothering
responsibilities.	A	good	mother	 is	defined	by	her	willingness	 to	sacrifice	for
her	loved	ones,	so	any	mother	who	complains,	yells,	or	talks	about	needing	to
escape	 her	 duties	 for	 just	 a	 day	 can	 be	 branded	 a	 “bad	 mother.”	 This	 is
probably	the	worst	thing	you	can	call	a	woman.	While	she	loves	her	children
dearly,	 they	challenge	her	 left	and	right,	 in	all	ways.	So	when	a	woman	can’t
keep	up	the	“good	mother”	standard,	she	blames	her	behavior	on	PMS,	which
allows	her	to	assure	others	that	this	state	is	temporary—and	not	her	real	self.22

The	Full	Plate	of	Today’s	Woman
In	 this	modern	 age,	when	 58.6	 percent	 of	 the	 123	million	American	women
ages	16	years	and	over	were	labor	force	participants—working	or	looking	for
work23—expectations	 of	 women	 are	 high	 and	 multitudinous.	 To	 many,	 the
ideal	woman	is:	educated	and	successful	in	her	career;	an	attractive,	supportive
partner	to	her	spouse;	a	doting,	generous	mother;	a	housekeeper;	a	diplomat	in
family	relations;	and	a	de	facto	caregiver	 to	 the	sick	and	 the	old.	That	 is	one
full	plate.

The	 good	 news	 is	 that,	 overall,	 women	 with	 multiple	 roles	 and
responsibilities	 have	 increased	 physical	 and	 psychological	 well-being.	 But
research	shows	that	when	those	roles	become	overwhelming	and	women	feel
unsupported,	they	suffer	from	stress	and	strain.24	Women	sometimes	negotiate
this	 strain	by	using	PMS	as	an	acceptable	 reason	 for	withdrawing	 from	 their
usually	 required	 responsibilities,	 especially	 domestic	 chores.25	 Studies	 show
that	PMS	allows	them	to	renegotiate	the	many	roles	they	inhabit.26

On	the	face	of	it,	asking	a	husband	to	take	on	household	chores	might	seem
to	some	as	a	rebellious,	feminist	act.	But	with	close	to	60	percent	of	women	at
work	and	contributing	 to	 the	 family	 income,	 traditional	 roles	are	 shifting:	 in
2014,	on	an	average	day,	20	percent	of	men	reported	doing	housework—such
as	 cleaning	 or	 doing	 laundry—compared	with	 49	 percent	 of	women.	 Forty-
three	 percent	 of	 men	 did	 food	 preparation	 or	 cleanup	 activities	 versus	 69
percent	 of	women.27	 So	while	men	 are	 sharing	more	 of	 the	 housework,	 the
bulk	of	it	still	falls	to	women.	This	is	why	framing	a	request	for	help	with	PMS
symptoms—basically	asking	for	temporary	relief	from	being	overburdened	in
the	 name	 of	 PMS—changes	 the	 perceived	 nature	 of	 the	 request.	 Instead	 of



risking	 coming	 across	 as	 demanding,	 overbearing,	 complaining,	 or	 a	 nag,
women	 can	 instead	 be	 victims	 of	 their	 hormones	 who	 are	 reaching	 out	 for
help.

The	Need	to	Vent
Another	benefit	 that	women	get	 from	 the	PMS	myth	 is	 that	 it	 offers	 them	an
acceptable	 excuse	 to	 lose	 control.	 Feeling	 moody,	 irritable,	 the	 urge	 to
withdraw,	the	need	to	communicate	dissatisfaction,	as	well	as	a	strong	desire	to
put	their	needs	first,	can	feel	threatening	to	women	because	these	behaviors	are
the	 opposite	 of	 the	 feminine	 standard.	 Women	 who	 attribute	 their	 negative
moods	 to	 PMS	 describe	 themselves	 as	 lacking	 self-control	 if	 they	 have	 an
emotional	outburst.28

Why	 are	 women	 so	 afraid	 of	 losing	 control	 over	 their	 feelings?	While
ideal	masculinity	 is	manifested	by	“doing”—being	active	and	assertive,	 ideal
femininity	is	manifested	by	“not	doing”—not	being	loud,	coarse,	intemperate,
or	selfish.29	To	“act	like	a	lady”	is	to	be	polite,	calm,	graceful,	and—above	all
—to	care	for	and	sacrifice	for	others	without	complaint.	Achieving	this	 ideal
involves	 substantial	 self-regulation.	 It	 takes	 a	 lot	 of	 self-control	 to	 put	 your
needs	and	emotions	last.

Having	 an	 influence	 that	 is	 out	 of	 a	 woman’s	 control,	 like	 PMS,	 is
advantageous	because	within	this	paradigm	her	hormones	are	controlling	her
emotions	without	her	permission.	Who	can	be	expected	 to	 fight	biology?	So
attributing	unpleasant,	unladylike	emotions	to	PMS	helps	a	woman	and	others
believe	she	hasn’t	willingly	defied	the	standards	of	good	womanhood.30

A	Woman’s	Anger	Can	Hurt	Her
The	 feminine	 ideal	 extends	 to	 the	 workforce.	 At	 work,	 women’s	 anger	 is
perceived	 differently	 from	men’s	 anger.	 For	 men,	 expressing	 anger	 implies
strength	 and	 capability.	 One	 study	 found	 that	men	who	 occasionally	 became
angry	 at	 work	 were	 more	 likely	 to	 be	 accorded	 higher	 status,	 power,	 and
independence	 by	 their	 employers,	 compared	 to	 men	 who	 communicated
sadness.31	For	women,	 the	story	 is	quite	different.	 In	a	series	of	 three	studies
examining	how	people	evaluate	emotional	expressions	of	professional	people,
study	 participants	 evaluated	 women	 who	 expressed	 anger	 as	 less	 competent,
deserving	 lower	wages,	 and	 rated	 them	with	 lower	 status	when	 compared	 to



men	who	expressed	anger.32	Because	their	anger	is	unacceptable.
While	 women	 appear	 to	 experience	 angry	 thoughts	 just	 as	 often	 and

strongly	as	men,	 several	 studies	 show	 that	 they	express	 the	anger	differently.
Women	 learn	 very	 early	 that,	 for	 them,	 expressing	 anger	 brings	 social
judgment—people	consider	angry	women	to	be	caustic,	shrill	bitches.	Women
internalize	the	idea	that	nice	women	just	don’t	get	angry.33	I	know	that	when	I
was	 in	my	 twenties,	 feeling	angry	made	me	very	uncomfortable	and	 I	would
invariably	end	up	in	tears—not	a	very	good	way	to	win	an	argument	or	make	a
point.	As	 I	 got	older,	 confidence	 in	my	opinions	grew,	but	 expressing	 angry
thoughts,	 no	matter	 how	 justified,	 still	makes	my	heart	 race	 and	 leads	me	 to
question	myself.

Another	reason	why	women’s	anger	 is	unacceptable	has	 to	do	with	social
status.	 A	 historical	 look	 at	 the	 interactions	 of	 low-	 and	 high-status	 groups
showed	 that	 high-status	 people	 have	 always	 been	 free	 to	 express	 anger,	 and
low-status	people	are	punished	for	showing	anger	or	resentment;	whereas	they
are	 rewarded	 for	 agreeable,	 submissive	 expressions.34 	 The	 pretense	 of	 the
“happy	and	content	slave”	helped	to	protect	some	slaves	from	harsh	treatment.
Those	 who	 resisted	 or	 complained	 risked	 even	 worse	 working	 conditions,
beatings,	 and	 sometimes	 death.	 For	 much	 of	 human	 history,	 women	 have
similarly	 been	 at	 the	 economic	 mercy	 of	 their	 fathers	 and	 husbands	 for
survival.	 It	 has	 been	 to	 their	 advantage	 to	 be	 pleasant,	 accommodating,	 and
self-sacrificing.	Over	time,	women	have	become	somewhat	less	economically
dependent	on	men,	however,	 these	 traits	 remain	fundamental	 to	 the	 ideal	of	a
good	woman.	 For	 some,	 an	 angry	woman	 is	 still	 a	 woman	who	 is	 stepping
above	her	lower	status.

What	do	women	do	instead	of	yell	or	argue?	One	common	coping	strategy
is	to	actively	attempt	to	suppress	our	feelings	and	“keep	a	lid	on	it.”	We	pretend
that	circumstances	have	not	made	us	angry.	If	unable	 to	quash	our	feelings,	a
secondary	coping	strategy	is	to	dissociate	ourselves	from	our	anger.35	A	way
to	do	that	is	to	blame	it	on	the	uncontrollable	hormones	in	PMS.	This	serves	as
a	convenient	way	to	identify	an	expression	of	anger	as	“not	really	me.”

Continued	Backlashes	Against	Equal	Status
Research	suggests	that	it’s	not	only	traditional	gender	roles	that	are	a	factor	in
adopting	the	PMS	label—it’s	also	how	those	roles	play	out	in	the	context	of	a
heterosexual	relationship.	Women	in	lesbian	relationships	report	premenstrual



changes	 as	 less	 disruptive	 than	 women	 in	 heterosexual	 relationships.36	 How
can	this	be	true?	It	goes	against	the	stereotype:	the	popular	take	on	PMS	would
have	it	that	two	women	living	together	would	create	a	monthly	thermonuclear
meltdown	with	double	the	amount	of	hormonal	rages.

But	 recent	 studies	 show	 that	 the	 sexual	orientation	of	a	couple	alters	how
they	 interpret	 and	 deal	 with	 premenstrual	 changes.	 Male	 partners	 are	 more
likely	 to	believe	negative,	stereotypical	 images	of	PMS	and	are	 less	 likely	 to
show	any	support	or	empathy	to	their	female	partner	about	these	changes.	This
increases	women’s	premenstrual	distress	and	encourages	them	to	feel	as	if	they
have	 a	 disorder	 that	 needs	 to	 be	 treated.	On	 the	 other	 hand,	 lesbian	 partners
overwhelmingly	 show	 empathetic	 support	 during	 a	 partner ’s	 premenstrual
changes	and	interpret	them	as	normal.	This	approach,	in	turn,	makes	it	easier
for	women	to	use	coping	techniques	to	care	for	themselves,	such	as	taking	time
away	or	avoiding	conflict.37

Because	lesbian	relationships	don’t	conform	to	traditional	gender	roles	as
much	as	heterosexual	relationships	do,	they	offer	an	example	of	what	happens
in	 an	 egalitarian	 situation.	 It’s	 impossible	 to	 decide	 that	 the	 person	 with	 the
penis	must	 take	out	 the	garbage,	change	 the	oil	 in	 the	car,	and	mow	the	 lawn
when	there	is	no	person	with	a	penis.	Psychologists	who	conduct	therapy	with
lesbian	couples	find	them	to	operate	more	as	equals	than	heterosexual	couples:
they	share	power,	decision-making,	and	household	responsibilities	more.38

This	shows	that	there	are	very	strong	social	and	relational	components	to
how	 premenstrual	 changes	 are	 experienced	 and	 interpreted.	 Women	 are	 not
raised	 to	 think	 anything	 a	 girl	 does	 is	weak	 or	 lame	 or	 disgusting.	 So	 these
attitudes,	 which	 men	 typically	 do	 learn,	 don’t	 come	 into	 play	 in	 a	 lesbian
relationship.	 This	 takes	 away	 the	 imperative	 to	 label	 any	 mood	 changes	 a
woman	has,	for	whatever	reason,	as	irrational	and	invalid.

Blaming	Biology	is	Easy,	Taking	Responsibility	is	Hard
Socially,	PMS	makes	it	easy	to	minimize	and	invalidate	women’s	concerns	and
opinions.	And	women	have	also	reaped	some	benefits	from	wielding	the	PMS
myth.	We	have	been	able	 to	 lose	emotional	control,	express	anger,	complain,
and	 be	 excused	 from	 domestic	 responsibilities—without	 losing	 the	 title	 of
Good	 Woman.	 Women	 are	 not	 held	 responsible	 for	 these	 temporary	 trips
outside	 of	 acceptable	 feminine	 behavior	 because	 PMS	 provides	 an
unavoidable,	 biological	 explanation.	 However,	 these	 are	 short-term	 benefits



that	come	with	many	costs,	which	I	will	share	in	detail	in	chapter	11.	First,	I’ll
take	a	look	at	the	myths	and	truths	about	another	time	when	women	are	thought
to	be	caught	in	a	hormonal	maelstrom:	during	the	nine	months	of	pregnancy.



Chapter	4

The	“Significantly”	Impaired	Preggo

The	first	 time	I	was	pregnant,	 I	was	amazed	at	how	the	world	opened	up	 to
me	with	thoughtfulness	and	generosity.	Once	my	belly	was	protruding	for	all
to	see,	people	were	careful	and	gentle	with	me:	giving	me	the	front	seat	in	the
car,	making	sure	I	had	enough	to	eat,	carrying	things	for	me.	There	was	a	great
sense	 of	 tribal	 protection	 over	 me;	 as	 if	 a	 primal	 impulse	 was	 activated	 to
ensure	the	reproduction	of	our	species.

This	also	came	with	the	belief	that	I	wasn’t	able	to	take	care	of	myself.	The
assumption	extends	to	all	pregnant	women:	when	a	coworker	was	pregnant	and
we	were	hit	with	a	nor ’easter	 snowstorm,	her	husband	decided	 it	was	best	 to
come	 pick	 her	 up.	 He	 didn’t	 think	 she	 could	make	 it	 home	 by	 herself,	 even
though	she	lived	close	to	the	office	and	her	car	was	already	at	work.	Somehow,
pregnancy	had	sucked	the	driving	skills	out	of	her.

Along	with	treating	a	pregnant	woman	as	precious	cargo	comes	the	attitude
that	she	 is	no	 longer	capable;	she	 just	won’t	 function,	 think,	and	feel	 like	she
used	to.	It’s	as	if	we	believe	that	being	pregnant	is	too	much	for	her	to	bear,	and
that	all	other	faculties	suffer	as	a	result.

The	Forgetful,	Disorganized	Pregnant	Woman
Studies	 show	 that	 both	 men	 and	 women	 commonly	 believe	 that	 cognitive
abilities,	 like	 memory	 and	 problem	 solving,	 suffer	 because	 of	 pregnancy.
Pregnant	 women	 are	 portrayed	 in	 popular	 media	 as	 flighty	 and	 foggy.	 In	 a
2011	episode	of	the	sitcom	How	I	Met	Your	Mother,	Lily	becomes	pregnant	and
develops	“pregnancy	brain.”	She	puts	her	keys	in	the	freezer	and	ice	cubes	in
her	pocketbook,	and	 in	a	 restaurant	 texts	Robin	 to	get	directions	 for	 the	way
back	 from	 the	 bathroom.	 Robin	 tells	 Lily’s	 husband,	 Marshall,	 that	 Lily’s
“brain	is	in	a	cocktail	of	hormones,	mood	swings,	and	nesting	instincts,”	and
that	 she	 can’t	 be	 trusted	 to	make	 any	major	 life	 decisions.1	 Another	 popular
show,	Modern	Family,	also	aired	a	“pregnancy	brain”	episode.	When	pregnant,
Gloria	is	similarly	scatterbrained:	she	puts	soap	in	the	refrigerator	and	butter
in	the	shower.	Her	husband,	Jay,	refers	to	her	as	the	“stupid	pregnant	lady”	and



later	 in	 the	 episode	 she	 tries	 to	 get	 out	 of	 a	 moving	 car.2	 It’s	 clear	 that
pregnancy	has	made	these	women	loopy,	forgetful,	and	lacking	in	judgment.

Pregnancy	guides	like	the	widely	read,	longtime	bestseller	What	to	Expect
When	You	Are	Expecting	 reinforce	 this	by	warning	women	of	 their	 inevitable
decline	 by	 stating	 that	 hormonal	 changes	 in	 pregnancy	 make	 even	 the	 most
organized	woman	a	mess,	 unable	 to	 cope	with	 complicated	 issues.3	 In	 recent
decades,	 pregnancy	 guides	 have	 become	 the	 most	 influential	 source	 for
establishing	 the	 “normal”	 pregnancy	 experience	 because	 we	 no	 longer	 live,
day	 in	 and	 day	 out,	 among	 generations	 of	 women.	 Pregnancy	 feels	 like	 a
mystery,	 so	 these	 guidebooks	 have	 become	 go-to	 sources	 for	 information.4
And	they	unequivocally	tell	pregnant	women	to	expect	cognitive	instability.

Many	 studies	 have	 been	 done	 to	 see	 whether	 this	 is	 true	 or	 not,	 and	 the
results	are	far	from	conclusive:	some	studies	find	differences	and	some	don’t.
A	review	of	 this	 research	reported	 that	of	eight	studies	comparing	 the	verbal
recall	of	pregnant	and	nonpregnant	women,	three	found	that	pregnant	women
could	not	remember	verbal	content	as	well	as	nonpregnant	women,	two	studies
found	 that	 pregnant	 women	 performed	 better,	 and	 three	 studies	 found	 no
difference.	When	 deficits	were	 found	 in	 pregnant	women	 on	 tasks	 involving
verbal	 recall	 and	other	kinds	of	memory,	 they	were	by	very	 small	margins.5
Research	on	the	ability	to	stay	focused	and	not	get	distracted	also	shows	little
consistent	evidence	of	a	pregnancy	effect.	Several	studies	found	no	difference
between	 pregnant	 women	 and	 nonpregnant	 women.6	 When	 differences	 have
been	 found,	 they	 have	 been	 very	 specific;	 for	 example,	 in	 a	 study	 on
maintaining	visual	focus	pregnant	women	performed	worse	than	nonpregnant
women	 at	 thirty-six	 weeks	 of	 pregnancy—but	 not	 at	 fourteen,	 seventeen,
twenty-nine,	or	thirty-two	weeks.7

Although	 many	 pregnant	 women	 say	 they	 feel	 like	 their	 abilities	 to
remember	and	stay	 focused	are	 impaired,	 research	doesn’t	 support	 the	actual
existence	 of	 a	 meaningful	 decline.	 As	 for	 blaming	 this	 experience	 on
hormones,	an	important	aspect	of	all	the	research	is	that	it	shows	no	consistent
evidence	 that	 hormonal	 changes	 during	 pregnancy	 influence	 women’s
cognitive	abilities.8	So	even	if	pregnancy	causes	small	changes	in	memory	and
organizational	thinking,	research	does	not	support	using	hormones	to	explain
this	difference.9

The	Weeping,	Raging	Pregnant	Woman



Most	 people	 also	 think	 that	 pregnant	 women	 are	 in	 a	 constant	 state	 of
emotional	 flux,	weeping	 then	 raging—without	 reason.	The	 Internet	 is	 full	 of
websites	that	attest	the	stereotype	of	the	deranged	pregnant	woman.	Whether	a
blog	on	the	Huffington	Post	declares	“It’s	Official:	Pregnancy	Does	Make	You
Crazy,”	 or	 forum	websites	 like	Reddit	 host	 discussions	 under	 headings	 like,
“Help!	My	pregnant	wife	is	driving	me	crazy,”	pregnant	women	are	presented
as	 emotional	 pinballs	 that	 ricochet	 off	 one	mood	 into	 another.	 These	 stories
also	stress	that	it	is	all	out	of	a	woman’s	control	because	of	her	hormones,	and
that	the	people	in	her	life	better	just	buckle	up	and	deal	with	it.

What	 to	Expect	When	You’re	Expecting	 features	 a	monthly	 description	 of
how	 a	 pregnant	 woman	 is	 likely	 to	 feel,	 physically	 and	 emotionally.	Month
after	 month,	 women	 are	 warned	 about	 “mood	 swings,	 irritability,	 and
irrationality”	 because	 of	 those	 pesky	 hormones.10	 The	 cheekier	Girlfriends’
Guide	to	Pregnancy	presents	pregnancy	“insanity”	as	a	given,	even	suggesting
that	“feeling	 like	you	are	 losing	your	mind”	 is	one	 telltale	sign	 that	 there’s	a
bun	in	your	oven.	The	author	recounts	several	violent	outbursts	from	her	own
pregnancy,	like	grabbing	the	wheel	from	her	husband	while	he	was	driving	and
throwing	a	book	at	his	head—presenting	this	behavior	as	normal.	And	for	the
woman	tempted	to	suspect	her	bad	mood	may	actually	be	caused	by	someone
or	 something	 else,	 the	 author	 explains	 that	 a	 pregnant	woman	 simply	 cannot
trust	herself.	“As	convinced	as	you	may	be	of	your	rationality	and	of	everyone
else’s	irrationality,”	she	warns,	“you	really	are	not	normal,	and	you	should	just
accept	it	and	allow	for	it.”11

So	is	it	true?	Do	women’s	hormones	rise	and	jump	around	like	popcorn	in
the	microwave?	Sort	of.	And	do	they	result	in	extreme	emotions?	Yes	and	no—
but	the	answer	is	more	“no”	than	“yes.”

The	Actual	Hormonal	Influence
The	 major	 hormones	 involved	 with	 pregnancy	 are	 human	 chorionic
gonadotropin	 (hCG),	 progesterone,	 and	 estrogen.	 These	 hormones	 are
amazing	 chemicals	 that	 regulate	 a	 number	 of	 functions,	 providing	 for	 the
health	of	 the	mother	 and	 the	development	of	 a	 fetus.	What	 turns	on	a	body’s
pregnancy	switch	is	hGC,	which	initiates	all	kinds	of	processes	that	establish	a
healthy	 pregnancy.	 It	 encourages	 the	 empty	 follicle	 left	 after	 fertilization	 to
produce	 estrogen	 and	 progesterone	 for	 the	 first	 several	 weeks	 until	 the
placenta	develops	and	takes	over	that	job;	it	also	helps	keep	the	conditions	of



the	 uterine	 lining	 optimal	 for	 early	 development.	 In	 the	 first	 ten	 weeks	 of
pregnancy,	the	hCG	level	escalates	and	doubles	every	day.	It	plateaus	at	about
twelve	weeks	 and	 then	 slowly	 reduces	 by	 80	 percent	 so	 that	 in	 the	 twentieth
week	it	reaches	a	level	that	stays	steady	until	delivery.12

On	 the	 other	 hand,	 progesterone	 and	 estrogen	 production	 start	 slowly,
gradually	 increase	 throughout	 pregnancy,	 and	 peak	 with	 delivery	 at	 levels
about	ten	times	higher	than	they	were	in	the	beginning.	Progesterone	keeps	the
uterus	 relaxed	and	contributes	nutrition	 toward	sustaining	 the	embryo.	 It	also
enables	the	development	of	the	fetus	and	helps	activate	estrogen	to	prepare	the
mother ’s	breasts	for	nursing.	Estrogen	is	responsible	for	her	increased	blood
volume,	weight	 gain,	 enlargement	 of	 the	 uterus,	 growth	 of	 breast	 ducts,	 and
relaxation	of	the	pelvic	ligaments—which	makes	it	easier,	relatively	speaking,
to	deliver	the	baby.13

Overall,	 in	early	pregnancy	there	is	a	rapid	increase	in	hCG,	but	after	the
twelfth	 week	 it	 settles	 down.	 The	 production	 of	 progesterone	 and	 estrogen
increase	substantially,	but	at	a	fairly	steady	rate.	So	does	the	high	production	of
these	hormones	cause	pregnant	women	 to	become	unreasonable,	emotionally
erratic,	and	forgetful,	like	the	hormone	myth	says?

Psychologists	widely	agree	 that	despite	 the	hormonal	changes,	pregnancy
is	a	time	of	particularly	good	mental	health.	Pregnant	women	aren’t	any	more
likely	to	develop	depression	or	anxiety	disorders	than	nonpregnant	women.	In
fact,	 pregnant	women	 are	 actually	 less	 likely	 to	 be	 admitted	 to	 a	 psychiatric
hospital,	attempt	suicide,	or	suffer	from	panic	disorders	compared	to	women
who	aren’t	pregnant.14 	While	some	women	do	describe	their	emotions	during
pregnancy	 as	 more	 fragile	 and	 changeable,	 the	 emotions	 expressed	 by	 the
majority	of	pregnant	women	stay	within	the	normal	range	of	human	behavior.
Throughout	 the	 nine	 months,	 most	 women	 experience	 a	 stable	 emotional
state.15

If	 it’s	 clear	 that	 the	 majority	 of	 women	 cope	 well	 with	 pregnancy,	 what
explains	the	emotional	difficulties	that	a	minority	of	women	have?	It’s	unlikely
to	 be	 hormones,	 because	 if	 increased	 levels	 of	 hCG,	 progesterone,	 and
estrogen	 truly	 caused	 emotional	 disorders,	 everyone	would	 experience	 them
simply	because	levels	of	hormones	go	up	in	all	pregnant	women.

Other	Reasons	for	Upset
Psychologists	 have	 found	 that	 predictors	 of	 a	 women’s	 psychological	 well-



being	during	pregnancy	 are:	 her	 physical	 reaction	 to	 pregnancy,	whether	 the
pregnancy	was	planned,	the	quality	of	her	relationship	to	the	baby’s	father,	and
her	economic	status.16	 It’s	 easy	 to	 imagine	 the	 contentedness	of	 a	 financially
secure	woman	who	physically	 feels	great	during	a	pregnancy	she	planned	as
part	 of	 a	 supportive,	 stable	 relationship	with	 the	 baby’s	 father.	 Similarly,	we
can	imagine	the	distress	of	a	woman	just	barely	making	rent,	who	is	vomiting
daily	 from	a	pregnancy	 that	came	at	a	 time	 in	her	 life	when	she’s	 struggling
and	occurred	in	a	conflict-filled	relationship	with	the	baby’s	father.

Throughout	 the	nine	months	of	gestation,	common	concerns	do	come	up
that	 reflect	 a	 rational	 mind-set	 trying	 to	 cope	 in	 response	 to	 a	 major	 life
transition.	The	extent	of	upset	a	mother-to-be	feels	strongly	relates	to	the	way
she	responds	to	the	following	changes	that	come	with	pregnancy.

What’s	Happening	to	My	Body?

Most	American	women	don’t	grow	up	with	generations	of	pregnant	women
all	 around	 them.	With	 family	 size	 shrinking,	 women	 don’t	 remember	 when
their	mothers	or	aunts	were	pregnant,	since	they	were	likely	to	have	been	small
children	at	the	time.	Generations	don’t	overlap	anymore;	a	hundred	years	ago
it	wouldn’t	be	unusual	 for	a	 fifteen-year-old	girl	 to	witness	 the	pregnancy	of
her	forty-year-old	mother	and	her	twenty-year-old	sister	at	the	same	time—as
well	 as	 the	 pregnancies	 of	 aunts	 and	 female	 cousins	who	were	 likely	 to	 live
nearby.	 Nowadays,	 many	 women	 step	 into	 pregnancy	 not	 knowing	 what
physical	symptoms	are	normal	and	which	are	medically	concerning.	With	no
idea	 how	 to	 interpret	 symptoms	 like	 nausea,	 spotting,	 fatigue,	 or	 painful
breasts,	it’s	no	wonder	women	worry.

What’s	Happening	to	My	Appearance?

Pregnancy	 brings	 an	 unavoidable	 big	 belly:	 since	 all	 of	 our	 organs	 are
tightly	tucked	in	there,	when	a	baby	starts	growing	it	inevitably	sticks	out.	And
that	is	the	complete	opposite	of	the	Western	ideal	of	beauty.	The	social	pressure
for	women	 to	be	 thin,	especially	 in	 the	abdominal	area,	 is	unrelenting—even
during	pregnancy,	even	though	there	is	absolutely	nothing	a	pregnant	woman
can	 do	 about	 it.	 You	 just	 can’t	 suck	 in	 a	 pregnant	 belly.	 Some	 women	 feel
positive	about	their	bodily	changes	and	see	pregnancy	as	one	of	the	few	times
in	 their	 lives	 when	 they	 don’t	 have	 to	 be	 concerned	 about	 their	 weight.	 But
other	 women	 become	 dissatisfied	 with	 their	 bodies	 and	 feel	 fat	 and	 ugly,



especially	when	they	hear	comments	about	their	weight	from	others.17	I	am	a
short	woman	and	I	gained	thirty	pounds	during	my	first	pregnancy,	which	is	in
the	normal,	healthy	range.	But	apparently	the	extra	weight	made	me	look	like	a
large,	 round	 ball.	 I	 was	 asked	 many	 times	 if	 I	 was	 having	 twins,	 when	 I
definitely	was	not.	Left	to	my	own	devices,	I	was	okay	about	how	my	body	had
changed,	but	it	was	hard	to	keep	that	positivity	up	in	the	face	of	social	feedback
that	I	looked	HUGE.

What’s	Happening	to	My	Marriage?

Yes,	it’s	well-documented	that	satisfaction	in	marital	relationships	declines
after	 the	 birth	 of	 a	 first	 child.18	 Women	 often	 expect	 this	 and	 even	 see	 it
brewing	during	pregnancy.	While	the	initial	transition	from	having	no	children
to	being	a	parent	is	the	hardest,	additional	children	can	make	it	even	harder	to
maintain	 some	 kind	 of	 identity	 and	 satisfaction	 as	 a	 couple.	 Caring	 for	 a
newborn	 is	 a	 job	 that	 goes	 on	 twenty-four	 hours	 a	 day	 and	 consumes	 huge
amounts	 of	 emotional	 and	physical	 energies.	Pregnant	women	 tend	 to	worry
about	how	they	will	be	able	to	maintain	their	relationship	with	their	partner	in
the	midst	of	this.

What’s	Happening	to	My	Life?

Pregnancy	and	the	birth	of	a	baby	bring	massive	changes	to	a	woman’s	life.
Professionally,	she	may	not	know	how	her	pregnancy	will	be	received	at	work
or	how	it	will	impact	her	upward	movement.	If	she	has	morning	sickness	and
runs	 for	 the	 bathroom	 in	 the	 middle	 of	 a	 meeting,	 it	 doesn’t	 appear	 very
professional.	The	average	age	for	an	American	woman	to	become	a	mother	is
at	 an	 all-time	 high,	 especially	 for	 college-educated	 women.	 It’s	 likely	 that
much	of	their	identity	has	been	invested	in	establishing	themselves	as	capable
and	competent	 in	 the	workplace,	and	 there’s	nothing	 like	a	 first	baby	 to	strip
away	those	competent	feelings.	She	may	worry	about	how	she	will	cover	her
bills	 if	 her	 company	 doesn’t	 provide	 paid	 maternity	 leave,	 as	 most	 US
companies	don’t.	And	even	if	her	partner	says	that	he	is	committed	to	sharing
in	the	tasks	of	caring	for	the	baby,	she	may	wonder	whether	it	will	really	work
out	that	way.	Or	will	he,	 like	so	many	men,	revert	to	more	traditional	gender
roles	when	the	baby	comes?

These	challenges	can	feel	disruptive	and	do	affect	a	woman’s	mood.	Still,
there	 is	 so	 much	 evidence	 that	 pregnant	 women’s	 psychological	 states	 and



mental	abilities	stay	in	 the	normal	range.	So	why	do	we	believe	the	hormone
myth	more,	which	says	the	opposite	is	true?	A	look	at	the	establishment	of	the
“baby	brain”	myth	reveals	a	lot.

Flawed	Science	and	Bad	Reporting	Strike	Again
A	2014	article	in	The	Daily	Telegraph	defines	the	now-popular	concept	of	baby
brain	as	a	“pregnancy-induced	fog,”	in	which	many	women	claim	to	“become
more	 forgetful	 during	 pregnancy,	 oversensitive,	 and	 less	 able	 to	 focus	 on
logical	 tasks.”19	 This	 experience	 was	 thoroughly	 legitimized	 by	 the
profoundly	 inaccurate	 reporting	 of	 flawed	 research	 by	 popular	 news	 outlets.
Scholar	 Nicole	 Hurt	 uses	 rhetorical	 studies,	 feminist	 theory,	 and	 media
coverage	 of	 health	 research	 to	 understand	 how	 texts	 construct	 social	 norms
and	 behavior.	 She	 identified	 the	 widespread	 and	 harmful	 effects	 of	 the
misrepresentation	of	one	study,	which	solidified	our	belief	in	the	existence	of
baby	brain.20

“A	 Review	 of	 the	 Impact	 of	 Pregnancy	 on	 Memory	 Function”	 was
published	in	2007.	The	rationale	for	the	review	was	the	observation	that,	even
though	between	50	and	80	percent	of	pregnant	women	report	a	decline	in	their
cognitive	abilities	during	pregnancy,	 the	 research	measuring	women’s	actual
cognitive	 abilities	 while	 pregnant	 produce	 very	 mixed	 results,	 sometimes
finding	differences	and	sometimes	not.	Drawing	on	studies	 that	show	people,
in	 general,	 aren’t	 very	 good	 at	 estimating	 their	 cognitive	 abilities,	 the
researchers	 set	 out	 to	 examine	 the	most	 recent	 studies	 on	 pregnant	women’s
cognitive	 abilities	 to	 reach	 an	 overall	 conclusion	 about	 how	 one	 variable
influences	 another	 variable.	 They	 were	 careful	 to	 include	 only	 the
methodologically	 stronger	 studies	 that	 included	 a	 control	 group	 of
nonpregnant	women	as	they	examined	research	on	the	influence	of	pregnancy
on	seven	different	types	of	memory.21

When	researchers	statistically	measure	 the	relationship	of	one	variable	 to
another,	 their	 calculations	 produce	 a	 correlation,	 labeled	 as	 an	 “r	 value.”	 In
psychology,	an	r	value	of	0.1	 is	considered	a	small	effect,	0.3	has	a	medium
effect,	 and	 0.5	 and	 up	 indicates	 a	 large	 effect.22	 The	 researchers	 calculated
average	r	values	to	measure	the	effect	of	pregnancy	on	seven	different	types	of
memory.	 The	 results	 ranged	 from	 0.09—with	 pregnant	 women	 performing
marginally	 better	 than	 nonpregnant	 ones;	 to	 -0.26—showing	 that	 pregnant
women	 performed	 slightly	 worse	 than	 nonpregnant	 women.	 The	 overall	 r



value	 for	 the	 effect	 of	 pregnancy	 on	 all	 seven	 types	 of	 memory	 was	 -0.12.
What	this	means	is	that	pregnancy	has	a	very	small	negative	effect	on	memory.
It’s	 not	 an	 open	 question	 that	 the	 results	 convey	 a	 very	 small	 effect—
psychologists	have	used	these	guidelines	to	understand	study	data	for	decades.

However,	 the	 authors	 of	 this	 study	 didn’t	 describe	 the	 results	 of	 their
review	that	way.	Instead,	they	wrote,	“The	results	indicate	that	pregnant	women
are	significantly	impaired	on	some,	but	not	all,	measures	of	memory.”	I	added
the	italics	to	emphasize	the	word	“significantly,”	because	the	use	of	that	word
is	 essential	 to	 the	 interpretation	 of	 data.	 It	 is	 important	 to	 know	whether	 the
correlation	 found	 is	 “statistically	 significant,”	 which	 indicates	 at	 least	 95-
percent	 confidence	 that	 the	 differences	 found	 between	 groups	 reflect	 actual
differences,	rather	than	those	produced	by	chance.	While	the	overall	effect	of
pregnancy	 on	 memory	 was	 statistically	 significant,	 that	 doesn’t	 mean	 the
difference	 is	 “significant”	 in	 the	 way	 that	 word	 is	 used	 in	 common
conversation.	Commonly	used,	it	implies	something	meaningful	or	noteworthy
or	substantial.	Despite	the	difference	in	uses	of	this	word,	the	authors	used	it	to
imply	the	common	meaning.	Their	results	described	a	significant	impairment
and	they	suggested	that	their	findings	show	the	need	to	research	the	causes	and
“functional	consequences	of	pregnancy-related	memory	difficulties.”

What	 difficulties?	 This	 review	 found	 that	when	 they	 do	 exist,	 difficulties
with	memory	while	pregnant	are	very	small.	Therefore,	most	would	agree	that
studying	why	these	very	small	differences	exist	would	not	explain	much	about
the	psychological	experience	of	pregnancy.	The	study’s	conclusion	was	flawed.

A	Case	of	Mistaken	Fact
The	popular	press	 loves	 running	stories	 that	 frame	women’s	mental	 states	as
biologically	based.	And	did	they	ever	love	this	one.	The	review	was	reported
by	 television	 stations,	websites,	 and	 newspapers	 across	 the	United	 States	 and
the	 world,	 including	 in	 England,	 India,	 Australia,	 Sudan,	 and	 New	 Zealand.
Newspapers	 took	 the	 word	 “significant”	 and	 ran	 with	 it.	 They	 described	 the
study	 as	 revealing	 that	 “pregnant	women	 are	 significantly	 impaired,”	 or	 that
they	 are	 “considerably	 impaired,”	 and	 that	 pregnancy	 causes	 “considerable
memory	loss.”

Not	only	was	 the	result	presented	as	much	more	powerful	 than	 it	actually
was,	it	was	presented	as	a	final	confirmation	that	baby	brain	really	does	exist.
Headlines	 ran:	 “Baby	 Brain’s	 Not	 Myth,”	 “Baby	 Brain	 Myth	 Becomes	 a



Reality,”	and	the	definitive	“Pregnancy	Does	Cause	Memory	Loss.”	The	press
took	 the	 researchers’	 misrepresentation	 of	 data	 one	 step	 further,	 confusing
data,	 language,	 and	 fact	 to	 produce	 the	 most	 sensational	 story	 possible.
Effectively	putting	 the	 final	 screw	 in	 the	public’s	perception	of	 the	 reality	of
the	 forgetful	 pregnant	 woman,	 the	 press	 outright	 misreported	 an	 important
statistic	 presented	 in	 the	 review.	 At	 the	 opening	 of	 their	 study	 report,	 the
psychologists	 stated	 that	 previous	 studies	 indicated	 that	 between	 50	 and	 80
percent	of	pregnant	women	report	a	decline	in	their	cognitive	abilities,	with	the
further	 caveat	 that	 people	 are	 shown	 to	 be	 not	 very	 good	 at	 evaluating	 their
own	cognitive	abilities.	But	the	media	coverage	mistakenly	informed	the	public
that	 the	 study	 found	 an	 actual	 decline	 in	 the	 cognitive	 abilities	 of	 50	 to	 80
percent	 of	 pregnant	 women—and	 furthermore	 presented	 the	 statistic	 as	 if	 it
were	the	result	of	their	review	and	not	the	preamble.

These	 numbers	 sound	 convincing—even	 though	 they	 are	 completely
inaccurate.	Belief	in	baby	brain	as	a	real	phenomenon	was	cemented	in	popular
culture	because	we	thought	science	had	proved	it.	Since	then,	additional	studies
have	 attempted	 to	 overcome	 the	 myth.	 But	 the	 storyline	 is	 now	 too	 tight	 to
easily	unravel.

Blaming	Baby	Brain
When	 people	 believe	 that	 pregnant	 women	 are	 overemotional	 and	 flighty
because	of	their	hormones,	it	becomes	easy	to	decide	that	their	distresses	and
complaints	 can	 be	 simply	 ignored.	 The	 perceptions	 are	 that,	 if	 behavior	 is
caused	by	biology,	 there	 is	no	avoiding	it	and	no	need	to	 take	 it	seriously.	In
the	 same	 way	 women	 can	 be	 cut	 down	 by	 the	 PMS	 label,	 when	 pregnant
women’s	thoughts,	opinions,	and	actions	get	blamed	on	overactive	hormones,
they	 become	 devalued	 and	 lose	 credibility	 as	 rational	 human	 beings.	 In
relationships	and	the	workplace,	their	status	is	diminished.

When	a	pregnant	woman	becomes	angry	or	forgetful,	calling	it	baby	brain
also	delegitimizes	the	actual	cause.	It	excuses	others	from	having	to	deal	with
situational	issues	she	may	be	facing,	such	as	an	inflexible	corporate	culture	that
makes	being	pregnant	miserable	or	doing	the	majority	of	the	work	to	prepare
for	 the	baby.	 It	may	seem	like	all	a	pregnant	woman	has	 to	do	 is	gestate,	but
anyone	who	 has	 been	 a	mother-to-be	 knows	 there	 is	 plenty	 to	 do:	 educating
ourselves	 on	 pregnancy	 and	 newborn	 care,	 arranging	 for	 childcare	 after
maternity	leave,	negotiating	how	to	reintegrate	work	after	the	baby	comes,	and



buying	all	 the	myriad	products	needed.	Even	nowadays,	 it	 is	 still	most	 likely
that	 these	 responsibilities	 will	 be	 the	 woman’s,	 even	 though	 she	 and	 her
husband	probably	work	similar	hours.	The	hormone	myth	gives	a	 firm	basis
for	the	idea	that	a	woman’s	concerns	are	“all	in	her	head”—and	therefore	there
is	no	point	of	working	 toward,	or	even	supporting,	positive	change.	Because
these	signs	that	our	social	structures	still	have	a	very	gendered	nature	simply
gets	deflected.23

The	 many	 physical	 and	 social	 adjustments	 that	 pregnant	 women	 make
during	 this	 transitional	 time	 do	more	 to	 inspire	 strong	 emotional	 responses
than	 hormones.	 But	 expectations	 color	 everyone’s	 interpretation	 of	 their
behavior.	Authorities	on	all	levels,	from	websites	to	news	outlets,	inaccurately
reinforce	 the	perception	 that	hormones	make	women	emotionally	erratic	and
cognitively	 impaired—directly	 in	 the	 face	 of	 substantial	 scientific	 and
experiential	 evidence	 that	 for	 most	 women,	 this	 is	 not	 the	 case.	 Pregnant
women’s	mental	health	 is	not	only	 similar	 to	nonpregnant	women,	 they	even
appear	to	have	some	advantages.24

Cultural	myths	wield	 tremendous	 power,	 so	 just	 as	 an	 angry	woman	 one
week	before	her	period	will	 be	more	 likely	 to	 attribute	her	mood	 to	PMS,	 a
pregnant	woman	is	more	likely	to	attribute	an	emotional	outburst	or	forgetful
moment	 to	 elevated	hormones—even	 though	 it’s	much	more	probable	 that	 it
was	 caused	 by	 feelings	 of	 overwhelm	 and	 stress.	 But	 by	 dismissing	 her
experience,	 the	problems	 that	 are	upsetting	her	persist.	Now	 that	you	can	 see
the	myth,	let’s	explore	how	it	is	maintained,	as	the	employment,	medical	care,
and	social	interactions	of	pregnant	women	are	bound	up	in	it.



Chapter	5

A	Pregnant	Body	Rules	a	Woman

Women’s	reproductive	functions	are	generally	thought	to	be	so	animalistic
and	unrefined	that	any	evidence	of	them	has	historically	been	kept	private.	This
view	is	profoundly	evident	 in	 the	way	pregnancy	was	hidden.	From	medieval
through	 early	 twentieth	 centuries,	 middle-	 and	 upper-class	 sensibilities
required	a	pregnant	woman	who	was	showing	to	refrain	from	being	in	public.
Pregnancy	 was	 not	 a	 subject	 for	 polite	 conversation—a	 woman	 was	 not
pregnant,	she	was	in	“a	delicate	condition”	or	“the	family	way”—basically	in	a
shameful	state	because	she	was	being	ruled	by	her	body.

As	 a	 species,	we	 tend	 to	 relish	 a	 sense	 of	 superiority	 because	 rationality
allows	us	to	rise	above	our	bodies.	To	say	that	people	are	“acting	like	animals”
is	to	say	they	are	behaving	basely,	purely	from	instinct	and	biological	drive—
without	 the	 thoughtful	 reflectiveness	 and	 refinement	 that	 humans	 ideally
display.	Cultural	norms	about	sex,	eating,	and	taking	care	of	bodily	functions
exist	to	raise	us	above	nature,	providing	the	sense	of	having	a	higher	purpose
in	 the	 universe	 than	 animals	 do.1	 Consistently,	 women’s	 personalities	 and
behaviors	 have	 been	 associated	 with	 the	 body,	 while	 men’s	 have	 been
associated	 with	 the	 mind.	 People	 continue	 to	 see	 women	 as	 more	 intuitive,
emotional,	and	irrational	than	men—a	way	of	thinking	that	has	had	a	profound
influence	on	the	status	and	treatment	of	women	because	it	takes	us	further	away
from	the	human	ideal	of	rationality	and	mentally	driven	responses.2

So	 perpetuating	 the	 myth	 that	 rising	 hormones	 make	 pregnant	 women
irrational	and	incompetent	hurts	women	because	 it	positions	 them	closer	 to	a
biologically-driven,	 animal-like	 image.	 This	 deeply	 rooted	 connection
between	women	and	the	body	has,	culturally,	led	us	to	perceive	pregnancy	as	a
time	when	a	woman’s	body	rules	over	her	rationality	and	therefore,	we	need	to
approach	pregnancy	as	an	illness.

The	Medicalization	of	Pregnancy
In	 the	 centuries	 before	 there	 were	 physicians,	 women	 were	 the	 healers	 who
cared	for	other	women	when	sick,	 tended	them	throughout	 their	pregnancies,



and	 delivered	 their	 babies.	 The	 local	 wisewoman	 or	 midwife	 treated	 her
patients	using	herbs,	remedies,	and	knowledge	that	had	been	passed	down	over
the	generations.	This	knowledge	was	shared	among	women	in	an	open	network
of	collegiality.3

The	 shift	 away	 from	 seeing	 pregnancy	 as	 a	 normal	 bodily	 process	 to
thinking	of	 it	 as	 an	 illness	 that	 requires	medical	 treatment	began	 in	 the	early
1900s.	Obstetrics	as	a	medical	 specialty	 took	hold	 then,	 and	continues	 today,
with	 an	 ever-increasing	 number	 of	 interventions	 and	 tests.4	 This	 male-
dominated	medical	profession	was	a	result	of	the	scientific	revolution,	during
which	 it	 was	 determined	 that	 science—not	 folklore—was	 the	 best	 basis	 for
medical	 care.	 For	 these	 new	 male	 doctors,	 the	 best	 way	 to	 promote	 their
services	was	to	denigrate	the	folk	wisdom	of	midwives	and	to	ultimately	make
it	 illegal	 for	 them	 to	 practice	 medicine.	 One	 way	 that	 doctors	 distinguished
themselves	from	female	healers	was	to	practice	active	medicine,	also	known	as
“heroic	 medicine.”	 In	 the	 early	 days	 of	 the	 medical	 profession,	 doctors
prescribed	 treatments	 with	 dramatic	 effects,	 such	 as	 bloodletting	 and
purgatives—even	though	they	made	people	sicker,	not	better.5

This	 same	 mentality	 of	 active	 medicine	 inspired	 the	 medicalization	 of
normal	bodily	processes	 like	pregnancy.	To	 justify	 their	 superiority	over	 the
decidedly	 less	 interventionist	 approach	 of	 midwives,	 doctors	 reconceived
pregnancy	as	a	sickness	that	could	only	be	managed	with	the	expertise	of	a	man
of	science.	A	doctor	doesn’t	make	any	money	without	sick	people	to	treat	and
so,	 with	 pregnancy	 categorized	 as	 a	 threatening	 condition	 to	 be	managed,	 a
continuous	supply	of	“sick”	people	was	created.

An	 especially	 harmful	 result	 of	 this	mentality	 is	 that	 it	 changed	women’s
statuses	 as	 healers	 for	 each	 other.	 Pregnancy	 and	 childbirth	were	 previously
processes	of	female	cooperation:	the	midwife	and	close	female	relatives	taught
a	woman	what	to	expect	along	the	way,	how	to	manage	events,	and	then	helped
manage	 her	 household	 in	 late	 pregnancy	 and	 early	 postpartum.	 When
obstetricians	 took	 over,	 these	men	 became	 the	 authority	 and	 the	woman	was
required	 to	 take	 the	 role	 of	 unquestioning	 subordinate.6	 A	 woman’s
competence,	 to	 know	 her	 body	 and	 how	 to	 take	 care	 of	 it,	 was	 no	 longer
trusted.	This	model	of	doctor–patient	 relationships—particularly	male	doctor
to	female	patient—laid	the	groundwork	for	the	medical	field	to	label	women’s
hormones	 as	 the	 source	 of	 so	 much	 physical	 and	 emotional	 infirmity.	 The
understanding	was	that,	while	reproductive	processes	are	animalistic	and	have
their	own	rhythm,	only	the	doctor	understands	them	for	the	danger	they	pose—
and	can	tame	them.



Of	course,	there	have	been	some	undeniable	health	benefits	to	the	increased
use	of	medical	technology,	such	as	the	reduction	of	maternal	death	because	of
placenta	 previa—which	 is	 when	 the	 placenta	 covers	 the	 cervix,	 and	 ectopic
pregnancy—when	a	 fertilized	egg	 implants	 in	a	 fallopian	 tube	 rather	 than	 the
uterus.7	However,	the	medicalization	of	pregnancy	has	also	brought	excessive
medical	interventions	with	little	proven	benefit.	Like	the	useless	and	sometimes
expensive	“cures”	for	PMS,	the	hormone	myth’s	portrayal	of	the	female	body
as	 defective	 and	 in	 need	 of	 constant	monitoring	 has	 led	 to	 practices	 such	 as
performing	excessive	numbers	of	ultrasound	screenings.

“Just	a	Quick	Peek	to	Be	Sure	Everything’s	Okay”
When	 my	 friends	 and	 I	 were	 going	 through	 our	 pregnancies	 in	 the	 1990s,
getting	 the	 ultrasound	was	 exciting—even	 if	we	 could	 barely	 see	 our	 baby’s
shape	in	the	midst	of	dots.	These	days,	3D	ultrasounds	make	the	existence	of	a
baby	 within	 a	 pregnant	 woman’s	 stomach	 evermore	 real	 and	 tangible.	 For
many,	this	marks	the	beginning	of	the	love	affair	with	their	babies.	This	initial,
diagnostic	ultrasound	provides	medical	benefits	that	include	accurate	dating	of
the	pregnancy,	identification	of	the	exact	location	of	the	pregnancy	to	be	sure
it’s	 not	 ectopic,	 proving	 viability,	 recognizing	 multiple	 pregnancies,	 and
locating	the	placenta.8

In	the	initial	decades	after	this	technology	was	developed,	the	norm	was	to
perform	 one	 to	 two	 ultrasound	 screenings	 before	 delivery	 for	 all	 low-risk
pregnancies—and	that	remains	the	standard	today.9	But	in	practice,	something
changed	along	the	way.	Nowadays,	women	are	getting	many	more	ultrasounds
with	very	little,	if	any,	medical	cause.	In	2013,	doctors	performed	an	average
of	 four	 to	 five	 ultrasound	 screenings	 per	 pregnancy,10	 despite	 evidence	 that
doing	so	provides	no	additional	health	benefits	for	the	baby	or	mother.11

Yes,	women	enjoy	seeing	their	baby	in	utero,	but	there	are	serious	risks	to
excessive	screening.	Every	time	an	ultrasound	is	done,	there	is	a	risk	of	a	false
positive	 that	 reports	 abnormalities	 that	 are	 not	 there.	 This	 can	 trigger
unnecessary	additional	testing	and,	in	the	worst-case	scenario,	the	termination
of	 a	 pregnancy	 due	 to	 a	 misperception	 of	 an	 abnormality.	 Another	 risk	 is
reporting	 errors,	 such	 as	 inaccurate	 dating	 of	 the	 pregnancy	 or	 failure	 to
document	important	findings.	Basically,	the	more	times	a	test	is	performed,	the
more	 times	 these	 mistakes	 can	 happen.12	 The	 FDA	 has	 also	 warned	 that,
although	there	is	no	current	evidence	that	excessive	ultrasounds	harm	a	fetus,



the	 fact	 that	 the	 procedure	 can	 create	 vibrations	 and	 heating	 of	 fetal	 tissue
means	it	should	not	be	“regarded	as	completely	innocuous.”13

So	why	are	doctors	doing	so	many	ultrasounds?	There	are	several	reasons.
Some	 obstetricians	 have	 become	 very	 defensive	 in	 the	 way	 they	 practice
medicine,	 believing	 the	 more	 tests	 the	 better,	 because	 of	 the	 fear	 of	 getting
sued.14	Ob-gyns	pay	astronomical	malpractice	insurance	rates	because,	among
all	specialties,	they	have	one	of	the	highest	risks	of	being	sued	by	patients.	As	a
result,	 they	 are	 particularly	 diligent	 in	 testing	 to	 provide	 some	 protection	 if
there	 should	 be	 a	 negative	 outcome.	 Performing	 ultrasounds	 also	 makes
money:	once	a	physician	has	invested	in	a	machine	for	the	office,	it	has	to	be
paid	off;	when	it	 is,	 it	produces	considerable	revenue.	Also,	 in	a	day	and	age
when	 insurance	companies	provide	 lower	and	 lower	payments	 to	doctors	 for
patient	contact,	 income	 from	doing	 tests	can	help	make	up	 for	 that	 loss.	And
finally,	justification	for	excessive	screening	comes	from	the	central	tenet	of	the
hormone	myth:	that	all	female	reproductive	functions	are	dangerous	illnesses
that	can’t	happen	successfully	without	continuous	medical	evaluation.	Thinking
of	 pregnancy	 as	 a	 disrupting	 health	 challenge	 makes	 excessive	 evaluation
through	ultrasounds	seem	appropriate.

As	 you	 can	 see,	 not	 one	 of	 these	motivations	 has	 anything	 to	 do	 with	 a
woman’s	health	or	the	health	of	her	baby.

Policing	Pregnant	Bodies
The	suspicion	of	 the	 reproductive	process	 inherent	 in	 the	hormone	myth	has
fueled	 the	 idea	 that	 pregnancy	 is	 a	 sickness,	 which	 has	 led	 to	 another
consequence	 of	 medicalizing	 it:	 the	 surveillance	 of	 pregnant	 women.	 The
understanding	 is	 that	 a	 pregnant	 body	 is	 permanently	 at	 risk	 of	 danger,
requiring	a	woman’s	self-surveillance	and	the	surveillance	of	her	physician—
as	 well	 as	 anyone	 in	 her	 orbit.	 The	 combination	 of	 extensive	 medical
monitoring	 throughout	 pregnancy,	 unending	 pregnancy	 guide	 warnings	 like
“Don’t	eat	soft	cheese!,”	and	the	anxiety-provoking	information	on	the	Internet
has	created	a	cultural	perception	that	there	is	always	something	to	worry	about.
And	 the	best	way	a	woman	can	display	 that	 she	 is	 a	good	mother-to-be	 is	 to
worry	about	everything,	all	the	time.15

You	Better	Not	Do	This,	That,	and	the	Other	Thing



I	 remember	 participating	 in	 the	 “I’m-more-careful-than-you	 Olympics”
when	I	was	pregnant	the	same	time	a	friend	was.	When	I	noticed	her	drinking
hot	chocolate,	I	said,	“Did	you	know?	There’s	a	lot	of	caffeine	in	chocolate.”
When	she	noticed	me	eating	a	ham	sandwich,	she	said,	“I	would	never	eat	cold
cuts.	 The	 nitrates	 are	 bad	 for	 the	 baby.”	 In	 retrospect,	 it	 was	 ridiculous.	We
were	 healthy	women	who	didn’t	 drink	 or	 smoke	 and	 ate	 quite	 nutritiously—
who	eventually	did	have	perfectly	healthy	babies.	And	it	was	extremely	likely
that	 we	 would.	 But	 what	 was	 clear	 to	 us	 was	 that	 our	 attention	 to	 risk	 was
required,	no	matter	how	minute.

Many	well-known	“don’ts”	are	based	on	theoretical	risks,	with	little	or	no
evidence	to	back	them	up.	For	example,	pregnant	women	have	been	told	not	to
eat	sushi	for	fear	of	parasites.	But	there	is	actually	very	little	risk.	The	fish	used
for	 sushi	 is	 unlikely	 to	 have	 parasites	 and	 it	 is	 flash-frozen,	 killing	 the	 few
parasites	that	may	exist.	The	risk	of	food	poisoning	from	eating	sushi	is	one	in
two-million	servings,	whereas	the	risk	of	food	poisoning	from	eating	chicken
is	 one	 in	 25,000	 servings.16	 But	we’ve	 never	 been	 advised	 to	 restrict	 eating
chicken	while	pregnant,	which	shows	that	these	“don’ts”	can	be	nonsensical.

Debunking	 them	 is	 an	 aside;	maybe	 it’s	 not	 such	 a	big	deal	 that	 pregnant
women	don’t	 eat	 sushi	when	 they	 really	 could.	Better	 to	 be	 on	 the	 safe	 side,
right?	 The	 problem	 I’m	 pointing	 to	 is	 that	 this	 constant	 monitoring,	 which
women	are	supposed	to	do,	has	become	a	moral	responsibility.	It	implies	that	a
woman	can	have	 total	control	over	her	baby’s	health	and	safe	delivery	 if	she
just	 does	 everything	 right.	When	 the	 reality	 is:	 she	 can’t	 control	 everything
about	 her	 environment;	 even	 when	 she	 can,	 she	may	 be	 worrying	 about	 the
wrong	 things;	 and	 sometimes,	 without	 a	 knowable	 medical	 explanation,
pregnancies	 don’t	 go	well.	 In	 this	 situation,	 the	 hormone	myth	 hurts	women
because	 its	 assumption	 that	 women’s	 reproductive	 processes	 are	 inherently
illnesses	that	require	medical	treatment	erroneously	creates	the	expectation	that
this	 treatment	 is	 infallible,	 and	 it	 is	 therefore	within	 each	woman’s	 power	 to
produce	 a	 perfect	 pregnancy	 if	 she	 will	 only	 follow	 all	 the	 rules—both
reasonable	and	not	reasonable.

You	Actually	Should	Have…

The	 exaggeration	 and	misperception	 of	 risk	 also	 keeps	 pregnant	women
from	 doing	 things	 that	 would	 improve	 their	 health.17	 Doctors	 strongly	 urge
pregnant	women	to	be	vaccinated	for	the	flu,	however,	only	15	percent	comply.
There	 is	 solid	 evidence	 that	 maternal	 flu	 vaccination	 causes	 no	 negative



outcomes	for	the	fetus.	But	because	women	mistakenly	suspect	there	is	a	risk,
they	put	themselves	at	higher	risk	of	contracting	the	flu—which	is	more	likely
to	cause	severe	 illness	 in	pregnant	women	than	nonpregnant	women,	and	can
cause	preterm	labor	and	delivery.18

Some	women	with	severe	asthma	stop	using	their	medication	because	they
are	 worried	 about	 harm	 to	 the	 fetus.	 However,	 uncontrolled	 asthma	 is
associated	with	dangerous	repercussions	for	both	the	mother	and	the	fetus,	like
early	 miscarriage,	 uterine	 hemorrhage,	 prematurity,	 and	 low	 birthweight.
Studies	show	that	women	with	well-controlled	asthma	have	babies	that	are	just
as	 healthy	 as	 women	 without	 asthma.	 Still,	 the	 presumption	 of	 ever-present
danger	 keeps	 some	 women	 from	 using	 medication	 that	 is	 proven	 to	 be
beneficial.19

The	idea	that	pregnancy	creates	a	such	a	fragile	state	works	against	women
and	 ironically	keeps	 them	 from	doing	 things	 that	will	 actually	 improve	 their
health	and	the	health	of	the	baby.

You	Should	Find	Out	If…

The	 fear	 of	 any	 risk	 during	 pregnancy	 has	 also	 created	 a	 culture	 that
expects	women	to	test	fetuses	for	possible	genetic	problems.	At	first	this	may
seem	like	a	practice	that	gives	women	more	information	and	control	over	their
pregnancy,	but	the	control	to	do	what?	One	of	the	most	common	prenatal	tests
detects	 chromosomal	 disorders	 like	 Down	 syndrome,	 and	 if	 the	 genetic
anomalies	 associated	 with	 a	 disorder	 are	 found,	 a	 woman	 has	 only	 two
choices:	 abort	 the	 fetus	 or	 deliver	 a	 disabled	 child.	 There	 is	 no	 treatment
available.

The	 expectation	 of	 constant	 surveillance	 to	 ensure	 the	 production	 of	 a
perfect	 baby	 can	make	 it	 socially	 unacceptable	 for	 a	woman	 to	 have	 a	 baby
with	 a	 disability.	 Medical	 professionals,	 family,	 and	 friends	 may	 blame	 the
woman	 for	 allowing	 this	 child	 to	 be	 born,	 and	 therefore	 be	 less	 likely	 to
provide	 support.20	 A	 friend	 of	 mine	 had	 her	 first	 baby	 after	 thirty-five,	 the
usual	age	at	which	testing	for	Down	syndrome	becomes	routine	because	of	the
increased	risk.	She	declined	the	test,	because	she	was	okay	with	the	possibility
of	 raising	 a	 child	 with	 this	 disorder.	 Her	 doctor	 was	 incredulous,	 finding	 it
inconceivable	 that	 she	was	willing	 to	 take	 this	 risk,	 and	 pressured	 her	 to	 be
tested.	 The	 culture	 of	 surveillance	 and	 prenatal	 testing	worked	 to	 curtail	 her
autonomy,	rather	than	to	truly	give	her	choices.	It	was	only	with	her	resistance



to	this	culture	that	she	achieved	true	autonomy.
The	great	majority	of	pregnancies	brought	to	term	produce	healthy	babies.

Yet	 still,	 the	 hormone	 myth	 feeds	 on	 the	 idea	 that	 pregnancy	 is	 among	 the
dangerous	functions	that	women’s	bodies	perform.	So	with	everyone	assuming
that	pregnancy	is	a	time	rife	with	risk	and	that	it	requires	constant	vigilance	to
produce	 a	 perfect	 child,	 constant	 worrying	 seems	 like	 the	 only	 responsible
thing	to	do.	And	it	turns	out	that	with	pregnancy,	you	can	worry	yourself	and
your	baby	sick.

What	Really	Happens	When	Pregnant	Women	Worry
The	reality	is	that	worry	itself	is	the	true	threat.	We	all	experience	some	level
of	 stress	 in	 our	 daily	 lives,	 but	 stress	 overload	 during	 pregnancy	 is	 bad	 for
women	 and	 their	 babies.	 Research	 indicates	 that	 feeling	 stressed	 during
pregnancy	 is	very	common:	up	 to	78	percent	of	pregnant	women	experience
low	 to	moderate	 stress21	 and	 estimates	 for	 acute	 stress	 range	 from	 6	 to	 27
percent.	For	women,	acute	and	chronically	elevated	stress	during	pregnancy	is
related	 to	 feelings	 of	 anxiety	 and	 depression22	 and	 a	 higher	 rate	 of
miscarriage.23	It	is	also	associated	with	higher	incidences	of	low	birthweight,
preterm	birth,	and	congenital	defects	of	the	fetus.24

After	 delivery,	 the	 child	 of	 a	 mother	 who	 experienced	 acute	 or	 chronic
stress	 during	 pregnancy	 is	 at	 a	 higher	 risk	 for	 poor	 physical	 and	 mental
outcomes.	There	is	convincing	research	that	shows	a	mother ’s	stress-overload
during	 pregnancy	 is	 associated	 with	 her	 infant’s	 emotional	 and	 behavioral
problems,	 lower	 childhood	 IQ,	 and	 slightly	 higher	 risk	 for	 symptoms	 of
ADHD.	Physically,	children	are	more	likely	to	suffer	from	infections,	insulin
resistance,	and	a	variety	of	diseases.25

Feeling	stressed	has	a	very	real	impact	on	a	pregnant	woman’s	health	and
that	of	her	baby—and	the	hypermedicalized	approach	to	pregnancy	that	I	have
described	 throughout	 this	 chapter	 compounds	 the	 harming	 experiences	 of
worry	and	stress.

A	Return	to	Perceiving	Reproduction	as	Natural
Are	there	other	ways	to	think	about,	and	care	for,	pregnant	women	that	cause
less	stress	and	therefore	less	harm?	One	subculture	that	sees	reproduction	as	a



natural	 process	 in	 need	 of	 little	 intervention	 is	 the	 midwifery	model,	 which
offers	 some	 compelling—and	 substantial—differences	 from	 the	medicalized
and	risk-oriented	model	of	modern	obstetrics.26	A	certified	midwife	and	also	a
nurse-midwife	will	initiate	care	with	the	assumption	that	every	woman’s	body
is	 capable	 of	 maintaining	 a	 healthy	 pregnancy.	 There	 is	 continuity	 when	 a
midwife	provides	prenatal	care,	as	the	pregnant	woman	sees	the	same	midwife
for	 every	 visit.	 The	 relationship	 that	 results	 makes	 it	 more	 likely	 that	 the
pregnant	woman	is	seen	as	whole	person,	rather	than	a	list	of	risks	to	manage.
A	 midwifes	 generally	 charges	 one	 fee	 for	 prenatal	 care	 and	 the	 delivery,
resulting	in	visits	that	aren’t	as	time-limited	as	doctor	appointments,	which	are
scheduled	so	the	most	patients	can	be	seen	in	as	short	a	time	span	as	possible.
This	makes	 it	possible	 for	 the	midwife	 to	address	a	woman’s	concerns	about
her	 pregnancy,	 delivery,	 and	 postpartum	 life	 as	 they	 come	 up,	 as	 well	 as	 to
teach	her	about	future	issues,	like	breastfeeding	and	caring	for	a	newborn.	This
all	 creates	 a	 different	 environment	 for	 a	 pregnant	 woman,	 as	 it	 trusts	 her
body’s	 capability	 and	 facilitates	 the	 transition	 from	 mother-to-be	 to	 mother
with	no	hysteria	or	extreme	focus	on	risk.

Can	 this	 be	 safe	 for	women?	 It	 already	 is.	A	 thorough	 review	of	 thirteen
randomized	 controlled	 studies	 comparing	 more	 than	 16,000	 women	 who
received	care	from	a	midwife	or	an	obstetrician	found	no	differences	in	their
safety.	 In	 fact,	 women	who	were	 under	 a	midwife’s	 care,	 prenatally	 and	 for
delivery,	were	 less	 likely	 to	miscarry	before	 twenty-four	weeks	and	also	 less
likely	 to	 have	 a	 preterm	 birth.27	 Women	 who	 did	 develop	 high-risk
pregnancies,	 with	 issues	 like	 placenta	 previa	 or	 gestational	 diabetes,	 were
referred	to	a	physician’s	care.

Yet	only	9	percent	of	American	women	get	their	prenatal	and	delivery	care
from	a	midwife.28	Why	 not	more?	Because	 the	 power	 of	 the	 hormone	myth
maintains	 the	 imperative	 that	 all	 reproductive	 events	 need	 to	 be	 exhaustively
managed.	If	a	woman	doesn’t	utilize	the	medical	system	at	its	highest	level,	the
myth	says	she	is	irresponsible—despite	some	very	convincing	science	that	tells
us	otherwise.

The	Many	Stigmas	of	Showing	at	Work
In	terms	of	health	care,	thinking	of	pregnancy	as	a	sickness	evokes	responses
of	surveillance	and	worry,	and	in	the	workplace	it	conveys	an	aura	of	delicate
femininity	and	incompetence.	I’m	sure	you’ve	either	seen,	or	been,	a	pregnant



woman	at	work—which	is	no	surprise	since	about	75	percent	of	women	will	be
employed	while	pregnant.29	Unfortunately,	 it	does	change	 the	way	employers
and	colleagues	think	about	a	woman—and	not	for	the	better.	Our	cultural	belief
in	 the	 emotional	 instability	 and	 cognitive	 deficit	 of	 pregnant	women	 lead	 to
discriminations	against	them	in	the	workplace	that	are	tangible.	The	hormone
myth	 promotes	 the	 stereotype	 of	 pregnant	 women	 as	 overemotional,	 which
many	believe	 is	 incompatible	with	competent	 leadership.30	 Psychologists	 and
business	 analysts	 have	 reported	 the	 following	ways	 in	which	 pregnancy	 is	 a
stigma	that	women	must	negotiate	at	work.31

The	Height	of	Femininity	Bombs	at	Work

The	unavoidable,	visual	evidence	of	pregnancy,	a	protruding	belly,	invokes
the	 stereotype	 of	 a	 traditional	 female	 and	 a	 traditional	 role.	 What	 could	 be
more	 emblematic	 of	 womanhood	 than	 a	 pregnant	 female?	 She	 must	 be
nurturing,	 warm,	 emotional,	 and	 committed	 to	 home	 and	 family.	 Her
impending	 motherhood	 calls	 forth	 one	 of	 the	 central	 qualities	 of	 a	 good
woman—that	 she	 is	 always	 available,	 emotionally	 and	 physically,	 to	 her
family.32

These	qualities	are	problematic	in	the	context	of	the	workplace	because	the
ideal	employee	is	completely	different:	always	available,	not	to	her	family,	but
to	her	employer.	She	doesn’t	bring	family	concerns	or	other	outside	matters	to
work	and	demonstrates	her	commitment	to	the	company	by	cheerfully	working
countless	 hours.33	 And	 especially	 in	 management	 positions,	 she	 must	 have
characteristics	 that	 reflect	 traditional	 male	 stereotypes,	 such	 as	 being	 active,
confident,	rational,	and	assertive.34	The	inevitable	conflict	between	these	ideals
creates	 irreconcilable	 conditions	 for	 her	 employer,	 boss,	 and	 colleagues	 to
navigate	within.

Conflicted	Feelings	Surface	in	Others

Thinking	about	an	employee	in	entirely	feminine	terms	renders	her	unfit	to
work	 in	 any	 setting	 outside	 the	 home.	 When	 people	 discern	 a	 lack	 of	 fit
between	a	person’s	perceived	ability	and	 job	 requirements,	 their	 expectations
of	 failure	 increase.35	 A	 pregnant	woman	 in	 the	workplace	may	 also	 activate
others’	conflicted	feelings	about	whether	mothers	should	work	at	all.	Despite
the	facts	that	maintaining	a	middle-class	lifestyle	most	commonly	requires	the



paid	labor	of	both	spouses,	that	poor	mothers	have	always	worked,	and	that	the
majority	 of	 mothers	 currently	 are	 employed,	 we	 still	 hear	 about	 “mommy
wars”	and	the	debate	over	whether	mothers	should	leave	their	children	to	work
or	not.	Those	in	the	office	who	subscribe	to	traditional	gender	roles	may	judge
a	working	mother-to-be	harshly	because	she	represents	a	violation	of	mother-
as-homemaker	role.36

“She	Won’t	Come	Back”

At	 the	 same	 time,	 colleagues	 may	 be	 resentful	 because	 they	 assume	 a
pregnant	woman	won’t	return	to	work	after	 the	birth	of	 the	baby.37	 In	 reality,
about	75	percent	of	pregnant	women	return	to	their	jobs,38	but	coworkers	and
supervisors	 commonly	 believe	 they	 won’t.39	 This	 can	 make	 them	 feel	 that
discrimination	against	pregnant	workers	is	legitimate.	The	result	is	that	being
committed	to	her	job	doesn’t	actually	do	anything	for	a	pregnant	woman—as
her	boss	and	colleagues	simply	won’t	believe	her.

This	is	beyond	unfair.	What	does	a	woman	have	to	do	to	convince	people
that	 she	 is	 coming	 back?	 Take	 out	 an	 ad?	 Perform	 hypnosis?	 Prejudice	 and
outright	discrimination	 thrive	because	people	can’t	get	 the	 idea	 that	pregnant
women	are	the	same	competent	and	dedicated	employees	they	were	before	they
got	pregnant.

Continually	Questioned	Competence

Studies	examining	the	treatment	of	pregnant	women	in	the	workplace	have
found	that	interviewers	treat	pregnant	women	applying	for	a	job	more	rudely
than	 nonpregnant	 women,	 especially	 if	 they	 are	 applying	 for	 a	 traditionally
perceived	male	 job,	 like	engineer	or	auto	mechanic.40	Throughout	 the	whole
employment	experience,	from	interviewing	to	evaluating	to	firing,	coworkers
and	 supervisors	 treat	 pregnant	 women	 differently	 and	 their	 competence	 is
doubted.	 Two	 different	 studies	 had	 participants	 watch	 videos	 of	 working
women	and	evaluate	them.	The	pregnant	women	were	evaluated	as	less	capable
and	less	appropriate	for	promotion.41	Study	participants	were	also	less	 likely
to	recommend	hiring	a	pregnant	woman	than	a	nonpregnant	woman.42

The	Hormone	Myth	Fuels	Illegal	Discrimination	Practices



Just	 seeing	 a	 woman	 with	 a	 pregnant	 belly	 seems	 to	 bring	 on	 feelings	 and
actions	 that	 hurt	 women	 at	 work—and	 that	 are	 illegal	 under	 United	 States
employment	 discrimination	 laws.	One	 recent	 example	 is	 the	 case	 of	Mallory
Barker,	an	arts	and	crafts	instructor	at	a	Wisconsin	private	school.	Barker	had
been	 employed	 at	 the	 school	 without	 incident	 for	 two	months,	 but	 two	 days
after	her	boss	found	out	she	was	pregnant,	she	received	a	voicemail	telling	her
she	was	being	 let	go	because	 it	 “just	wasn’t	working	out.”43	She	 submitted	a
complaint	to	the	Equal	Employment	Opportunity	Commission	(EEOC),	which
sued	 the	 school	 for	 pregnancy	discrimination	on	her	 behalf.	 In	March	2013,
the	presiding	judge	ruled	that	Barker	had	been	discriminated	against,	and	that
the	school	owed	her	back	pay.	The	school	also	agreed	to	train	its	employees,
managers,	 and	 supervisors	 in	 employee	 rights,	 as	 well	 as	 how	 to	 avoid
pregnancy	discrimination.44

EEOC	 statistics	 confirm	 that	 discrimination	 due	 to	 pregnancy	 is	 not
unusual.	 Lawsuits	 are	 filed	 throughout	many	 industries,	 including	 education,
social	 services,	manufacturing,	 legal,	and	 real	estate,	and	by	women	 in	high-
and	 low-status	 positions.	 Violations	 include	 “refusing	 to	 hire,	 failing	 to
promote,	 demoting,	 or	 firing	 pregnant	 workers	 after	 learning	 they	 are
pregnant”	 and	 retaliating	 against	 anyone	 who	 complains	 about	 pregnancy
discrimination.45

This	kind	of	discrimination,	whether	reported	or	not,	contributes	to	making
gender-based	income	inequality	so	persistent.	It’s	not	because	women	don’t	do
the	 same	work	 as	men,	 but	 because	 of	 the	myth	 that	 they	 can’t	 do	 the	 same
work	due	to	their	ability	to	reproduce.

Pretending	No	Accommodation	Is	Needed
Pregnant	women	know	how	pregnancy	can	hurt	their	careers.	Many	hesitate	to
inform	employers	and	colleagues	of	a	pregnancy	because	they	fear	being	seen
as	 incompetent	 or	 uncommitted.	 In	 interviews	with	women	who	 had	worked
during	 pregnancy,	 80	 percent	 saw	 their	 pregnancies	 as	 a	 potential	 threat	 to
their	professional	image.

A	 common	 strategy	 they	 reported	 using	 to	 manage	 their	 image	 was	 to
maintain	 the	 same	 level	 of	 hours	 and	 output,	 which	 was	 not	 a	 problem	 for
women	with	an	“easy	pregnancy”	but	 required	more	effort	 for	 those	dealing
with	 morning	 sickness	 or	 exhaustion.	 They	 also	 purposely	 refrained	 from
asking	 coworkers	 or	 supervisors	 for	 any	 special	 accommodations.	 These



women	minimized	the	amount	of	time	missed	for	doctor	visits,	refused	to	ask
for	help,	declined	all	offers	of	help,	and	accepted	assignments	involving	travel
—even	when	it	was	difficult.	Trudging	through	airports	and	being	wedged	into
an	airplane	seat	for	hours	can	be	trying	for	the	fittest	of	people,	but	pregnant
women	may	do	this	while	getting	nauseous	or	carrying	an	extra	twenty	pounds
around.	Some	women	reported	working	even	harder	 than	usual	 to	emphasize
their	dedication,	 and	a	 small	minority	even	decided	 to	 take	 shorter	maternity
leaves	 than	was	permitted.	 In	a	couple	of	extreme	cases,	women	chose	not	 to
follow	their	doctors’	orders	to	cut	back	on	work,	for	fear	of	a	poor	evaluation
or	losing	their	job.46

What	a	shame	for	all	of	this	to	be	necessary.	Should	work	be	a	nine-month
probationary	 period	 in	 which	 the	 image	 of	 a	 dedicated,	 productive,	 and
completely	unchanged	employee	 is	 tested?	There	 is	 a	big	difference	between
someone	 who	 takes	 time	 to	 go	 to	 the	 doctor	 once	 a	 month	 and	 turns	 down
travel	assignment	and	someone	who	is	 incompetent	and	unable	to	do	her	job.
But	 there	 is	 an	 all-or-nothing	 mentality	 here,	 and	 women	 are	 so	 afraid	 of
activating	the	pregnancy	stigma	that	they	are	going	to	great	lengths	to	avoid	it.
And,	 in	 the	 process,	 they	 are	 adding	 considerable,	 harmful	 stress	 to	 their
pregnancies.

Developing	Work	Life	Before	Family	Life
When	 women	 see	 pregnancy	 as	 something	 that	 threatens	 their	 professional
image	and	puts	obstacles	in	their	career	path,	they	delay	childbearing.	The	rate
of	women	who	have	their	first	child	between	the	ages	of	thirty-five	and	forty-
four	has	substantially	increased	in	recent	years,	especially	for	college-educated
women.47	 Delaying	 childbirth	 until	 this	 time	 allows	 women	 to	 establish
thriving	 careers	 and	 brings	 an	 annual	 increase	 in	 earnings	 of	 9	 percent	 for
every	year	motherhood	is	delayed.48	It	helps	women	avoid,	or	at	least	stave	off,
pregnancy	 discrimination	 and	 “the	 motherhood	 penalty,”	 a	 well-documented
phenomenon	 in	 which	women	without	 children	 earn	 higher	 wages	 and	 have
higher	wage	growth	compared	to	women	with	children.49

But	there	are	very	real	medical	risks	to	substantially	delaying	motherhood.
Compared	to	women	who	conceive	in	their	twenties,	women	who	conceive	in
their	late-thirties	have	a	higher	risk	of	miscarriage	and	are	more	likely	to	have
chronic	 medical	 conditions	 that	 can	 create	 complications	 during	 pregnancy,
like	high	blood	pressure.	Fertility	rates	drop	after	the	early	thirties,	increasing



the	need	for	reproductive	assistance	to	become	pregnant—which	has	a	higher
chance	 of	 producing	multiple	 births	 that	 bring	 additional	 health	 risks	 to	 the
mother.50

Boxing	Women	In
Women	would	be	better	off	if	they	could:	decide	when	they	want	to	throw	their
energies	 into	 their	career	and	when	they	want	 to	have	children,	 timing	things
so	 that	 it	 all	makes	 sense	 and	makes	 them	happy;	 be	 professionally	 assessed
based	 on	 their	 actual	 work	 without	 getting	 penalized	 for	 imagined
incompetence;	and	take	appropriate	care	of	themselves	while	pregnant	without
fearing	 it	 will	 cost	 them	 a	 job,	 promotion,	 or	 raise.	 But	 the	 persistent	 and
prevailing	 hormone	 myth	 reinforces	 the	 idea	 that	 pregnancy	 must	 change
women	 in	ways	 that	 threaten	 their	 competence,	 emotional	 stability,	 and	 even
their	 thinking.	 What	 is	 the	 result	 of	 this	 cultural	 tradition	 of	 preconceived
notions?	That	women	get	boxed	 in.	Making	decisions	about	 family	and	work
becomes	a	claustrophobic	choice	of	“What	part	of	my	 life	 is	going	 to	suffer
most?”	 rather	 than	 following	 the	many	possible	paths	 that	 circumstances	 and
growth	bring.	This	is	not	progress,	it’s	a	straitjacket	with	no	easy	way	out.	All
of	 the	 circumstances	 I	 described	 in	 this	 chapter	 create	 tremendous	 stress	 and
feelings	of	overwhelm	within	pregnant	women,	and	may	indeed	be	factors	that
contribute	 to	moodiness	and	disturbance.	The	 truth	 is	 that	 it	 is	more	a	social,
economic,	and	relational	issue	than	it	is	a	hormonal	one.

Life	does	change	after	pregnancy	and,	as	 the	next	chapter	will	also	show,
there	 are	more	 circumstances	 that	 can	 contribute	 to	mental	 health	 issues	 in	 a
woman	after	the	baby	is	born	than	her	hormones.



Chapter	6

The	Media’s	Perfect	Postpartum	Storm

Every	minute	of	every	day,	somewhere,	a	woman	gives	birth	to	a	baby.	It	is	a
common	 everyday	 occurrence,	 and	 for	 most	 people	 it	 is	 a	 momentous
occasion.	 The	 prospect	 of	 bringing	 a	 new	 life	 safely	 into	 this	 world	 is
wondrous	 and	 inspires	 feelings	 of	 awe,	 excitement,	 and	 gratitude.	We	 don’t
even	 need	 to	 know	 a	 woman	 personally	 to	 feel	 this;	 when	 the	 Duchess	 of
Cambridge,	Kate	Middleton,	delivered	her	first	child	with	Prince	William,	I	felt
the	specialness	of	the	occasion	and	was	truly	happy	for	them.	From	royalty	to
the	neighbor	next	door,	the	birth	of	a	baby	is	something	we	celebrate	with	joy.

What	we	can’t	fully	anticipate	is	what	happens	when	that	baby	comes	home.
The	addition	of	a	child,	especially	a	 first	one,	brings	 tumultuous	change	 to	a
woman’s	 daily	 life.	 Sleep	 deprivation?	 Check.	 Feedings	 that	 refuse	 to	 be
scheduled?	 Check.	 Mountains	 of	 laundry	 with	 spit-up?	 Double	 check.	 Not
changing	 out	 of	 pajamas	 until	 four	 o’clock	 in	 the	 afternoon?	 Check	 again.
Figuring	out	how	to	care	for	a	newborn	and	still	maintain	some	sense	of	self	is
a	challenge	every	new	mother	has	to	figure	out.

Most	women	 eventually	 adjust,	 find	ways	 to	 bring	 some	 predictability	 to
their	days,	and	manage	the	multitude	of	new	responsibilities	facing	them.	But
some	women	struggle.	Many	studies	indicate	that	there	is	an	increased	risk	of
mood	disorders	after	childbirth.1	Some	women	get	the	baby	blues	and	cry	for
no	reason	during	the	days	after	delivery.	And	some	become	despondent	to	the
point	 that	 getting	 out	 of	 bed	 is	 a	 challenge—an	 experience	 known	 as
postpartum	depression,	which	is	a	very	real	phenomenon.

Unfortunately,	 if	 you	 read	 about	 postpartum	 depression	 in	 magazine	 or
newspaper	articles	or	on	health	websites,	 it	 is	 challenging	 to	 sift	 through	 the
myths	 and	 biases	 to	 find	 accurate	 information.	 The	 media	 has	 made	 some
incorrect	conclusions	about	postpartum	depression	that	they	can’t	let	go	of,	for
reasons	 that	 range	 from	carelessness	 to	 a	 love	of	 sensationalism—no	matter
how	wrong	they	get	the	story.	And	many	of	these	conclusions	are	steeped	in	the
assumptions	at	the	core	of	the	hormone	myth.

We	Don’t	Need	to	Fix	the	World,	You	Just	Need	to	Fix	You



If	after	having	a	baby	you	experience	sadness	and	depression	rather	than	being
utterly	delighted	and	radiant,	our	culture	 thinks	something	is	wrong	with	you
and	that	you	need	to	fix	yourself.	You	need	to	see	your	doctor.	You	need	to	get
help.	 While	 of	 course	 it	 makes	 sense	 for	 depressed	 mothers	 to	 get	 help,
inherent	 in	 these	 exhortations	 is	 that	 the	 problem	 is	 you;	 it	 doesn’t	 have
anything	to	do	with	other	people,	social	expectations,	or	institutions	that	dictate
the	 options	we	 have	 in	 the	way	we	 live.	 In	 one	 of	 the	 earliest	 articles	 about
postpartum	 depression	 to	 appear	 in	 a	 popular	 magazine,	 a	 1960	 edition	 of
Good	Housekeeping	 tells	 readers	 that	 if	 after	 having	 a	 baby	 a	 “woman	 goes
into	an	apparently	causeless	state	of	depression”	she	should	see	her	doctor	for
tranquilizers	or	other	medications.2	There	is	no	mention	of	things	like	social
isolation	 or	 the	 role	 her	 husband	 plays.	 Today,	 when	 looking	 up	 how	 to
prevent	 postpartum	depression	on	WebMD,	you	 are	 advised	 to	 “ask	 for	 help
from	others	so	you	can	get	as	much	sleep,	healthy	food,	exercise,	and	overall
support	as	possible,”	but	it	doesn’t	say	how	you	are	supposed	to	get	that	help
or	why	it	might	be	difficult	to	get.3

We	live	in	the	twenty-first	century,	but	the	birth	of	a	baby	seems	to	activate
a	1950s	sensibility.	Many	couples	fall	into	more	traditional	gender	roles,	even
if	 they	had	a	 fairly	egalitarian	marriage	before	 the	baby.	For	example,	many
women	hear	things	like,	“Since	you’re	home,	do	we	really	need	to	still	pay	a
cleaning	woman?”	Articles	and	websites	say	nothing	about	how	unfair	it	feels
when	 a	woman	 shoulders	 the	 bulk	 of	 the	 burden	 of	 childcare	 and	 household
responsibilities.	 Nor	 do	 they	 suggest	 that,	 if	 a	 woman	 is	 overwhelmed,	 her
husband	might	possibly	take	a	paternity	leave	so	she	can	go	back	to	work.4

Plus,	 American	 workplaces	 still	 operate	 under	 the	 assumption	 that
employees	 are	 men.	 Few	 companies	 offer	 paid	 maternity	 leave,	 and	 hardly
anyone	can	afford	to	take	three	months	of	unpaid	leave.	Think	of	the	stress	this
brings	 if	 a	woman	wants	 to	 care	 for	 her	 new	 baby	 but	 the	 economic	 reality
makes	 it	 impossible.	Do	 these	articles	or	websites	offer	 advice	about	how	 to
lobby	 a	 senator	 to	 pass	 laws	 that	 change	 these	 policies,	 or	 how	 to	 change
corporate	 culture?	 Never.	 They	 advise	 women	 that	 it	 is	 imperative	 to	 fix
themselves	by	seeking	treatment	with	medications	and	therapy.

The	Hormone	Assumption
The	most	common	thing	articles	and	websites	convey	is	that	a	woman	who	is
sad	 after	 having	 a	 baby	 should	 fix	 her	 hormones.	 This	 is	 because	 many



presume	 that	 the	 rapid	 decline	 of	 reproductive	 hormones	 after	 childbirth
causes	 postpartum	 depression.	 Mayo	 Clinic’s	 website	 tells	 women:	 “After
childbirth,	a	dramatic	drop	in	hormones	(estrogen	and	progesterone)	in	your
body	may	 contribute	 to	 postpartum	depression.”5	 In	 a	 story	 about	 celebrities
who’ve	had	postpartum	depression,	Parents	magazine	quoted	actress	Courtney
Cox	as	saying	she	had	been	told	by	her	doctor	that	she	developed	postpartum
depression	because	“her	hormones	had	been	pummeled.”6

This	 seems	 logical	 and	 fits	 into	 our	 cultural	 understanding	 of	 women’s
emotions	 as	 biologically	 based.	 It	 echoes	 the	 central	 tenet	 of	 the	 hormone
myth:	 that	 women’s	 reproductive	 processes	 are	 really	 illnesses	 that	 wreak
havoc	 with	 women’s	 emotions	 and	 need	 to	 be	 treated.	 However,	 as	 I	 will
discuss	more	 in	 the	 next	 chapter,	while	 hormones	 play	 a	 role	 in	 the	 fleeting
postpartum	 blues	 that	 only	 last	 one	 week,	 their	 role	 in	 causing	 serious
postpartum	mood	disorders	is	negligible.	Thorough	reviews	of	the	studies	on
this	 in	 the	 past	 twenty	 years	 fail	 to	 show	 a	 clear	 link	 between	 changes	 in
reproductive	hormones	and	the	occurrence	of	postpartum	depression.	While	it
appears	 that	 the	mental	health	of	a	small	minority	of	women	is	 threatened	by
hormonal	change,	this	is	not	the	case	for	the	great	majority	of	women.	In	fact,
most	studies	find	that	hormone	changes	have	no	role	in	developing	postpartum
depression	when	it	does	occur.7

I	 know	 that	 this	 may	 be	 the	 opposite	 of	 everything	 you’ve	 heard	 about
postpartum	depression,	but	the	science	is	clear:	there	are	several	reasons	why
women	develop	postpartum	depression,	but	changes	in	hormones	isn’t	one	of
them.

All	the	Ways	the	Media	Gets	It	Wrong
Magazines	and	websites	describe	postpartum	depression	by	listing	symptoms,
treatments,	and	statistics	on	how	commonly	women	experience	it.	They	make
this	seem	straightforward,	but	 there	actually	 isn’t	 just	one	 type	of	postpartum
mood	disorder,	there	are	three.	The	first	is	postpartum	blues,	which	last	just	a
few	days	after	childbirth	and	involves	mood	swings	and	sensitivity.	The	second
is	postpartum	depression,	which	lasts	for	two	weeks	or	longer	and	involves	the
same	 symptoms	 as	 major	 depression	 diagnosed	 in	 nonmothers:	 sadness,
hopelessness,	 fatigue,	 and	 an	 inability	 to	 enjoy	 things	 that	 used	 to	 generate
happy	 feelings.	And	 the	 third	 is	postpartum	psychosis,	which	 is	 an	 extremely
rare	but	very	serious	disorder	with	which	a	woman	experiences	hallucinations



and	delusions.	Here	are	the	other	things	that	the	media	gets	wrong.

Problems	with	Statistics	About	Who	Gets	It

When	 researchers	 examined	 articles	 on	 postpartum	 mood	 disorders
published	 in	 popular	 magazines	 like	 Parents	 magazine,	 Time,	 and	 Ladies’
Home	 Journal	 from	 1952	 to	 2004,	 they	 found	 routine	 confusion	 in
descriptions	of	the	symptoms	of	each	disorder	and	how	common	the	disorders
are.8	 In	 the	 2016	 story	 in	 Parents	 magazine	 about	 celebrities,	 readers	 were
told:	“It’s	estimated	that	up	to	25	percent	will	have	some	form	of	more	serious
postpartum	 depression.”	 The	 reality	 is	 that	 only	 about	 10	 percent	 of	women
experience	an	episode	of	major	depression	after	childbirth.9	Working	Mother
magazine	polled	500	women	and	found	that	91	percent	had	“felt	depressed	at
some	time	in	the	year	after	having	their	baby,”	and	presented	this	percentage	as
a	 meaningful	 number.10	 But	 it’s	 not	 meaningful	 because	 they	 portrayed
“feeling	depressed”	as	the	same	as	having	a	major	depressive	episode.	It’s	not
the	 same	 at	 all.	Everyone	 feels	 depressed	 sometimes,	 and	 it	 doesn’t	 reflect	 a
mental	 illness	 in	 need	 of	 treatment.	 The	 author	 was	 just	 caught	 up	 in	 the
hormone	myth,	which	says	that	childbirth	makes	women	mentally	ill.

Confusion	About	Onset

Some	magazines	are	ready	to	identify	any	time	a	woman	feels	depressed	as
postpartum	 depression.	 The	 same	Working	 Mother	 article	 told	 readers	 that
“postpartum	 depression	 can	 wallop	 you	 years	 after”	 you	 have	 the	 baby.	 In
general,	 psychologists	 identify	 a	 woman’s	 depressive	 episode	 as	 having	 a
“postpartum	onset”	if	it	occurs	within	one	year	after	delivery—and	the	official
diagnosis	 criteria	 include	 only	 an	 onset	 of	 four	 weeks	 after	 delivery.	 The
British	newspaper	 the	Daily	Mail,	which	 has	 a	wide	 online	 readership	 in	 the
United	States,	 ran	a	 story	 in	2014	with	a	bizarre	headline:	“Baby	blues	more
likely	FOUR	years	 after	 birth:	 First	 year	 of	motherhood	 is	 not	 lowest	 point,
research	 reveals.”	 First	 of	 all,	 postpartum	 blues	 or	 “baby	 blues”	 can	 only
happen	 during	 the	 first	 week	 after	 childbirth.	 Second,	 if	 a	 woman	 has
depressive	symptoms	 four	years	after	her	child	was	born,	 it’s	unlikely	 that	 it
has	anything	to	do	with	birthing.

Blending	Depression	with	Psychosis



Perhaps	the	most	dangerous	way	that	the	media	fails	at	providing	accurate
information	 is	 that	 it	often	mixes	up	 the	 symptoms	of	postpartum	depression
with	postpartum	psychosis.	These	are	two	very	different	disorders.	Remember,
postpartum	depression	 involves	feeling	sad,	hopeless,	a	 lack	of	pleasure,	and
fatigue;	the	same	as	depression	experienced	by	people	who	haven’t	just	had	a
baby.	 Postpartum	 psychosis	 is	 an	 extremely	 rare	 condition	 that	 only	 one	 in
one-thousand	women	experience,	with	which	a	woman	has	a	psychotic	break
with	reality:	she	hallucinates,	has	delusions,	and	may	have	thoughts	of	hurting
herself	and	her	child.	Among	those	few	who	do	develop	this	disorder,	only	4
percent	 attempt	 to	 hurt	 or	 kill	 their	 children.	 But	 the	 media	 regularly	 says
wrongly	 that	women	with	 postpartum	depression	may	 hurt	 their	 children,	 or
they	 mistakenly	 identify	 women	 with	 postpartum	 psychosis	 as	 having
postpartum	depression.

In	 a	 2015	 story	 in	Glamour	 magazine	 about	 actress	 Hayden	 Panettiere’s
postpartum	depression,	the	author	writes	that	Panettiere	didn’t	have	the	“desire
to	do	harm	to	the	baby,	which	is	one	well-known	symptom	of	the	condition.”
This	 is	 definitely	 not	 a	 symptom	 of	 postpartum	 depression.	 The	 New	 York
Times	made	a	similar	error	in	a	2016	news	article11	and	the	misconstruction	is
so	prevalent	that	even	if	you	look	up	the	symptoms	of	postpartum	depression
on	Mayo	Clinic’s	website,	 they	 include	“thoughts	about	harming	the	baby”	 in
their	list.12

And	what	is	even	more	confusing	and	dangerous	for	the	public	is	the	too-
common	 practice	 of	 referring	 to	 the	 very	 few	 women—with	 postpartum
psychosis—who	 attempted	 to,	 or	 did	 indeed,	 kill	 their	 children	 as	 having
postpartum	depression.	Throughout	a	2014	article	in	the	Miami	Herald	about	a
woman	who	 tried	 to	kill	her	 two-month-old	son,	she	 is	 referred	 to	as	having
postpartum	depression	by	the	mother,	her	ob-gyn,	and	the	writer—all	saying	it
was	the	cause	of	her	homicidal	impulses.13	In	2015,	CNN	made	the	same	error
in	 a	 story	 about	 postpartum	 depression	 that	 describes	 three	 women	 in	 New
York	City	who	 threw	 their	 babies	out	 of	windows.	The	 article	 uses	 that	 term
throughout	to	describe	the	mothers’	motives,	but	it’s	clear	they	all	had	a	much
more	serious	illness.14

Inflating	the	Babykiller	Problem

Even	though	such	a	tiny	number	of	women	get	postpartum	psychosis,	and	a
tiny	 percentage	 of	 those	 actually	 harm	 their	 children,	 the	 media	 has	 long
covered	 those	 stories	 as	 if	 they	 happen	 all	 the	 time—as	 if	 it	 is	 a	 threat	 all



women	need	to	be	concerned	about.	A	powerful	1988	Time	article	titled	“Why
Mothers	Kill	Their	Babies”	opened	with	this	introduction:	“It	is	a	bizarre	and
frightening	 deed,	 one	 that	 elicits	 an	 almost	 primal	 horror:	 an	 apparently
normal	mother	suddenly	snaps	and	kills	her	newborn	child.	Sadly,	it	is	not	all
that	 rare.”15	 No,	 it	 is	 extremely	 rare!	 In	 the	 same	 vein,	 an	 episode	 of	 the
television	 show	 Private	 Practice	 aired	 in	 2009	 that	 focused	 on	 a	 woman
identified	as	having	postpartum	psychosis—at	least	they	got	the	diagnosis	right
—who	 tries	 to	drown	her	baby.	The	 context	 the	 story	 is	 told	within	 suggests
that	all	women	with	 this	disorder	make	attempts	 like	 this.	The	truth	 is	 that	94
percent	of	the	women	who	suffer	from	postpartum	psychosis	don’t	harm	their
children,	but	the	salacious,	shocking,	sensational	plotline	that	they	always	do	is
irresistible.

Case	Story:	The	Portrayal	of	Andrea	Yates
The	most	highly	publicized	case	of	a	postpartum	disorder	is	Andrea	Yates.	Her
story	offers	a	heartbreaking	example	of	how	psychological	vulnerability	and
situational	stressors	can	create	the	perfect	storm	of	isolation,	breakdown,	and
tragedy.	 In	 2001,	 as	 she	 suffered	 from	 postpartum	 psychosis,	 Andrea
succumbed	 to	voices	 in	her	head	 that	 told	her	she	 threatened	 the	souls	of	her
five	 children	 because	 she	 had	 “become	 Satan	 himself.”	 To	 save	 them	 from
going	to	hell,	she	drowned	them	one	by	one	in	the	bathtub.

This	was	an	extremely	rare	event,	but	the	press	could	not	stop	writing	about
it.	In	a	review	of	articles	on	“postpartum	depression”	that	appeared	from	1998
to	 2006	 in	 popular	 magazines	 like	 Cosmopolitan,	 Good	 Housekeeping,
Newsweek,	and	Us	Weekly,	researchers	found	that	a	third	of	the	articles	mention
the	Andrea	Yates	case.16	But,	as	you	will	see,	what	happened	 to	Andrea	Yates
had	nothing	to	do	with	postpartum	depression—and,	most	importantly,	that	the
huge	majority	 of	women	who	 feel	 sad	 after	 childbirth	 do	not	 have	 to	worry
that	they	are	in	danger	of	harming	their	children.

By	reviewing	Andrea’s	case,	I	hope	to	show	how	a	rare	disorder	like	hers
develops	 and	 reveal	 just	 how	 different	 it	 is	 from	 postpartum	 depression.	 A
look	at	her	family	and	personal	histories	reveals	a	textbook	case	of	the	internal
and	external	cauldron	of	postpartum	psychosis.17

Personal	Psychiatric	History



Andrea	 suffered	 from	 postpartum	 psychosis	 with	 hallucinations	 after	 the
birth	 of	 her	 first	 child	 in	 1994.	 She	 attempted	 suicide	 twice	 in	 the	 years
between	 the	births	of	her	 first	and	fourth	children.	After	 the	birth	of	a	 fourth
child,	 her	 care	 of	 the	 children	 became	 erratic—she	 had	 delusions	 that	 they
were	eating	too	much	and	at	times	refused	to	feed	them.	She	also	had	recurrent
delusions	 that	 there	 were	 video	 cameras	 in	 her	 home	 and	 that	 television
characters	 were	 communicating	 with	 her.	 She	 heard	 voices	 and	 began
mutilating	 herself.	 Some	 of	 these	 episodes	 brought	 hospitalization	 and
treatment,	 but	 others	 were	 not	 reported	 to	 her	 doctors	 by	 Andrea	 or	 her
husband,	Rusty.	When	 she	was	 treated,	her	 care	was	often	 inconsistent—even
though	it	is	vital	that	people	with	such	serious	symptoms,	which	remove	them
from	reality,	be	regularly	monitored	by	psychiatrists.

Family	History

Andrea’s	 father,	 brother,	 and	 sister	 all	 have	 histories	 of	 depression,	 and
another	 brother	 was	 diagnosed	 with	 bipolar	 disorder.	 There	 is	 a	 powerful
genetic	predisposition,	or	inclination	for,	Andrea	to	suffer	from	mental	illness.
A	genetic	predisposition	doesn’t	guarantee	that	someone	will	develop	a	mental
illness,	but	when	you	combine	it	with	pressuring	social	circumstances,	the	risk
that	mental	 illness	will	develop	 is	much	higher.	And	the	pressures	on	Andrea
Yates	were	intense.

Situational	Stressors

In	her	marriage,	Andrea	lived	with	nonstop	stress.	Her	husband,	Rusty,	was
committed	 to	having	as	many	children	as	possible	and	she	gave	birth	 to	 five
children	in	six	years.	For	many	years,	although	they	could	afford	a	home,	they
lived	in	a	Greyhound	bus.	Andrea’s	father	developed	Alzheimer ’s	disease	and
she	 was	 responsible	 for	 much	 of	 his	 care.	 As	 her	 children	 grew	 older,	 she
homeschooled	 them.	 She	 and	 Rusty	 studied	 with	 a	 Christian	 fundamentalist
preacher	 who	 emphasized	 that	 only	 repentance	 could	 save	 people	 from
burning	 in	hell,	 and	 said	 that	 “bad	mothers	who	are	going	 to	hell	 create	bad
children	 who	 will	 go	 to	 hell.”	 These	 fire	 and	 brimstone	 images	 may	 have
fueled	 Andrea’s	 delusion	 that	 she	 was	 becoming	 Satan	 and	 was	 hurting	 her
children’s	souls.

In	 2000,	 she	 became	 pregnant	 with	 her	 fifth	 child.	 Her	 psychiatrist	 was
alarmed	 and	 warned	 Andrea	 and	 Rusty	 that	 her	 symptoms	 of	 postpartum



psychosis	 could	 be	 much	 worse	 this	 time.	 Soon	 after	 the	 baby	 was	 born,
Andrea’s	father	died	and	her	mental	health	rapidly	deteriorated.	She	wouldn’t
feed	the	baby	and	stopped	talking.

Repeatedly	Unsuccessful	Hospitalizations

During	the	four	months	that	followed,	Andrea	was	hospitalized	repeatedly
—without	much	improvement	in	her	symptoms.	She	rarely	spoke,	and	in	group
therapy	sessions	Rusty	answered	the	questions	asked	of	her.	The	last	time	she
was	hospitalized,	she	was	released	while	still	mute,	which	is	an	oddity.	On	July
18,	 2001—one	 month	 after	 her	 release	 from	 the	 hospital—Rusty	 brought
Andrea	to	see	a	psychiatrist	because	her	condition	was	still	deteriorating.	The
doctor	 adjusted	 the	 dosage	 of	 her	 antidepressants,	 but	 didn’t	 prescribe	 any
antipsychotics,	 and	 told	 her	 to	 “think	 happy	 thoughts.”	 Two	 days	 later,	 after
Rusty	 left	 for	work,	she	methodically	drowned	all	 five	of	her	children	 in	 the
bathtub	 because	 she	 “didn’t	 want	 her	 children	 tormented	 by	 Satan”	 as	 she
was.18

This	 is	 a	 tragic	 story,	 and	 I	 tell	 it	 because	 I	want	 to	 convey	 the	 complex
forces	at	work	in	the	development	of	this	disorder	by	showing	that	there	were
many	 actions	 that	 the	 people	 around	Andrea	 could	 have	 taken	 to	 prevent	 the
deaths	of	her	children.	Even	with	her	family	and	personal	psychiatric	histories,
what	happened	was	by	no	means	inevitable.

“How	Could	a	Mother	Do	This?”
The	media	 coverage	 and	 commentary	 on	 the	 Andrea	 Yates	 case	 reflects	 the
simultaneous	horror	and	 fascination	we	 feel	 toward	what	 she	did,	gives	very
powerful	 opinions	 on	 why	 she	 did	 it,	 and	 argues	 at	 length	 about	 how	 she
should	be	dealt	with.	This	case	 is	a	community	forum	onto	which	people	can
project	their	deeply	felt	values	about	women	and	motherhood.

The	sheer	number	of	media	stories	published	about	this	case	is	remarkable.
In	 the	 first	 four	 weeks	 after	 Andrea	 killed	 her	 children,	 1,150	 articles	 were
published	on	the	event	nationally.	You	may	think	that	it	makes	sense	for	such	a
shocking	 act	 to	 receive	 that	 much	 coverage.	 But	 here	 is	 an	 interesting
comparison:	 one	 year	 later,	 a	 California	 man	 who	 had	 suffered	 a	 long
depression	killed	his	five	children.	In	the	four	weeks	afterward,	only	seventy-
seven	 articles	 on	 the	 story	 were	 published	 nationally.19	 A	 woman’s	 actions



were	much	more	 shocking,	 more	 a	 violation	 of	 the	 female,	 mothering	 role
than	his	was	of	the	male,	fathering	role—and	this	meant	it	was	more	worthy	of
attention.

The	 articles’	 descriptions	 and	 perspectives	 on	 the	 Andrea	 Yates	 case	 ran
with	 two	 distinct	 points	 of	 view,	 which	 reflect	 and	 reveal	 the	 polarized
discussion	in	Western	culture.

Feminists	Argued	That	There	Was	a	Deeper	Cause

In	 the	 liberal	 and	 feminist	 perspective,	 which	 portrayed	 Andrea
sympathetically,	she	is	an	example	of	how	the	model	of	the	all-providing	and
uncomplaining	wife	 is	 an	 unreasonable	way	 to	 live	 that	 can	 push	women	 to
extremes.	Newsweek	columnist	Anna	Quindlen	titled	her	commentary	“Playing
God	On	No	 Sleep,”	 conveying	 that	 this	 case	 is	 a	 horrifying	 example	 of	 the
unreasonable	burden	that	the	cult	of	motherhood	brings.	The	title	criticizes	the
idea	 that	 a	 mother,	 by	 herself,	 should	 be	 responsible	 for	 the	 physical	 and
emotional	 work	 of	 parenting,	 providing	 whatever	 her	 children	 need	 by
referring	to	an	oft-quoted	bromide:	“God	could	not	be	everywhere,	so	he	made
mothers.”	Her	 response	 to	 this,	which	 she	 said	 echoes	 the	 thoughts	 of	many
other	women,	was:

I’m	not	making	excuses	for	Andrea	Yates.	I	love	my	children	more
than	life	itself.	But	just	because	you	love	people	doesn’t	mean	that
taking	 care	 of	 them	 day	 in	 and	 day	 out	 isn’t	 often	 hard,	 and
sometimes	 even	 horrible.	 If	 God	 made	 mothers	 because	 he
couldn’t	be	everywhere,	maybe	he	could	have	met	us	halfway	and
eradicated	vomiting,	 and	 colic	 too,	 and	 the	hideous	 sugarcoating
of	what	we	are	and	what	we	do	that	leads	to	false	cheer,	easy	lies
and	 maybe	 sometimes	 something	 much,	 much	 worse,	 almost
unimaginable.	But	not	quite.20

Groups	like	the	National	Organization	for	Women	(NOW)	and	the	ACLU
echoed	Quindlen’s	sentiment	that	the	Andrea	Yates	case	brought	attention	to	the
patriarchal	climate	that	had	created	the	plight	of	the	suburban	housewife.	They
went	on	to	argue	that	this	societal	foundation	is	also	responsible	for	the	dearth
of	 research	 and	 resources	 devoted	 to	 postpartum	 mood	 disorders.	 Some
mainstream	television	news	shows,	like	Today,	took	a	sympathetic	view.	When
Katie	Couric	covered	the	story,	she	presented	Andrea	Yates	as	a	victim	needing



help	 and	 offered	 the	 phone	 number	 for	 her	 defense	 fund	 in	 case	 viewers
wished	to	donate.21

Conservatives	Wanted	to	Throw	the	Book

The	 contrasting	 view	 presented	 in	 the	 press	 is	 that	 Andrea	 deserves	 no
sympathy—she	 was	 guilty	 of	 the	 murder	 of	 her	 children	 and	 needed	 to	 be
punished.	This	opinion	was	espoused	by	conservatives	appalled	at	the	thought
that	somehow	she	could	be	absolved	from	her	crime	because	mothering	is	too
hard.	 The	 managing	 editor	 of	 the	National	 Review	 decried	 this	 sympathetic
view,	writing,	 “No	one	 is	 crying	 out	 for	 retribution	 on	 behalf	 of	 those	 kids.
Give	her	the	chair.”	When	Yates	was	found	not	guilty	by	reason	of	insanity,	a
blogger	wrote	on	the	website	Independent	Conservative:

I	do	not	feel	that	someone	should	be	allowed	to	get	off	easy	after
murdering	 five	 babies/children.	 The	 fact	 that	 she	 killed	 five
babies/children	 should	 be	 the	 paramount	 issue,	 not	 deliberating
over	her	mental	state.	I	think	she	should	have	been	given	the	death
penalty	swiftly	after	committing	the	crime	and	it	would	discourage
others	 from	 doing	 such	 acts.	 I	 also	 think	 it	 would	 encourage
anyone	who	felt	 they	had	a	mental	issue	to	seek	treatment,	before
they	 do	 something	 that	 might	 result	 in	 them	 getting	 a	 death
sentence.22

The	 writer	 presumes	 that	 someone	 having	 a	 psychotic	 break	 can	 make
rational	 decisions	 based	 on	 potential	 consequences	 like	 the	 death	 penalty.
Nothing	could	be	further	from	the	truth.	A	psychotic	break	is	a	departure	from
reality	 and	 reason.	 Andrea	 Yates	 acted	 on	 the	 delusions	 and	 hallucinations
going	on	in	her	mind,	not	with	the	rational	estimation	that	she	could	“get	off
easy.”

A	contributor	to	the	conservative	women’s	website	Rightgrrl!	was	incensed
by	 the	 idea	 that	Yates	was	 in	 any	way	 like	 other	mothers,	 or	 that	mothering
responsibilities	 could	 inspire	 such	extremes.	Responding	 to	Anna	Quindlen’s
column,	Shannon	May	wrote:

Motherhood	 demands	 extreme	 sacrifices.	 They	 might	 be	 quiet
sacrifices	 that	 continue	 for	 years,	 such	 as	 undertaking	 the



nurturing,	 education,	 and	 discipline	 of	 one’s	 children	 instead	 of
pursuing	career	goals.	A	mother	may	need	to	keep	a	long,	painful
vigil	as	she	 loves	and	comforts	and	protects	her	dying	child.	She
may	 be	 called	 upon	 to	 lay	 down	 her	 life	 to	 save	 her	 children.
While	 certainly	 difficult,	 these	 things	 are	 not	 inconveniences	 or
nuisances	but	reasonable	and	just	demands.	 I	pray	 that	a	 jury	will
not	 lose	 sight	 of	 the	 fact	 that	 the	 five	 Yates	 children,	 who	 had
rightfully	 expected	 these	 things	 from	 their	 mother,	 instead	 lost
their	lives	to	her	selfishness.23

The	 conservative	 explanation	 for	 Andrea’s	 actions—that	 she	 was	 selfish
and	a	criminal,	and	 the	 liberal	 feminist	explanation—that	she	was	pushed	 too
far	by	the	isolation	and	burden	of	caring	for	five	children,	both	miss	the	most
important	 reason	why	 she	 did	 this.	 She	 had	 postpartum	psychosis.	 She	 had	 a
severe	 mental	 illness.	 She	 had	 voices	 in	 her	 head	 telling	 her	 she	 was	 Satan
incarnate.	Did	 her	 circumstances	 play	 a	 role?	Yes,	 but	most	women	who	 are
overwhelmed	by	circumstances	don’t	kill	their	children.	Is	it	possible	that	she
was	 selfish	 and	 reasoned	 that	 her	 life	would	 be	 better	 without	 her	 children?
People	in	a	psychotic	state	don’t	reason.

An	Entrenched	Confusion	at	Play
The	 political	 agendas	 that	 played	 out	 in	 the	 media	 put	 Andrea	 Yates’s
postpartum	 psychosis	 into	 the	 background.	 Instead,	 the	 discussion	 put	 forth
theories	of	her	crime	that	fit	the	templates	of	various	ideologies.	By	doing	so,
everyone	excused	 themselves	 from	having	 to	get	 it	 right.	Most	articles	about
this	case,	liberal	and	conservative,	say	she	had	postpartum	depression—not	the
psychosis	she	actually	had.	Rather	than	educating	the	public	on	the	rare	nature
of	 this	 disorder	 and	 showing	 how	 to	 differentiate	 it,	 they	 chose	 to	 politicize
and	sensationalize	a	 tragic	 story.	Even	a	decade	 later,	 in	a	 story	The	 Atlantic
published	in	2012	that	described	how	Yates	was	living	her	life	ten	years	after
the	 death	 of	 her	 children,	 everyone	 interviewed	 and	 the	 author	 himself
repeatedly	refer	to	her	postpartum	depression,	not	psychosis.24

The	public’s	understanding	of	these	disorders	is	compromised	when	press
coverage	 gets	 them	 consistently	 wrong.	 Who	 gets	 hurt	 when	 postpartum
depression	 is	 misunderstood,	 feared,	 and	 stigmatized?	 Everybody.	 With
postpartum	 depression	 and	 postpartum	 psychosis	 mixed	 up	 in	 the	 public



consciousness,	 women	 who	 suspect	 they	 might	 have	 “the	 illness	 that	 makes
women	 kill	 their	 children”	 can	 be	 too	 frightened	 to	 admit	 they	 are	 having
symptoms	and	consequently	don’t	get	help.	Postpartum	mood	disorders	have
long-lasting	 effects	 on	 women’s	 mental	 and	 physical	 health,	 marital	 quality,
adequacy	of	parenting,	 and	 the	 emotional,	 social,	 and	 cognitive	development
of	 their	 children.	 If	 people	 mistakenly	 attribute	 postpartum	 depression	 to
hormones,	they	may	think	it	is	inevitable	and	doesn’t	require	treatment.	Or	they
may	 think	 that	 medication	 is	 all	 that	 is	 required,	 rather	 than	 providing	 the
tangible	 and	 practical	 help	 that	 so	 many	 new	mothers	 need.	 This	 is	 another
stage	in	the	reproductive	life	of	women	where	myth	is	so	much	louder	than	fact
that	we	can’t	even	begin	to	address	the	real	problems.



Chapter	7

That’s	Not	Me	Crying,	It	Must	Be	the	Baby

When	I	had	my	first	child,	I	was	waylaid	by	an	unexpected	cesarean	delivery
after	many	hours	of	 labor,	 and	 felt	physically	and	emotionally	 traumatized.	 I
was	unable	to	feel	any	happiness	about	my	beautiful,	healthy	baby	girl.	When
my	husband’s	grandmother	came	to	the	hospital	to	visit,	I	tried	to	tell	her	about
the	difficult	birth,	but	she	cut	me	off	immediately	and	said,	“You	have	a	healthy
baby!	 That’s	 all	 that	matters.”	 I	 felt	 as	 if	 I	 just	 got	 hit	 by	 a	 car,	 but	 nobody
noticed	 the	crash.	The	 inability	 to	 feel	happiness	 followed	me	home	and	was
fueled	by	the	terror	of	not	knowing	how	to	take	care	of	a	newborn.	My	mother
held	 the	 baby	 and	 talked	 to	 her,	 and	 couldn’t	 understand	why	 I	 didn’t	 do	 so
more.	I	was	so	ashamed	that	I	didn’t	feel	the	way	I	was	supposed	to.	In	my	most
private	 thoughts,	 I	 just	wanted	 to	 run	 away—which	made	me	 feel	 even	more
guilty.	 I	met	other	new	mothers	but	didn’t	want	 to	 tell	anyone	how	sad	I	was,
for	fear	of	being	judged.	It	took	me	months	before	I	sought	professional	help.
If	I	had	felt	more	comfortable	admitting	what	I	was	going	through,	I’m	sure	I
would	have	gotten	help	sooner.

A	 powerful	 reason	 why	women	 hesitate	 to	 ask	 for	 help	 with	 postpartum
mood	disorders	 is	 the	 fear	of	 failing	 to	 live	up	 to	 the	motherhood	mystique:
the	 widely	 held	 belief	 that	 motherhood	 is	 “natural,	 easy,	 and	 always
enjoyable.”1	The	idea	that,	in	addition	to	being	good	at	caring	for	children,	a
woman	should	enjoy	every	second	of	it	is	a	value	that	is	held	across	cultures.
In	a	comprehensive	review,	psychologists	examined	interviews	of	women	with
postpartum	 depression	 from	 a	 wide	 range	 of	 ethnicities	 and	 socioeconomic
statuses.	 These	 interviews	 included	 women	 from	 diverse	 countries	 such	 as
England,	Japan,	China,	India,	Uganda,	and	the	United	States.	Across	the	board,
these	 women	 were	 ashamed	 and	 thought	 their	 feelings	 of	 despair	 and
loneliness	were	“unspeakable.”	Many	made	a	great	effort	to	hide	their	tears	and
sadness,	which	 isolated	 them	even	 further.	They	 found	 it	 impossible	 to	 share
their	feelings	or	ask	for	help	because	they	thought	they	had	failed	to	measure
up	to	the	ideal	of	a	good	mother.	The	Chinese	standard	of	fulfilling	the	role	of
mother	 with	 dignity	 and	 grace	 was	 equally	 as	 crushing	 as	 the	 African-
American	expectation	of	being	strong	and	capable.2

The	debilitating	emotional	symptoms	of	depression	are	difficult	to	bear	in



any	circumstances—with	sadness,	hopelessness,	despair,	inability	to	experience
pleasure,	 and	 tearfulness—but	 postpartum	 depression	 creates	 a	 contradiction
that	 many	 can’t	 understand	 or	 reconcile.	 Because	 they	 have	 a	 new	 baby,
mothers	 are	 supposed	 to	 be	 extremely	 happy.	 Friends	 and	 relatives	may	 not
permit	them	to	express	any	of	their	sadness.

Getting	the	Postpartum	Story	Straight
So	 far	 in	 this	 book	 I’ve	 debunked	 the	 myths	 that	 reproductive	 events	 like
menstruation	 and	pregnancy	 cause	 emotions	 and	behavior	 that	 are	out	 of	 the
norm.	But	many	 studies	 indicate	 that	 there	 is	 indeed	 increased	 risk	 of	mood
disorders	after	childbirth.3	Postpartum	depression	is	a	very	real	phenomenon.
And	 if	 you	 read	 about	 it	 in	 pregnancy	 guides,	women’s	 health	websites,	 and
magazine	articles,	you	will	be	told	that—surprise!—hormones	are	the	cause.

They	 presume	 that	 the	 rapid	 decline	 of	 reproductive	 hormones,	 like
estrogen	and	progesterone,	are	to	blame.	This	seems	logical	and	fits	into	our
view	 of	 women’s	 emotions	 as	 physically	 based.	 However,	 the	 research	 to
support	 this	presumption	 simply	 isn’t	 there.	Thorough	 reviews	of	 the	 studies
on	this	done	in	the	last	twenty	years	fail	to	show	a	clear	link	between	changes
in	reproductive	hormones	and	the	occurrence	of	postpartum	depression.	While
it	appears	that	the	mental	health	of	a	small	minority	of	women	is	threatened	by
hormonal	change,	this	is	not	the	case	for	the	great	majority	of	women.	In	fact,
most	 studies	 find	 hormone	 changes	 have	 no	 role	 in	 developing	 postpartum
depression	when	it	does	occur.4

It’s	not	our	hormones	after	all.	But	mood	changes	do	happen,	and	what	is
most	 important	 to	debunk	here	 is	 the	stigma	 that	keeps	women	from	 seeking
help.	 This	 chapter	 is	 mostly	 devoted	 to	 clarifying	 the	 different	 postpartum
experiences	and	discussing	the	consequences	of	women	living	under	the	spell
of	our	societal	hormone	myth.

I	 mentioned	 the	 three	 types	 of	 postpartum	 mood	 disorders	 in	 the	 last
chapter:	postpartum	blues,	postpartum	depression,	and	postpartum	psychosis.	I
want	to	discuss	each	of	them	more	in	depth	because	it	is	so	very	important	to
understand	 the	 differences,	 since	 their	 diverse	 symptoms	 and	 causes	 require
different	 treatments.	 I	 also	want	 to	 help	more	 people	 learn	 to	 distinguish	 the
commonly	 experienced	 symptoms	 from	 the	 extreme	 and	 dangerous	 ones	 so
that	we	do	not	all	fear	the	worst.



Postpartum	Blues
When	I	visited	my	friend,	Bernadette,	right	after	she	came	home	with	her	new
baby,	 I	 found	 her	 in	 a	 puddle	 of	 tears	 in	 the	 kitchen.	 I	 asked	 her	 what	 was
wrong	and	she	said	tragically,	“I	have	to	make	the	soup	and	the	can	opener	is
broken.	 I	 have	 to	make	 the	 soup!”	After	 handling	 this	 technological	mishap,
she	 calmed	 down	 quickly	 and	 was	 back	 to	 her	 normal	 self.	 Bernadette	 was
experiencing	postpartum	blues,	 a	 fleeting	phenomenon	 that	occurs	within	 the
initial	ten	days	after	the	baby	is	born.	A	woman	may	feel	any	of	the	following
symptoms	 at	 any	 time	 in	 this	 period:	 mood	 swings,	 tearfulness,	 irritability,
anxiety,	and	insomnia.5

Postpartum	 blues	 is	 very	 common:	 psychologists	 estimate	 that	 anywhere
from	26	to	85	percent	of	all	new	mothers	experience	it.6	The	cause	is	unclear.
For	many	 years	 it	 was	 assumed	 that	 rapidly	 declining	 hormone	 levels	 were
responsible,	 but	 research	 on	 this	 question	 has	 produced	 contradictory
findings.7	We	do	know	 that	having	a	history	of	depression	before	pregnancy
and	 being	 depressed	 during	 pregnancy	 are	 risk	 factors.8	 Fortunately,
postpartum	blues	goes	away	on	its	own	by	the	end	of	the	ten	days	and	requires
no	treatment	beyond	compassion	and	some	tender,	loving	care.

Postpartum	Depression
A	 more	 serious	 mood	 disorder	 is	 postpartum	 depression.	 This	 is	 a
psychological	disorder	that	starts	within	thirty	days	of	childbirth	and	lasts	for
at	 least	 two	 weeks.	 Sufferers	 experience	 the	 same	 symptoms	 the	 DSM-5
identifies	in	a	major	depressive	episode	that	isn’t	related	to	childbirth:	feeling
sad,	 tearful,	 hopeless,	 despairing,	 having	 trouble	 sleeping,	 suffering	 from
fatigue,	 and	 sometimes	 thinking	 of	 suicide.9	 Feelings	 of	 anxiety	 also
commonly	appear	alongside	the	depressive	symptoms.	The	symptoms	can	feel
overwhelming,	 making	 it	 difficult	 to	 function.	 A	 woman	 may	 have	 trouble
taking	 care	 of	 herself,	 her	 baby,	 and	 her	 family.	 Actress	 Gwyneth	 Paltrow
vividly	described	the	experience:

When	my	son,	Moses,	came	into	the	world	in	2006,	I	expected	to
have	another	period	of	euphoria	following	his	birth	much	the	way
I	had	when	my	daughter	was	born	two	years	earlier.	Instead	I	was
confronted	with	one	of	the	darkest	and	most	painfully	debilitating



chapters	of	my	life.10

Researchers	estimate	that	between	7	and	12	percent	of	women	experience	a
major	 depressive	 episode	 after	 childbirth,	 with	 an	 additional	 10	 percent
suffering	from	mild	depression	that	involves	the	same	symptoms	but	at	a	less
severe	intensity.11

The	 causes	 for	 this	 are	 well-documented	 predictors	 that	 have
psychological,	 social,	 and	 cultural	 natures.12	 By	 far	 the	 most	 powerful
predictor	of	postpartum	depression	is	being	depressed	during	pregnancy.	This
alone	 accounts	 for	 about	 40	 percent	 of	 all	 cases.13	 So	 if	 depression	 is	 a
problem	 in	 a	woman’s	 life,	 having	a	baby	 is	unlikely	 to	 change	 that	because
any	previous	history	of	depression	before	becoming	pregnant	 is	another	risk
factor.	Experiencing	postpartum	blues	 in	 the	first	week	after	 the	baby	is	born
creates	 an	 increased	 risk	 for	postpartum	depression,	but	 it’s	 good	 to	keep	 in
mind	 that	 the	majority	of	women	who	have	postpartum	blues	don’t	go	on	 to
develop	postpartum	depression.

Social	 and	 environmental	 factors	 that	 predict	 postpartum	 depression
include:	 stressful	 life	 events,	 childcare	 stress,	 poor	marital	 relationship,	 and
poor	social	support.14

Stressful	Life	Events

Imagine	a	new	mother	who	 is	 just	keeping	her	head	above	water.	Despite
the	sleep	deprivation,	and	amidst	mountains	of	laundry	and	dirty	bottles,	she	is
holding	her	own	and	the	baby	is	thriving.	But	then	something	else	happens	that
requires	more	of	her	emotional	or	physical	attention.	She	breaks	her	ankle,	her
mother	 gets	 cancer,	 her	 husband	 loses	 his	 job,	 or	 her	 older	 child	 gets
suspended	 from	 school.	 Stressful	 life	 events	 threaten	 the	 mental	 health	 of
people	who	didn’t	just	have	a	baby	because	they	are	not	under	our	control.	So
they	can	push	a	woman’s	already-taxed	emotional	resources	beyond	the	brink.

Childcare	Stress

New	babies	are	fragile.	They	barely	seem	able	to	exist	without	attention	to
their	every	need	and	can	only	communicate	those	needs	by	crying.	All	the	new
things	 mothers	 need	 to	 do	 to	 provide	 that	 care,	 like	 feeding,	 diapering,
cleaning,	 and	 soothing,	 may	 or	 may	 not	 happen	 easily.	 Learning	 how	 to



breastfeed	is	not	the	straightforward	skill	it	appears	to	be:	there	are	babies	who
won’t	latch	on,	and	women	get	sore	nipples	or	infected	milk	ducts.	Expand	that
to	a	baby	who	is	colicky,	rarely	naps,	or	will	not	sleep	for	more	than	two	hours
at	a	time—all	of	these	lead	to	a	deliriously	sleep-deprived	mother.	When	these
kinds	of	stressors	pile	up,	vulnerability	to	depression	increases.

Poor	Marital	Relationship

Women	 can	 be	 dealing	 with	 all	 of	 these	 new	 and	 unpredictable
responsibilities	 in	 the	 context	 of	 a	 troubled	 marriage.	 I	 cringe	 when	 I	 hear
stories	 of	 couples	 who	 decided	 to	 have	 a	 baby	 to	 save	 their	 marriage.	 If	 a
relationship	has	tension,	fighting,	distrust,	and	a	lack	of	cooperation,	bringing
a	new	baby	into	it	is	like	pouring	gasoline	on	a	fire.	Even	solid	marriages	are
strained	by	the	needs	of	caring	for	a	newborn	baby.	When	women	don’t	have	a
solid	 relationship	 to	 rely	 on,	 it	 may	 not	 withstand	 the	 stresses	 a	 new	 baby
brings.	A	woman	in	this	situation	may	fear	for	the	future	and,	especially	if	she
relies	 on	 the	 father	 financially,	 worry	 about	 how	 she	 would	 manage	 if	 her
marriage	were	to	crumble	irreparably.

Poor	Social	Support

It’s	not	unusual	for	Americans	to	move	far	from	where	they	grew	up	and	to
lose	 the	 support	 that	 nearby	 family	 can	 provide.	 There	 is	 nothing	 like	 the
stress-free	 confidence	 of	 leaving	 a	 child	 with	 grandparents.	 When	 my	 first
daughter	 was	 three	 weeks	 old,	 my	mother	 said	 to	me,	 “You	 look	 tired;	 I’m
taking	 that	 baby	 tonight.”	 What	 a	 godsend!	 Grandparents	 can	 be	 absolutely
devoted	to	a	new	baby,	and	their	help	offers	huge	respite	from	the	round-the-
clock	job	of	motherhood.	If	a	friend	can	come	over	for	an	hour	just	so	a	new
mother	can	shower,	or	someone	makes	a	point	to	ask	how	she’s	doing,	it	can
make	a	big	difference.	When	women	don’t	have	people	in	their	lives	who	can
provide	 that	kind	of	 respite,	 the	never-ending	 responsibility	of	newborn	care
can	overwhelm	them.	A	social	circle,	or	lack	of	one,	has	a	strong	influence	on
the	ability	to	cope.

This	 list	 of	 predictors	might	make	 you	 question	why	 a	 scientist	 needs	 to
verify	the	obvious—who	wouldn’t	feel	some	depression?	The	experience	of	it
could	 even	 be	 a	 signal	 that	 a	 woman	 needs	 to	 devote	 more	 energy	 toward
caring	for	herself	in	the	midst	of	her	new	role.	But	that	would	go	against	our
cultural	notions	of	a	good	mother.	These	social	variables	are	well-established



contributors.	The	fact	that	they	are	all	subject	to	change,	to	some	degree,	says
that	 the	 number	 of	 women	 who	 suffer	 from	 postpartum	 depression	 can	 be
reduced	by	altering	them.

Culturally,	 psychologists	 have	 found	 that	 women	 are	 more	 likely	 to
develop	postpartum	depression	when	they	live	in	areas	where	there	is	a	lack	of
birth	control	availability	and	they	are	forced	to	have	unwanted	pregnancies.	If
it	is	considered	immoral	or	illegal	for	women	to	control	when	and	how	often
they	 become	 pregnant,	 some	women	will	 have	 pregnancies	 they	 don’t	 want.
And	if	there	is	a	widespread	preference	for	a	male	child,	like	in	Southeast	Asia,
and	a	girl	is	born,	a	woman	may	feel	disappointed—even	in	herself.	For	these
cultures,	 there	 is	 a	 higher	 risk	 of	 postpartum	 depression	 when	 women	 give
birth	to	girls.15	Cultures	create	the	boundaries	we	live	in	and	assign	meaning	to
actions	and	events—creating	the	potential	for	happiness	or	distress.	Everything
humans	do,	we	do	in	a	cultural	context.

Fortunately,	a	variety	of	treatment	options	successfully	bring	women	relief
from	 postpartum	 depression.	 Many	 different	 types	 of	 psychotherapy	 have
proven	effective	on	an	individual	basis,	or	with	the	participation	of	her	partner
or	spouse.	Antidepressant	medication	is	also	highly	effective	in	treating	these
symptoms,	and	success	rates	improve	when	antidepressants	and	psychotherapy
are	 combined.	 For	 women	 who	 are	 breastfeeding,	 however,	 taking
antidepressants	may	be	problematic	because	the	medication	is	passed	along	to
the	infant	through	breast	milk.	The	degree	to	which	this	medication	can	harm
the	infant	is	unknown	because	there	are	no	randomized	studies	examining	this
question,16	 as	 it	 would	 be	 unethical	 to	 randomly	 assign	 a	 woman	 to	 take
medication	that	might	threaten	the	health	of	her	child.	So	physicians	and	their
patients	must	carefully	navigate	the	potential	risks	and	benefits	of	all	treatment
options.

As	 common	 sense	would	 dictate,	 depressed	mothers	 also	 do	 better	when
they	are	given	help	from	friends	and	family	to	ease	the	strains	of	caring	for	a
newborn	and	recovering	from	childbirth.	Participation	in	support	groups	also
provides	emotional	support	and	understanding,	as	well	as	tangible	support	with
solutions	to	the	universal	challenges	women	face	during	this	time.

Postpartum	Psychosis
As	 I	 made	 clear	 in	 chapter	 6,	 postpartum	 psychosis	 is	 an	 extremely	 rare
disorder	 that	 affects	 one	 in	 one-thousand	 women.	 It	 strikes	 within	 the	 first



thirty	 days	 after	 childbirth	 and	 the	 symptoms	 are	 severe,	 come	 on	 suddenly,
and	 involve	 a	 psychotic	 break	 with	 reality.	 A	 woman	 may	 experience
hallucinations	and	delusions,	and	have	extreme	and	unpredictable	mood	swings
from	manic	elation	 to	deadening	sadness.	She	may	hear	voices,	be	confused,
and	have	thoughts	of	harming	herself	or	her	child.17

It	 is	 imperative	 that	 a	 woman	 diagnosed	 with	 postpartum	 psychosis	 be
immediately	 hospitalized	 to	 stabilize	 her	 condition.	 She	 is	 likely	 to	 be
prescribed	 antipsychotic	medication	 like	Risperdal	 to	 stop	 her	 delusions	 and
hallucinations,	a	mood	stabilizer	like	Lithium,	or	tranquilizers	like	Valium	to
calm	 her	 agitation.	 If	 the	 mother	 is	 breastfeeding,	 the	 potential	 risks	 and
benefits	of	each	drug	must	be	weighed.	In	such	an	extreme	situation,	however,
maintaining	 breastfeeding	 may	 be	 seen	 as	 a	 secondary	 consideration	 to
stabilizing	 a	 mother ’s	 mental	 health.	 The	 prognosis	 for	 women	 with
postpartum	psychosis	is	commonly	positive,	but	the	risk	for	a	recurrence	with
future	pregnancies	is	high.18

It	 is	 difficult	 to	 know	 what	 causes	 a	 woman	 to	 develop	 postpartum
psychosis	because	so	few	women	have	this	condition,	making	it	impossible	to
do	 systematic,	 randomized	 studies.	 At	 the	 same	 time,	 examining	 medical
records	 and	 interviewing	 women	 who	 have	 had	 postpartum	 psychosis	 has
revealed	 some	 consistent	 risk	 factors.	 Postpartum	 psychosis	 is	 likely	 to
develop	as	the	result	of	a	combination	of	factors	that	create	a	dangerous	storm
of	mental	illness—often	a	strong,	genetic	predisposition	that	interacts	with	the
physical	 and	 emotional	 stress	 of	 childbirth.	 The	 most	 well-documented	 risk
factors	are:19

Being	diagnosed	with	bipolar	disorder	prior	to	delivery

Being	 diagnosed	 with	 bipolar	 disorder	 and	 having	 had	 a	 previous
episode	 of	 postpartum	 psychosis,	 or	 a	 family	 history	 of	 postpartum
psychosis

Having	 family	 members	 who	 have	 mood	 disorders	 or	 have	 been
hospitalized	for	psychiatric	reasons

Death	of	the	infant

Perceived	lack	of	support	from	partner

Marital	conflict



Bipolar	disorder	used	to	be	called	“manic	depression,”	and	it	is	a	chronic
mood	disorder	 in	which	periods	 of	 intense	 elation	 and	 energy	 alternate	with
periods	 of	 intense	 sadness	 and	 hopelessness.	 Without	 medication,	 daily
functioning	 can	 be	 severely	 compromised.20	 Women	 with	 previously
diagnosed	 bipolar	 disorder	 have	 a	 one-in-four	 chance	 of	 developing
postpartum	psychosis.	Of	those	women,	if	they	suffered	from	psychosis	after	a
previous	pregnancy	or	have	a	family	member	who	has,	 there	 is	a	one-in-two
chance	that	they	will	experience	a	psychotic	break	after	childbirth.

As	 you	 can	 imagine,	 a	 death	 of	 the	 baby	 soon	 after	 delivery	 is
psychologically	 devastating	 and	 increases	 the	 risk	 of	 postpartum	 psychosis.
And	 it	 is	 clear	 that	 situational	 stressors,	 like	 having	 marital	 difficulties	 and
feeling	unsupported	in	caring	for	the	child,	play	a	role	as	well.

With	 these	 discussions,	 I	 hope	 you	 can	 see	 how	 damaging	 the	 hormone
myth	 is	 in	 postpartum.	 It	 affirms	 the	 idea	 that	 any	 kind	 of	 postpartum	mood
disorder	 is	 because	 of	 biology—hormones,	 of	 course—and	 that	 a	 woman
should	try	to	just	shake	it	off.	The	reality	is	way	more	complicated	than	that.	A
woman’s	psychological	history	and	the	situation	she	lives	in,	the	quality	of	her
marriage	and	the	extent	of	support	she	gets,	are	much	more	important	factors
that	 cause	 postpartum	 mood	 disorders	 than	 hormones.	 The	 idea	 that	 good
women	always	love	being	mothers	brings	us	to	the	unavoidable	conclusion	that
we	must	be	bad	women	for	feeling	anything	else,	which	keeps	us	from	seeking
help.	And	not	getting	help	hurts	everyone.

Consequences	of	Not	Seeking	Treatment
Postpartum	blues	is	transient	and	goes	away	on	its	own	without	any	treatment,
but	 postpartum	 depression	 and	 postpartum	 psychosis	 can	 have	 long-lasting
consequences,	especially	if	left	untreated.	While	the	repercussions	of	untreated
postpartum	 depression	 are	 far-reaching,	 the	 consequences	 of	 untreated
postpartum	psychosis	can	be	catastrophic.	Thankfully,	postpartum	psychosis	is
extremely	 rare,	 and	with	 the	 early	 treatment	 of	 hospitalization,	 antipsychotic
drugs,	 and	 strong	 social	 support,	 the	 prognosis	 is	 commonly	 positive.21
However,	without	treatment,	the	risks	to	the	mother	and	her	child	escalate.

Risks	to	the	Mother

Depression	 is	 no	 picnic.	As	 you	 can	 imagine,	 postpartum	depression	 has



wide-ranging	 effects	 on	 a	 new	 mother.	 Physically,	 it	 increases	 her	 risk	 of
cardiovascular	 disease:	 a	 woman	 with	 postpartum	 depression,	 who	 has	 no
previous	history	of	heart	disease,	has	four-and-a-half	times	the	risk	of	having	a
heart	 attack	 compared	 to	 women	 who	 are	 not	 depressed.	 Depression
compromises	the	immune	system	by	decreasing	the	production	of	white	blood
cells.	Also,	 feeling	hopeless	 and	 full	 of	 self-loathing	doesn’t	 lead	 to	making
healthy	choices—she	is	more	 likely	 to	abuse	alcohol	and	drugs,	use	 tobacco,
and	 have	 poor	 nutrition,	 and	 less	 likely	 to	 participate	 in	 preventive	 health
behaviors	like	using	seat	belts	or	sunscreen.22	As	any	mother	knows,	adding	a
baby	 to	 the	 family	 is	 challenging	 under	 the	 best	 circumstances	with	 nonstop
care	for	a	newborn,	household	chores,	attending	to	other	children,	and	perhaps
going	 back	 to	work	 after	 a	 brief	maternity	 leave.	Doing	 so	 under	 the	 heavy
weight	 of	 depression	 would	 deplete	 anyone’s	 emotional	 and	 physical
resources.

Women	suffering	from	postpartum	psychosis	experience	all	of	this,	plus	a
psychotic	break	with	reality,	and	it’s	common	to	think	about	suicide.	For	her,
the	risk	of	suicide	in	the	year	after	she	gives	birth	is	substantially	higher	than
the	 general	 female	 population.23	 After	 interviewing	 women	 who	 had	 had
postpartum	psychosis,	one	researcher	described	the	hopelessness	they	felt:

The	women	stated	that	they	felt	as	if	all	the	doors	were	closed	and
they	 had	 entered	 total	 darkness	where	 no	 improvement	 could	 be
seen.	They	felt	they	were	beyond	rescue…and	without	any	hope…
Only	one	 thing	saved	them	from	suicide	and	that	was	 the	 thought
of	leaving	their	families	behind	to	mourn.24

It’s	 clear	 from	 the	 interviews	 that	 these	 women	 weren’t	 beyond	 help	 or
hope,	 and	 with	 appropriate	 treatment	 and	 the	 support	 of	 loving	 family
members,	they	were	able	to	heal	and	return	to	normal	functioning.	But	to	get	to
treatment,	 they	 and	 their	 loved	 ones	 had	 to	 get	 past	 the	 stigma	 and	 shame
generally	attached	to	having	challenges	postpartum.

Risks	to	Children

It’s	 no	 coincidence	 that	most	 parents	want	 to	gaze	 into	 a	baby’s	 eyes	 and
naturally	respond	to	 them.	What	feels	 like	a	natural,	 loving	interaction	forms
the	 foundation	 for	 emotional	 and	mental	health.	A	depressed	mother	 tends	 to



interact	 with	 her	 baby	 differently,	 which	 can	 have	 long-term	 developmental
ramifications.	She	spends	less	time	in	prolonged	eye	contact	with	the	baby,	is
less	responsive	to	the	baby’s	initiations	of	contact	through	gurgling,	babbling,
or	crying,	and	shows	more	negative	and	less	positive	facial	expressions	to	the
baby.25

The	ways	 that	 depressed	mothers	 interact—or	 fail	 to	 interact—with	 their
babies	 have	 direct	 effects	 on	 emotional,	 cognitive,	 and	 social	 development.
Infants	of	depressed	mothers	are	slower	to	develop	a	secure	attachment	to	the
mother,	 as	well	 as	 appropriate	 emotional	 expression	 and	management.	 They
are	more	 reactive	 to	 stress,	more	 fussy,	 less	 playful,26	 have	 lower	 scores	 in
motor	 development,	 are	 less	 content,	 and	 are	 perceived	 by	 their	 mothers	 as
more	difficult	to	care	for	compared	to	the	children	of	nondepressed	mothers.27
The	developmental	deficiencies,	when	compared	to	children	with	mothers	who
did	not	experience	depression,	don’t	stop	in	infancy.	Preschoolers	score	lower
on	 intelligence	 tests	 and	 have	 more	 behavioral	 problems.28	 School-age
children	 are	 more	 likely	 to	 show	 depressive	 symptoms,	 have	 smaller
vocabularies,	and	lower	social	competence.	By	age	thirteen,	these	children	also
have	lower	IQ	scores	and	are	more	likely	to	be	in	special	education	classes.29

When	 a	 woman	 suffers	 from	 postpartum	 depression,	 not	 only	 does	 her
infant	suffer,	but	any	older	siblings	are	at	 risk	as	well.	Children	are	sensitive
beings:	 they	 notice	 when	 a	 previously	 fun	 and	 affectionate	 mother	 becomes
remote	 and	moody.	Depression	disrupts	 a	woman’s	 ability	 to	be	 an	 attentive,
affectionate	 parent,	 so	when	 depression	 persists,	 the	mental	 health	 of	 all	 her
children	 is	 compromised.	 Older	 children	 of	 depressed	 mothers	 have	 higher
rates	 of	 anxiety	 and	 behavioral	 problems,	 more	 negative	 moods,	 are	 more
vulnerable	 to	 developing	 depression,	 score	 lower	 on	 IQ	 tests,	 have	 lower
overall	academic	performance,	and	are	more	likely	to	be	excluded	by	peers.30
Overall,	 children	of	mothers	who	had	postpartum	depression	are	 at	 a	higher
risk	of	behavioral	problems,	deficient	social	skills,	cognitive	difficulties,	and
later	psychological	disorders—throughout	their	childhood	and	beyond.31

A	 woman	 with	 postpartum	 psychosis	 may	 experience	 such	 severe
depression	 that	 she	 can’t	 get	 out	 of	 bed.	 She	 may	 have	 delusions	 or
hallucinations	that	make	her	more	likely	to	neglect	or	abuse	her	baby.	She	may
imagine	that	she	fed	him	an	hour	ago,	when	it	was	in	fact	five	hours	ago.	She
may	stay	away	from	her	baby	because	she	hears	voices	telling	her	she	is	a	bad
mother	 and	 can	 only	 hurt	 her	 baby.32	 It’s	 not	 uncommon	 for	 a	 woman	with
postpartum	 psychosis	 to	 have	 thoughts	 of	 killing	 her	 child,	 although	 only	 4



percent	of	these	women	actually	do	so.33	I	know	any	sentence	with	the	phrase
“thoughts	of	killing	her	child”	is	terrifying	to	read,	but	96	percent	of	women
with	 postpartum	 psychosis	 don’t	 kill	 their	 children.	 This	 is	 a	 small	 risk,	 but
obviously	has	to	be	taken	seriously.

Risks	to	Relationships

The	birth	of	a	child,	particularly	a	first	child,	is	a	time	of	stress	for	many
couples.	For	a	variety	of	 reasons,	 the	majority	of	couples	suffer	a	decline	 in
relationship	 satisfaction	 when	 a	 child	 is	 born.	 When	 my	 first	 daughter	 was
born,	I	wanted	to	hang	onto	my	husband’s	 leg	as	he	 left	 to	go	to	work,	and	I
wanted	 to	 cry	 out:	 “Don’t	 leave	 me	 alone	 to	 care	 for	 this	 baby!”	 I	 was	 a
graduate	student	and	it	made	sense	for	me	to	take	off	a	semester	when	she	was
born.	But	I	was	so	jealous	that	he	got	to	leave	every	day.	Yes,	he	was	going	to
work	so	we	could	pay	our	mortgage	and	have	food,	but	the	combination	of	my
complete	 ignorance	of	how	 to	 take	care	of	a	baby	and	her	unsoothable	colic
made	each	day	feel	like	being	left	alone	to	walk	through	a	minefield.	Was	she
hungry?	 Did	 she	 need	 her	 diaper	 changed?	 Was	 gas	 bothering	 her?	 The
answers	never	seemed	clear.	I	felt	like	I	was	failing	daily	and	was	angry	that	he
didn’t	have	to	go	through	this	with	me.	And	believe	me,	when	he	came	home,
he	 did	 plenty!	 He	 took	 the	 baby,	 fed	 her,	 changed	 diapers—the	 whole	 nine
yards.	But	he	got	to	escape	for	eight	hours	a	day,	which	made	me	resentful	and
fairly	unpleasant	to	be	with.

These	 feelings	 are	 exacerbated	 if	 one	 parent	 is	 doing	 less	 than	 the	 other
parent	 expects.	 The	 grueling	 physical	work	 of	 infant	 care,	 the	 lack	 of	 sleep,
and	the	upending	of	expectations	can	all	contribute	to	new	parents’	frustration
and	 resentment.34 	 Adding	 postpartum	 depression	 to	 the	 mix	 puts	 inevitable
pressures	 on	 the	 relationship.	 Depression,	 anxiety,	 sleep	 deprivation,	 and
resentment	are	a	toxic	brew.

Even	 without	 the	 birth	 of	 a	 child,	 one	 partner ’s	 depression	 is	 strongly
related	to	decreased	quality	of	relationship	and	higher	rates	of	divorce.35	Some
of	this	can	be	explained	by	the	particular	behaviors	of	depressed	people	and	the
behaviors	 they	 elicit	 from	others.	My	husband	and	 I	were	heading	down	 this
road.	When	he	suggested	that	napping	when	the	baby	slept	might	make	me	feel
better,	I	said,	“Oh	really?!	When	am	I	supposed	to	shower	or	do	the	dishes	or
deal	with	the	piles	of	clothes	caked	in	spit	up?”	I	thought	he	was	being	critical
and	he	 thought	 I	was	 jumping	down	his	 throat.	 In	general,	 the	 interactions	of
couples	when	one	is	depressed	are	more	negative,	and	those	who	are	depressed



can	 be	 highly	 reactive	 to	 criticism.36	 Their	 complaints	 of	 physical	 and
psychological	 distress,	 and	 their	 displays	 of	 sadness,	 can	 provoke	 behavior
from	 their	 partner	 that	 produces	 more	 stress.	 Those	 in	 relationships	 with
depressed	 people	 are	more	 likely	 to	 see	 them	 as	 a	 burden,	 and	 to	 reject	 and
criticize	them,	producing	more—rather	than	less—conflict.37

Luckily,	 treatment	 for	 depression	 is	 very	 effective.	 Whether	 it’s	 therapy
with	 a	 trained	 psychologist	 or	 antidepressants	 prescribed	 by	 a	 physician	 or
psychiatrist,	treating	depression	is	something	that	these	professionals	have	had
success	at	and	for	which	they	have	a	lot	of	tools	at	their	disposal.38	But	to	get
treatment	 and	 avoid	 many	 of	 these	 potential	 negative	 consequences,	 people
need	to	understand	what	postpartum	depression	is—and	not	fear	admitting	they
have	it.

The	 foundation	 of	 the	 hormone	myth	 here—that	women	 are	 biologically
made	to	be	nurturing,	happy	mothers—makes	it	especially	difficult	for	women
to	 admit	 they	 are	 depressed.	 Who	 wants	 to	 feel	 like	 she	 is	 being	 a	 bad,
unnatural	mother?	The	fear	of	being	honest	about	how	hard	mothering	is	keeps
women	from	admitting	they	are	hurting,	and	exposes	them	and	their	families	to
dangerous	and	long-lasting	risks.

The	Effects	of	Resources	and	Support
This	fear	 is	something	that	 is	 in	everyone’s	power	to	change.	We	can	change
our	 views.	 Rather	 than	 thinking	 of	 the	 arrival	 of	 a	 new	 baby	 as	 a	 private
situation,	we	can	think	of	new	mothers	as	in	need	of	community	resources.	In
colonial	 times,	when	 a	woman	 had	 a	 baby,	 neighbors	 and	 friends	 took	 turns
feeding	 her	 family	 and	doing	 her	 chores	 so	 she	 could	 properly	 recover	 and
bond	with	her	baby.	We	can	do	that	for	each	other.	Merely	saying	“Call	me	if
you	need	help”	doesn’t	help,	because	American	individualism	makes	us	resist
presenting	ourselves	as	needy.	 It’s	better	 to	say,	“I’m	going	 to	come	over	on
Tuesday	and	Thursday	this	week	to	bring	dinner—what	is	a	good	time	to	drop
it	off?”	This	makes	it	a	fait	accompli	and	the	new	mother	only	has	to	say	what
time	is	best.

Women	 with	 newborn	 babies	 need	 sympathy	 and	 understanding	 for	 this
phenomenal	responsibility	they	now	have—and	concrete	help.	If	many	people
in	her	world	pitched	in,	her	mental	health	would	benefit	and	she	would	be	less
vulnerable	to	developing	postpartum	depression.



If	We	All	Got	Real	About	Motherhood
Part	and	parcel	of	this	approach	is	having	a	realistic	perspective	on	mothering.
It	means	 leaving	 the	biological	 imperatives	of	 the	hormone	myth	behind	and
rejecting	the	idea	that	women	are	biologically	made	to	be	selfless,	mothering
machines	who	have	a	natural	instinct	for	knowing	how	to	mother	and	a	natural
impulse	to	love	every	minute	of	it.	Caring	for	a	newborn	is	hard,	and	involves
a	 skillset	 that,	 these	 days,	most	 don’t	 learn	 beforehand.	Women	 need	 to	 feel
comfortable	asking	for,	and	receiving,	help	without	feeling	like	a	bad	mother.
Let’s	stop	blaming	these	struggles	on	hormones	and	start	making	new	mothers’
lives	more	reasonable	by	expecting	more	from	husbands	and	everyone	in	their
social	circle.

I	know	that	when	I	finally	asked	for	help	from	friends	and	family,	and	I	was
able	 to	 feel	 like	I	wasn’t	 in	 it	alone,	my	postpartum	depression	eased.	 It	 is	 in
our	power	to	improve	new	mothers’	mental	health	and,	therefore,	the	health	of
their	 children.	 It	 only	 requires	 our	 rejection	 of	 the	 hormone	 myth	 and	 an
embrace	of	our	communal	commitment	to	supporting	women	during	what	is,
in	reality,	a	difficult	time	of	life.



Chapter	8

The	Reputation	of	Menopause	Precedes	It

Television	has	been	 in	 the	forefront	of	presenting	menopause	as	 the	end	of
femininity	 and	 our	 very	 identities	 as	 women.	 In	 1972,	 an	All	 in	 the	 Family
episode	called	“Edith’s	Problem”	was	seen	as	groundbreaking	for	addressing
the	 topic	 of	 menopause.	 When	 Edith	 finds	 out	 she	 is	 going	 through	 “the
change”	and	her	daughter,	Gloria,	suggests	that	it	is	a	“natural,	beautiful	time
of	life,”	Edith	says:	“Beautiful?	Well	I	don’t	feel	very	beautiful…	When	Archie
hears	about	this	he	ain’t	gonna	love	me	no	more.”1	The	image	hasn’t	changed
much:	 in	 2000,	when	 Samantha	 of	Sex	 and	 the	City	 suspects	 she	 is	 entering
menopause	 because	 her	 period	 is	 late,	 she	 says,	 “I’m	 day-old	 bread	 and	my
time	is	up.”

Menopause.	The	very	word	conjures	 images	of	wrinkled	and	undesirable
women	who	are	way	past	their	prime.	It	is	a	cultural	mark	of	getting	old,	which
is	 a	 fate	 we	 must	 run	 from.	 We	 cannot	 look	 at	 a	 magazine	 or	 website	 or
Facebook	ad	without	getting	bombarded	with	the	message	that	we	must	try	to
appear	younger	than	we	are—and	of	course	buy	the	products	and	services	that
will	help	us	do	so.	Our	 response	 is	pretty	crazy	because	whatever	we	do,	we
can’t	 stop	 time.	 But	 we	 live	 in	 a	 youth-oriented	 culture.	 Particularly	 for
women,	 being	 young	 means	 being	 beautiful,	 exciting,	 active,	 and	 relevant.
Being	 old	 is	 to	 be	 boring,	 uninvolved,	 wrinkled	 and	 therefore	 ugly,	 and
ultimately	irrelevant.2

To	maintain	self-esteem	as	we	age	 is	challenging.	 I	will	admit	 that	 I	can’t
help	but	be	pleased	when	people	 are	 amazed	 that	 I’m	 in	my	 fifties.	 I	 dye	my
grey	hair	back	to	brown,	use	age-defying	face	cream,	and	put	a	huge	amount
of	effort	into	staying	trim,	if	not	thin.	And	the	irony	is	that	I	like	the	age	I’m	at.
So	 far,	my	 fifties	 have	 been	 everything	 I’ve	 hoped	 for:	 a	 time	 of	 passionate
work	productivity	and	devotion	to	my	personal	interests	and	needs.	I	know	who
I	 am	 and	what	 I	want,	 and—more	 importantly—what	 I	 don’t	want.	But	 I	 still
can’t	 escape	 the	desire	 to	 appear	younger.	And	nothing	heralds	getting	older
like	 the	 beginning	 of	menopause.	 It	 is	 an	 unavoidable	 progression	 of	 events
that	happen	as	we	enter	midlife.

The	social	meaning	of	menopause	in	Western	nations	is	one	of	decay	and
illness.	It	marks	a	time	when	women	are	thought	to	lose	desirability	and	must



leave	 the	 game	 of	 attraction	 and	 sex	 behind—all	 of	 which	 can	 affect	 our
identities	as	women.3	The	 television	characters	 I	quoted	aren’t	addressing	 the
physical	symptoms	of	menopause;	instead,	they	speak	to	the	plummeting	value
of	older	women.	In	a	simultaneously	tragic	and	hilarious	television	skit,	Amy
Schumer	scathingly	depicts	this	fate	when	she	runs	into	middle-aged	actresses
Tina	 Fey,	 Julia	 Louis-Dreyfus,	 and	 Patricia	 Arquette—arguably	 three	 very
attractive	women.	To	Amy’s	horror,	they	are	celebrating	Julia’s	“last	fuckable
day”—the	 day	 the	 media	 arbitrarily	 decides	 that	 an	 actress	 is	 no	 longer
believably	desirable.4 	 Schumer	 is	 skewering	 the	 reality	 of	 cultural	 ideals,	 in
which	women	of	menopausal	age	get	demoted	to	sexless	crones.

Menopause	Is	a	Modern	Illness
These	 attitudes	 about	 menopause	 are	 relatively	 new	 in	 human	 history.	 The
oldest	reference	to	menopause	is	found	in	Genesis,	when	Sarah	is	described	as
“past	 the	 age	 of	 childbearing.”5	 In	 the	 premodern	 era	 when	 health	 was
understood	in	terms	of	the	four	humors,	it	was	thought	that	humors	harden	as	a
woman	ages,	causing	the	end	of	menstruation.6	But	for	most	of	human	history
women	generally	didn’t	live	past	forty-five	years	old,	so	before	the	nineteenth
and	 twentieth	centuries	brought	 longer	 life	 spans,	menopause	was	known	but
rare.7

In	 the	 late	 1800s,	 the	 establishment	 of	 the	 modern	 medical	 field	 in	 the
United	 States	 and	 Europe	 was	 taking	 hold	 and	 physicians	 started	 wielding
cultural	 authority	 over	 health	 issues.	 Rather	 than	 mothers	 and	 midwives
modeling	 and	 advising	 women	 about	 reproductive	 health,	 graduates	 from
newly	 minted	 medical	 schools	 confidently	 instructed	 their	 patients,	 and	 the
public,	 on	 the	 proper	 care	 of	 women’s	 bodies.8	 These	 doctors	 understood
menopause	as	 a	milestone	 in	 a	woman’s	 reproductive	 life,	but	 regarded	 it	 as
one	that	came	with	no	serious	health	problems.	Medical	textbooks	of	the	time
didn’t	even	cover	the	topic.	Many	saw	menopause	as	an	opportunity	for	women
to	 engage	 in,	 and	 contribute	 to,	 society	 outside	 of	 the	 home—in	 ways	 that
didn’t	 infringe	 on	 caring	 for	 a	 husband	 or	 threatening	 his	 status	 as
breadwinner.	 By	 the	 1930s	 and	 1940s,	 menopause	 began	 to	 be	 discussed	 in
nursing	 and	 medical	 journals,	 but	 they	 reported	 that	 most	 women	 didn’t
experience	symptoms	troubling	enough	to	require	medical	attention.9



The	Need	for	Femininity	Maintenance
It	is	only	recently	that	people	began	thinking	about	menopause	as	a	disease	in
need	of	treatment.	In	the	1950s,	the	whole	discussion	took	on	a	much	different
tone.	Doctors	warned	that	menopause	brought	“emotional	 turmoil”	and	could
“threaten	 a	 family’s	 tranquility,”	 citing	 examples	 of	 menopausal	 women
getting	annoyed	with	their	husbands	and	complaining	about	doing	housework.
This	was	clearly	not	acceptable,	and	the	popular	advice	literature	told	women
to	get	a	hold	of	themselves	and	control	their	feelings.	If	they	found	that	to	be
impossible,	one	female	physician	recommended	that	they	simply	pretend	they
didn’t	feel	that	way.10	The	whole	discourse	evaded	any	notion	that	women	may
be	upset	for	other	reasons,	valid	reasons,	and	made	no	effort	to	figure	out	why
they	were	dissatisfied.

This	 is	 when	 the	 thought	 originated	 that	 the	 onset	 of	 menopause	 causes
accelerated	aging	 in	 the	 female	body	and	a	decline	of	attractiveness.	Medical
experts	 warned	 that	 menopausal	 women	 get	 “pouchy	 stomachs”	 and	 “saggy
breasts,”	 and	 that	 they	 needed	 to	 work	 hard	 to	 maintain	 their	 attractiveness
because	it	is	“part	of	the	marital	bargain.”11

The	 marital	 bargain?	 If	 you’ve	 ever	 thought	 the	 radical	 feminist
description	of	marriage	as	“legalized	prostitution”	is	extreme,	well	here	is	the
inspiration	in	living	color.	The	understanding	that	a	man	agrees	to	marry	and
financially	 support	 a	woman	 if	 she	 remains	 attractive	 and	 sexually	 available
encapsulates	much	 of	 the	 rhetoric	 about	menopause	 at	 this	 time.	Rather	 than
considering	a	woman’s	physical	and	emotional	health	as	important	aspects	of
her	well-being,	the	medical	community	was	more	concerned	about	maintaining
her	femininity	during	and	after	menopause	to	tend	to	her	husband’s	happiness.
And	 the	 era	 believed	 his	 happiness	 was	 reliant	 on	 having	 a	 compliant,
domestic,	attractive,	sexual	partner.

The	 myth	 that	 menopause	 made	 women	 sick,	 ugly,	 and	 unpleasant	 was
ultimately	 legitimized	 and	popularized	 in	1966	when	gynecologist	Robert	A.
Wilson’s	book	called	Feminine	Forever	was	published.	I	can	only	describe	this
book	 as	 an	 unbelievable	 compendium	 of	 misogyny	 and	 chauvinism.
Throughout,	 the	 author	 emphasized	 the	 fundamental	 importance	 of	women’s
attractiveness	with	lines	like	“A	woman’s	physical	appeal	is	her	starting	capital
in	 the	 venture	 of	 life—the	 ante	 which	 lets	 her	 into	 the	 game.”	 Wilson
sympathized	and	damned	menopausal	women	with	 the	comment:	“No	woman
can	escape	the	horror	of	 this	 living	decay,”	as	he	declared	that	 the	decline	of
estrogen	will	inevitably	make	“breasts	become	flabby	and	the	vagina	becomes



stiff	and	unyielding.”
He	 argued	 that,	 psychologically,	menopause	 could	 push	women	 into	 two

very	different—but	equally	undesirable—states.	He	recounted	many	stories	of
husbands	who	 found	 their	menopausal	wives	 to	 be	 crabby,	 refusing	 to	make
dinner.	 Wilson	 sympathized,	 and	 said	 that	 decreased	 estrogen	 can	 make	 a
woman	become	a	“dull-minded,	sharp-tongued	caricature	of	her	former	self.”
On	 the	 other	 hand,	 he	warned	 that	 a	menopausal	woman	 can	 also	 eventually
“subside	 into	 an	uneasy	apathy	 that	 is	 indeed	a	 form	of	death	within	 life.”	 In
this	state,	he	explained	that	a	woman	can	“acquire	a	vapid	cow-like	feeling”	in
which	the	“world	appears	as	though	through	a	grey	veil,	and	they	live	as	docile
harmless	 creatures	missing	most	 of	 life’s	 values.”11	Not	 an	 attractive	picture
either	way.

Hormones	to	the	Rescue
Wilson	 argued	 that	 menopause	 is	 a	 hormone-deficiency	 disease,	 and	 that	 to
save	women	and	their	husbands	from	misery,	all	women—even	those	without
symptoms—should	 take	 synthetic	 hormones	 for	 the	 remainder	 of	 their	 lives.
With	hormone	replacement	therapy,	he	said	that	women	could	avoid	“the	death
of	their	own	womanhood”	and	stay	“feminine	forever.”

The	hormones	Wilson	wrote	about	first	came	to	market	in	the	early	1940s,
after	 the	 pharmaceutical	 company	 Ayerst	 Laboratories	 developed	 a	 cost-
effective	 form,	 called	 Premarin,	 that	 consists	 of	 estrogen	 extracted	 from
pregnant	 mares’	 urine.	 Premarin	 was	 originally	 prescribed	 only	 to	 treat
women	who	experienced	menopausal	symptoms,	like	hot	flashes,	as	disturbing.
But	 after	 the	 publication	 of	Feminine	 Forever,	 with	 its	 wide	 popularity	 with
both	 readers	 and	 the	 media,	 Premarin	 sales	 doubled	 from	 1960	 to	 1975,
eventually	bringing	billions	of	dollars	in	profit.13

Advertisements	for	Premarin	that	were	released	in	1960s	medical	journals
featured	 glamorous,	 attractive,	 middle-aged	 women	 being	 adored	 by	 their
equally	 attractive	 husbands—ostensibly	 because	 these	 ladies	 stayed	 youthful
and	vibrant	thanks	to	hormones.	The	ads	simply	scream:	“Look	what	hormones
can	 do!”	 One	 Premarin	 ad	 ran	 with	 the	 headline	 “Husbands,	 too,	 like
Premarin,”	which	went	on	to	deliver	the	message	that	men	deserve	a	pleasant
and	 reasonable	woman—which	 Premarin	 could	 ensure.	Under	 a	 picture	 of	 a
happy	and	attractive	middle-aged	couple	on	a	sailboat,	the	text	read:



The	 physician	 who	 puts	 a	 woman	 on	 “Premarin”	 when	 she	 is
suffering	from	menopause	usually	makes	her	pleasant	to	live	with
once	 again.	 It	 is	 no	 easy	 thing	 for	 a	 man	 to	 take	 the	 stings	 and
barbs	 of	 business	 life,	 then	 to	 come	 home	 to	 the	 turmoil	 of	 a
woman	 “going	 through	 the	 change	 of	 life.”	 If	 she	 is	 not	 on
“Premarin,”	that	is.

In	 the	1970s,	 the	ads	emphasized	what	horrors	happen	when	middle-aged
women	 don’t	 take	 hormones.	 No	 longer	 glamorous	 and	 glowing,	 the
menopausal	 women	 shown	 were	 wrinkled	 and	 ugly.	 One	 featured	 a	 dowdy
grandmother	bemoaning	the	fact	 that	her	husband,	at	 the	height	of	his	career,
no	 longer	 had	 time	 for	 her.	The	message	was	 that	 if	 she	 took	Premarin,	 she
would	be	young	and	attractive	again,	and	her	husband	would	find	her	worthy
of	 attention.14 	 This	 change	 in	 tone	 was	 a	 result	 of	 the	 women’s	 health
movement	of	the	1960s	and	1970s,	which	encouraged	women	to	become	more
active	 participants	 in	 their	 healthcare,15	 so	women	 needed	 to	 be	 exhorted	 to
choose	to	pursue	hormone	replacement	therapy.

The	 women’s	 health	 movement	 was	 based	 on	 the	 popular	 premise	 of
“question	 authority.”	 It	 resisted	 the	 perception	 of	 doctors	 as	 all-knowing
authorities	who	dictated	what	was	best	for	women,	and	promoted	the	idea	that
women	 could	 and	 should	 be	 informed	 participants	 in	 their	 health	 care
decisions.	This	 philosophy	was	best	 captured	 in	 the	1969	publication	of	Our
Bodies,	Ourselves,	 a	 compendium	 of	 accessible	 information	 about	 women’s
health—especially	 women’s	 reproductive	 health—that	 continues	 to	 provide
multiple	 perspectives	 on	 how	 to	 stay	 healthy	 and	 how	 to	 treat	 illnesses
particular	 to	 women.	 In	 1985,	 women’s	 health	 activists	 successfully	 lobbied
Congress	 to	 require	 anyone	 doing	 a	 clinical	 health	 trial	 with	 a	 government
grant	to	include	women	as	study	participants.	Previous	to	that,	most	studies	that
physicians	used	to	guide	their	treatment	choices	for	women	included	only	male
participants.	There	were	vast	gaps	of	knowledge	about	women’s	health	because
of	this	bias,	and	the	women’s	health	movement	helped	to	close	that	gap.16

Premarin	 ads	 appealed	 to	 this	 popular	 idea	 of	 patients	 as	 informed
consumers.	 A	 commercial	 in	 the	 1990s	 featured	 a	 doctor	 saying,	 “Speak	 to
your	 doctor	 about	 what	 you	 can	 do	 to	 protect	 your	 health	 during	 and	 after
menopause.”17	 They	 were	 still	 selling	 women	 a	 drug	 that	 could	 harm	 their
health,	 as	 I’ll	 discuss	 in	 chapter	 10,	 but	 now	 they	 did	 it	 under	 the	 guise	 of
encouraging	women	 to	 take	control	of	menopause.	This	attitude	 took	 root	 in



our	culture	and	 the	 self-help	books	and	popular	media	 throughout	 the	1980s
and	1990s	continued	to	represent	menopause	as	a	terrifying	illness.18

Mythic	Attitudes	About	Menopause	Make	It	So
The	current	best-selling	books	on	Amazon.com	about	menopause	all	present	it
as	a	stage	of	life	that	brings	physical	and	emotional	harms	that	a	woman	must
battle	 with.	 Titles	 like	 Before	 the	 Change:	 Taking	 Charge	 of	 Your
Perimenopause,	 The	Hormone	Cure,	 and	 even	Mayo	Clinic’s	The	Menopause
Solution	position	menopause	as	a	 threatening	 illness	 that	needs	 to	be	actively
dealt	with.	Very	few,	like	Christiane	Northrup’s	books	The	Secret	Pleasures	of
Menopause	 and	 The	 Wisdom	 of	 Menopause,	 consider	 positive	 aspects	 of
menopause.

Positive	 aspects	 of	menopause?	 Imagine	 that.	 In	 chapter	 9,	 I’ll	 show	 that
they	 are	 not	 only	 possible,	 but	 that	 they	 are	 experiences	 the	 vast	majority	 of
women	 actually	 have.	Remember	 the	 discussion	 about	 how	negative	 attitudes
and	 expectations	 about	 menstruation	 are	 related	 to	 actually	 having	 a	 worse
experience?	 This	 is	 also	 the	 case	 with	menopause.19	 Premenopausal	 women
who	think	that	menopause	makes	women	less	attractive	and	more	likely	to	need
medical	 treatment	 report	 physical	 symptoms	 of	 menopause,	 like	 hot	 flashes
and	disturbed	sleep,	more	often	and	more	severely	 than	women	with	positive
attitudes.	 These	 negative	 attitudes	 about	 menopause	 also	 predict	 feelings	 of
distress	 and	 depression	 during	 the	 menopause	 years.20	 Here	 are	 the	 major
social	forces	that	influence	a	woman’s	perception	of	menopause.

Spousal	Responses

Women’s	attitudes	may	be	influenced	by	how	their	partners	respond	to	this
transition.	 In	 interviews	 with	 sixty-one	 menopausal	 women,	 one	 researcher
found	it	a	recurring	theme	that	men	were	encouraging	women	to	interpret	their
symptoms	 as	 an	 illness	 and	 pressuring	 them	 to	 get	 the	 illness	 fixed.21	Many
men	 were	 disturbed	 by	 their	 wives’	 hot	 flashes	 and	 menstrual	 changes,	 and
were	exasperated	by	the	women’s	inability	to	control	their	bodies.	Of	course,
there	 are	 some	men	who	want	 to	 be	 supportive,	 but	 unfortunately	most	men
don’t	 have	 accurate	 information	 about	 the	 process	 of	 menopause	 and	 aren’t
sure	how	to	be	helpful.22



Generational	Norms

Generational	 norms	may	 affect	 how	 a	woman	 interprets	 and	 experiences
menopause.	A	 study	 of	white,	middle-class	 baby	boomers	 and	 their	mothers,
who	were	born	in	the	1920s	and	1930s,	found	that	the	daughters	and	mothers
had	very	similar	physical	symptoms	of	menopause.	But	there	were	fascinating
differences	 in	 how	 each	 group	 thought	 about,	 and	 experienced,	 that	 time	 of
life.23	 The	 mothers	 were	 born	 in	 a	 time	 when	 no	 one	 spoke	 publicly	 about
issues	like	menopause	or	sexuality.	They	accepted	menopause	simply	as	a	stage
of	 life	and	 few	sought	any	medical	 treatment.	Most	of	 the	mothers	expressed
feeling	excitement	at	 that	 time;	since	reproduction	was	over,	 they	would	have
the	opportunity	to	focus	on	themselves.

Their	 baby-boomer	 daughters	 approached	 menopause	 quite	 differently.
They	 talked	 about	 it	 with	 anybody	 and	 everybody—including	 their	 friends,
family,	 coworkers,	 husbands,	 and	 physicians—and	 some	 joined	 support
groups	to	provide	a	forum	for	discussion.	They	feared	menopause.	They	saw	it
as	 connected	 to	 aging	 and	 the	 end	 of	 attractiveness,	 and	 felt	 it	 was	 a	 health
problem	 that	 needed	 curing.	A	 common	 theme	was	 a	 desire	 to	 control	 their
bodies,	and	they	expressed	pride	in	all	 the	ways	they	had	worked	to	delay,	or
minimize,	 the	 onset	 of	 menopause	 and	 other	 physical	 signs	 of	 aging.	 They
used	over-the-counter	drugs,	antiaging	products,	and	almost	all	of	 them	used
hormone	replacement	therapy—even	though	it	is	now	highly	controversial	and
can	cause	the	serious,	long-term	health	risks	that	I	discuss	in	chapter	10.24	For
these	women,	menopause	didn’t	represent	the	end	of	reproduction	because	they
had	access	to	birth	control	methods	throughout	their	reproductive	years,	while
their	mothers	 did	 not.	The	 results	 of	 this	 study	offer	 an	 example	 of	 how	 the
same	 physical	 symptoms	 can	 bring	 distress	 or	 not,	 based	 on	 different
sensibilities	about	aging,	expected	control	of	one’s	health,	and	openness	about
reproductive	events.

Racial	and	Cultural	Norms

There	 are	 a	wide	 variety	 of	 attitudes	 that	women	 have	 about	menopause,
which	 depend	 on	 their	 background	 and	 the	 culture	 in	which	 they	 live.	 In	 the
United	States,	African-American	women	have	a	more	positive	attitude	toward
menopause	 than	European-American	women	 and	Latina	women,	with	Asian-
American	women	having	the	least	positive	attitudes.25	Women	living	in	Japan
have	much	more	 positive	 attitudes	 about	menopause	 than	women	 in	Western
nations,	 possibly	 because	 they	 report	 fewer	 physical	 symptoms.	 Women	 in



nations	 like	 Greece,	 Mexico,	 and	 India	 have	 generally	 positive	 views,
especially	where	older	women	are	valued.26

Being	Exposed	to	Positive	Views

It	 appears	 that	 women’s	 attitudes	 about	 menopause	 are	 changeable.	 One
study	provided	an	education	program	to	eighty	women	between	forty	and	sixty
years	old.	The	women	met	ten	times	for	two	hours,	and	in	that	time	menopause
was	presented	as	a	natural	part	of	life.	Medical	professionals	presented	ways	to
prevent	 illness	 and	 to	 promote	 physical,	 emotional,	 and	 social	 health.	At	 the
end	of	 the	 ten	sessions,	participants	 reported	not	only	more	positive	attitudes
about	menopause,	but	also	a	decrease	in	physical	and	psychological	symptoms
experienced.27

As	 the	 authors	 of	 the	 study	 point	 out,	 although	 there	 is	 considerable
evidence	for	the	major	role	of	attitudes	in	predicting	a	woman’s	experience	of
menopause,	 doctors	 continue	 to	 address	 patients	 as	 though	 it	 is	 a	 sickness
requiring	 medical	 treatment,	 rather	 than	 promoting	 a	 positive	 attitude	 and
encouraging	a	healthy	 lifestyle.	So,	 for	 the	 rest	of	 this	 chapter	 I	want	 to	 step
outside	the	cultural	overlays	and	personal	influences	and	look	at	what,	exactly,
happens	 to	 a	woman’s	 body	 during	 this	 time.	 Because	while	 there	 are	many
psychological,	social,	and	situational	factors	that	dictate	how	it	is	experienced
physically	and	emotionally,	it	is	fundamentally	a	biological	process.

What	Happens	to	the	Body	During	the	Menopausal	Years
It’s	 important	 to	 understand	 what	 happens—and	 what	 doesn’t	 happen—
biologically	 to	 see	 menopause	 for	 what	 it	 is:	 a	 time	 of	 natural,	 biological
changes	 that	 simply	 represents	a	new	stage	 in	a	woman’s	 reproductive	health
and	generally	 is	 not	 experienced	 as,	 or	 needs	 to	 be	 treated	 as,	 an	 illness.	To
support	this	view,	I’ll	share	some	facts	about	what	happens	in	a	woman’s	body
when	she	is	going	through	this	transition.

Throughout	a	woman’s	childbearing	years,	her	reproductive	system	creates
an	amazing	concert	of	potential	and	replenishment.	When	she	reaches	middle
age,	 subtle	 hormonal	 and	 physiological	 changes	 begin	 to	 occur	 that	 indicate
the	 beginning	 of	 a	 new	 stage	 of	 life.	 The	 word	 “menopause”	 has	 generally
been	used	to	refer	to	several	years	of	reproductive	change	that	brings	the	end
of	menstrual	periods	and	the	beginning	of	nonchildbearing	years—though	the



medical	 community	 has	 developed	 more	 specific	 language	 to	 refer	 to	 the
different	stages	of	this	transition.28	The	following	stage-based	terms	only	refer
to	 a	woman	who	 is	 not	 taking	hormones	 and	has	 not	 had	 a	 hysterectomy,	 as
those	interventions	cause	changes	to	the	experience.

Premenopause

A	woman	is	referred	to	as	premenopausal	when	she	has	had	regular	periods
for	at	least	the	last	three	months,	and	has	had	no	changes	in	her	regularity.	Her
hormones	 levels	 are	 maintained	 at	 the	 level	 that	 facilitates	 monthly
menstruation.	 This	 is	 when	 her	 menstrual	 cycle	 is	 chugging	 along	 like	 it
always	has	and	her	fertility	needs	to	be	managed	with	birth	control.

Perimenopause,	or	the	Menopause	Transition

This	is	when	changes	begin	that	can	take	place	over	a	period	of	five	to	ten
years.	The	average	age	a	woman	enters	the	menopause	transition	is	fifty-one,
although	the	range	is	forty-five	to	fifty-five.29	A	woman’s	period	starts	to	skip
around	irregularly.	Researchers	define	early	transition	as	when	a	woman	starts
to	see	changes	in	the	length	of	her	period	for	at	least	two	cycles	in	the	last	year.
Her	ovaries	produce	fewer	follicles	and	estrogen	levels	begin	to	fluctuate.	Late
transition	is	marked	by	more	irregular	periods,	a	heavy	flow,	and	at	least	three
missed	periods	in	the	last	year.	Estrogen	levels	decline,	and	follicle-stimulating
hormone	(FSH)	and	luteinizing	hormone	(LH)	increase.	Ovulation,	though	less
frequent,	can	still	occur.

Postmenopause

A	 woman	 is	 said	 to	 be	 postmenopausal	 when	 she	 has	 had	 no	 menstrual
periods	for	the	last	twelve	months.	Estrogen	produced	by	the	ovaries	continues
to	decline,	but	it	is	still	produced	in	muscle	and	fat	tissue.	Only	at	this	point	can
a	woman	confidently	stop	using	birth	control.

Physical	Experiences	a	Woman	May,	or	May	Not,	Have
There	is	a	wide	variety	of	ways	women	physically	experience	the	menopause
transition	 stage.	 Some	 have	 no	 symptoms	 and	 some	 have	many.30	 For	 those



who	do	experience	symptoms,	the	most	common	for	American	women	are	hot
flashes,	 vaginal	 dryness,	 sleep	 problems,	 and	 headaches.31	Women	who	 take
hormone	replacement	therapy	have	substantially	fewer	hot	flashes	and	vaginal
dryness	 than	women	who	do	not.32	Women	who	have	 radical	hysterectomies,
which	 remove	 their	 ovaries	 and	 uterus,	 experience	more	 sudden	 and	 severe
physical	symptoms	of	menopause	than	those	who	begin	menopause	naturally.33

About	25	percent	of	North	American	and	European	women	describe	their
symptoms	as	sometimes	severe.34	Overall,	Japanese	women	report	much	fewer
symptoms	 at	menopause	 compared	 to	North	American	women,35	 but	 studies
find	that	Japanese	women	who	live	in	urban	areas	experience	hot	flashes	at	the
same	rate	as	North	American	women	and	Japanese	women	living	in	rural	areas
experience	them	at	a	much	lower	rate.36	Perhaps	a	more	Westernized	lifestyle
contributes	to	hot	flashes.	In	India,	the	most	common	symptoms	are	fatigue	and
achiness	in	muscles	and	joints.37	For	a	phenomenon	that	is	biological,	a	wide
range	of	factors	do	influence	who	will	experience	symptoms	and	how	severely.
Race,	ethnicity,	education	 level,	health	behaviors,	stress	 level,	and	depression
all	 play	 a	 role.	 American	 Hispanic	 women	 report	 headaches	 the	 most,	 with
Asian-Americans	 reporting	 the	 least.	 Hot	 flashes	 are	 reported	 by	 African-
American	women	the	most	and	Asian-American	women	the	least.38

I	want	to	spend	some	time	discussing	the	most	common	physical	symptoms
women	 experience	 and	 the	 biggest	 health	 risks	 that	 develop	 during	 the
menopausal	 years,	 to	 give	 you	 a	 sense	 of	 how	 changing	 hormones	 affect
women,	on	a	basic	level,	and	also	how	easy	it	can	be	to	manage	these	changes
with	minimally	invasive	adjustments.

Hot	Flashes

The	 most	 commonly	 experienced	 physical	 symptom	 during	 the
menopausal	transition	and	postmenopause	is	the	hot	flash.	Hot	flashes	happen
when	blood	vessels	close	 to	 the	skin	dilate.	They	involve	a	sudden	feeling	of
increased	 internal	 warmth	 that	 rises	 through	 the	 body	 and	 often	 results	 in
sweating	and	 flushed	skin.	 It	 appears	 that	hot	 flashes	are	caused	by	declining
estrogen,	but	it	is	probably	more	complicated	than	that	because	the	estrogen	of
every	 woman	 who	 goes	 through	 the	 menopause	 transition	 declines,	 but	 not
every	woman	gets	hot	 flashes.39	They	can	persist	 for	several	years,	and	 their
intensity	ranges	from	minor	to	feeling	as	if	on	fire.	When	I	started	getting	hot
flashes,	I	was	on	an	airplane	and	felt	very	confused.	I’m	always	cold	when	I	fly,



but	not	this	time.	I	said	to	my	daughter	“Oh	my	God!	How	did	it	get	so	hot	in
here?”	I	was	sweating	profusely	from	head	 to	 toe.	My	daughter	 turned	 to	me
and	gently	said,	“It’s	not	hot	in	here	Ma,	it’s	you.”	And	there	it	was.	I	have	since
learned	 to	 dress	 in	 layers	 and	 to	 take	 comfort	 in	 knowing	 that,	 yes,	my	 hot
flashes	are	hot—but	they	do	pass.

Disrupted	Sleep

Another	 common	 symptom	 reported	 during	 the	menopausal	 transition	 is
disturbed	sleep.	This	is	mostly	because	of	hot	flashes	at	night,	better	known	as
“night	 sweats.”40	 It	 can	 be	 annoying	 for	 the	 many	 women	 who	 wake	 up
covered	 in	 sweat	 several	 times	 a	 night	 and	 get	 out	 of	 bed	 in	 the	 morning
feeling	 as	 if	 they	didn’t	 sleep	 at	 all.	There	 are	 a	 variety	of	ways	 to	decrease
night	sweats,	such	as	keeping	the	bedroom	at	a	cool	temperature	and	sleeping
in	 light,	 cotton	 pajamas.	 Exercising	 just	 thirty	 minutes	 a	 day	 can	 also	 help
decrease	the	number	of	hot	flashes	women	experience.41

Headaches

Just	 as	 hot	 flashes	 play	 a	 role	 in	 insomnia,	 insomnia	 can	 play	 a	 role	 in
menopausal	 migraine	 headaches.	 A	 migraine	 is	 a	 debilitating	 headache	 that
lasts	 anywhere	 from	 four	 hours	 to	 two	 days.	 Along	with	 the	 pain,	migraine
sufferers	can	experience	intense	sensitivity	to	light	and	noise,	with	nausea	and
vomiting.42	At	any	time	of	life,	 insomnia	can	be	a	trigger	for	a	migraine,	so
women	with	disrupted	sleep	because	of	night	sweats	are	equally	at	risk.43	Other
women	at	 risk	 for	migraines	during	 the	menopause	 transition	 are	 those	who
had	 a	 surgical,	 rather	 than	 natural,	menopause	 and	 those	who	 had	migraines
related	to	their	menstrual	cycle	premenopausally.	The	frequency	of	migraines
is	 highest	 during	 the	 late	menopausal	 transition,	 but	 postmenopause	brings	 a
substantial	 reduction	 of	 headaches	 to	 below	 the	 premenopausal	 level.44
Neurologists	 find	 that	 even	 though	 these	headaches	 are	 related	 to	 changes	 in
estrogen,	 estrogen	 replacement	 therapy	 is	 not	 an	 effective	 treatment	 and	 can
worsen	symptoms,	therefore,	nonhormonal	migraine	treatments	are	optimal.45

Vaginal	Dryness

The	decline	in	estrogen	causes	some	women	to	experience	vaginal	drying.
The	 vaginal	 tissue	 becomes	 thinner	 and	 there	 is	 less	 natural	 lubrication,



sometimes	causing	painful	intercourse.46	There	are	many	lubricants	sold	over
the	 counter	 that	 can	 address	 this	 problem,	 although	 some	women	do	 feel	 the
need	 to	 seek	 medical	 treatment	 and	 find	 relief	 with	 a	 limited	 course	 of
hormonal	 cream.	Alternately,	 some	women	 find	 this	 to	 be	 a	 time	when	 they
develop	new	ways	to	be	intimate	or	experience	sexual	satisfaction.47	Oral	sex
and	 other	 kinds	 of	 stimulation	 bring	women	 immense	 pleasure,	 and	 sensual
massage	can	be	a	way	to	have	intimate	physical	and	emotional	contact.

Heart	Disease

Women’s	 risk	 for	 developing	 cardiovascular	 disease	 substantially
increases	 after	 menopause	 begins	 and	 is	 the	 leading	 cause	 of	 death,	 as	 22
percent	 of	 women	 will	 die	 from	 it.	 Ten	 years	 after	 the	 beginning	 of	 the
menopause	 transition,	 the	 risk	 for	 having	 a	 heart	 attack	 quadruples.48	 Two
major	reasons	why	menopause	increases	the	risk	of	heart	disease	are	changes
in	body	fat	and	changes	in	cholesterol	levels.49	In	the	menopausal	years,	the	fat
in	women’s	bodies	gets	redistributed	from	mainly	in	their	lower	bodies	to	their
upper	bodies,	changing	from	pear-shaped	to	apple-shaped.	Carrying	fat	in	the
upper	body	has	been	long	known	to	be	a	risk	factor	for	heart	disease.50	Also,
the	decrease	in	estrogen	levels	cause	women’s	“bad”	cholesterol	(LDL)	to	go
up	and	“good”	cholesterol	 (HDL)	 to	go	down,	 increasing	 their	 risk	for	heart
disease.	The	good	news	is	that	it	is	not	inevitable	for	anyone	to	develop	heart
disease.	 Lifestyle	 choices	 have	 a	 substantial	 impact	 on	 risk	 and	 physicians
confidently	know	that	maintaining	a	healthy	weight	and	diet,	regular	exercise,
and	refraining	from	smoking	powerfully	reduce	a	person’s	risk	of	developing
heart	disease,	whether	they	are	postmenopausal	or	not.51

Breast	Cancer

When	looking	at	the	big	picture	of	women’s	health,	it’s	important	to	keep
in	mind	 that	breast	cancer	causes	only	3	percent	of	 the	 total	annual	deaths	of
American	women.52	Despite	 this	 fact,	 only	 about	50	percent	of	women	 think
heart	disease	 is	 the	major	cause	and	many	women	are	much	more	concerned
about	breast	cancer.	Why	wouldn’t	they	be?	We	see	pink	ribbons,	bracelets,	and
T-shirts	everywhere	to	“save	the	tatas.”	Even	NFL	players	wear	pink	shoes	and
gloves	every	October	 for	breast	 cancer	awareness.	Breast	 cancer	 is	 an	awful
disease	to	cope	with	and	can	be	deadly,	but	we	need	to	know	that	heart	disease
causes	almost	ten	times	the	number	of	deaths	in	women.53	The	second	largest



cause	of	women’s	death	is	all	types	of	cancer,	accounting	for	21	percent	of	all
women’s	deaths.	Of	that	21	percent,	the	most	common	type	of	cancer	to	cause
women’s	deaths	is	lung	cancer,	followed	by	breast	cancer.54 	Race	does	appear
to	play	a	role	in	causes	of	death:	American	Hispanic	women	die	equally	from
cancer	 and	 heart	 disease,	 but	 European-American	 and	 African-American
women	are	more	 likely	 to	die	from	heart	disease.	While	European-American
women	are	more	likely	to	be	diagnosed	with	breast	cancer,	African-American
women	are	more	likely	to	die	from	it.55

Osteoporosis

Our	 mothers	 told	 us	 to	 drink	 milk	 for	 a	 reason.	 Women	 accumulate
calcium	and	bone	density	throughout	their	youth.56	Then,	five	to	ten	years	after
menopause,	lower	estrogen	levels	can	cause	women	to	lose	some	bone	density,
increasing	the	risk	for	bone	fractures.57	In	the	first	five	years	after	menopause,
women	can	 lose	 from	9	 to	13	percent	of	bone	density,58	 and	 there	are	many
factors	that	influence	to	what	degree	this	will	happen.	Some	of	these	are	a	little
counterintuitive.	Overweight	women	with	a	BMI	of	26	to	29,	and	obese	women
with	a	BMI	of	30	and	up,	are	less	likely	to	lose	bone	density	after	menopause
than	 women	 with	 a	 BMI	 between	 18	 and	 25.	 Women	 who	 drink	 alcohol
moderately	are	also	less	likely	to	lose	bone	density	compared	to	women	who
drink	excessively	and	those	who	don’t	drink	at	all.	Good	news	for	curvy	wine
drinkers!	 Other	 ways	 to	 maintain	 bone	 density	 are	 more	 consistent	 with	 the
usual	recommendations	for	healthy	living:	eating	fruits	and	vegetables,	doing
weight-bearing	 exercise	 like	 walking,	 and	 not	 smoking.59	 Medications	 like
Boniva	help	to	increase	bone	density,	but	have	gastrointestinal	side	effects	and
can	 be	 costly.	 Estrogen	 replacement	 therapy	 is	 effective	 in	 preventing	 bone
density	loss,	especially	when	it	 is	started	close	to	menopause.	However,	 there
are	 serious	 health	 risks	 and	 side	 effects,	 such	 that	 the	 medical	 community
advises	doctors	to	prescribe	it	for	the	shortest	time	possible.60

In	 terms	of	physical	health,	most	women	pass	 through	this	 transition	with
minimal,	manageable	disturbances.	How	physical	symptoms	are	experienced	is
influenced	 by	 decidedly	 nonbiological	 factors	 like	 cultural,	 racial,	 and
generational	differences.	The	increased	risks	of	heart	disease	and	osteoporosis
in	postmenopausal	women	can	be	effectively	moderated	by	lifestyle	choices.

In	 the	 past	 fifty	 years,	 popular	 culture	 has	 presented	 menopause	 as	 an
inevitable	 decline	 in	 women’s	 health	 and	 value	 that	 is	 independent	 of	 the



physical	 symptoms	 they	experience.	These	attitudes	developed	because	of	 the
suspicion	of	women’s	 reproductive	 processes	 inherent	 in	 the	 hormone	myth.
At	yet	another	phase	of	life,	we	can	exclaim,	“There	go	those	pesky	hormones
again!”	 It’s	 an	 easy,	 simplistic—but	 false—understanding	 of	 how	 women’s
bodies	work.	The	myth	that	hormonal	changes	during	menopause	turn	women
into	 sickly,	 nagging	 bitches	 or	 vapid	 cows	 is	 just	 that—an	 empty	 myth.	 It
became	 entrenched	 in	 medical	 and	 popular	 opinion	 because	 of	 the	 profit
motive	of	pharmaceutical	companies,	and	chauvinistic	ideas	of	an	ideal	woman
as	perennially	youthful,	attractive,	and	compliant.	 In	 the	next	chapter,	we	will
see	the	statistical	truth:	that	menopausal	women	are	not	sick	and	sad;	in	fact,	for
most	women	it	is	a	time	of	happy	thriving.



Chapter	9

Aging	Into	One	of	the	Happiest	Times	of	Life

As	is	the	case	with	many	aspects	of	women’s	reproductive	health,	there	is	not
a	 lot	 of	 research	 focusing	 on	 the	 possible	 positive	 feelings	 and	 experiences
related	to	the	menopause	transition.	When	researchers	examine	a	topic	with	a
preconceived	notion	that	there	could	only	be	negative	outcomes,	they	structure
their	 research	 to	 measure	 only	 negative	 outcomes.	 For	 example,	 in	 many
studies	 researchers	 gave	 women	 a	 menopause	 symptom	 scale	 to	 identify
possible	physical	and	emotional	problems	related	to	menopause.1	Few	studies
included	 something	 like	 a	 “menopausal	 happiness	 scale.”	 If	 women	 felt	 any
positive	aspects	of	menopause,	they	had	nowhere	to	report	them	to	researchers.
But	that	doesn’t	mean	positive	feelings	don’t	exist.

The	Upside	of	Menopause
There	have	been	 several	 studies	 that	 interviewed	women	and	 asked,	 in	open-
ended	 ways,	 how	 they	 experienced	 the	 menopausal	 years—allowing	 for	 the
possibility	 of	 positive	 responses.2	Women	 reported	 a	 remarkable	 number	 of
recurring,	encouraging	themes	about	living	through	the	menopause	transition,
including	these	common	ones.

No	More	Periods

Many	women	were	very	happy	 to	not	have	 to	deal	with	periods	anymore.
No	more	worrying	if	they	got	a	period	by	surprise	or	if	they	had	tampons	in
their	purses.	Women	who	had	suffered	from	bad	cramps	were	happy	to	never
have	 them	 again.	 For	 women	 who	 preferred	 not	 to	 have	 sex	 during	 their
period,	menopause	meant	that	sexual	satisfaction	could	always	be	on	the	menu.

No	Worries	About	Pregnancy

Most	American	women	try	to	regulate	when	and	how	many	times	they	get
pregnant.	While	the	majority	use	birth	control	during	their	childbearing	years,
there	 still	 is	 no	 perfectly	 reliable	 method	 without	 side	 effects	 or	 risks.



Hormonal	methods	like	the	pill	and	the	patch	are	very	reliable	but	can	cause	a
whole	host	 of	 side	 effects	 like	weight	 gain,	migraine	headaches,	 and	 serious
health	 risks	 for	 smokers.3	 Nonhormonal	 methods	 like	 condoms	 and
diaphragms	 have	 very	 few	 side	 effects	 but	 are	 nowhere	 near	 as	 effective.
Menopausal	 women	 in	 these	 studies	 were	 relieved	 to	 walk	 away	 from	 that
conundrum	and	to	have	sex	with	no	fear	of	getting	pregnant.

A	Time	to	Evaluate	and	Reprioritize

For	many	women,	menopause	brought	the	realization	that	life	is	probably
more	than	half	over.	It	marked	a	time	of	life	when	parents,	and	perhaps	a	few
peers,	 died.	 That	 may	 sound	 sad,	 but	 the	 women	 interviewed	 said	 that	 these
losses,	while	painful,	helped	them	find	a	sense	of	what	was	important	in	their
lives.	The	deaths	spurred	them	to	evaluate	who	they	were	and	how	they	wanted
to	focus	their	time.	This	kind	of	reflection	produced	changes	the	women	found
exciting	and	energizing.

Freedom	to	Focus	on	Self

The	 beginning	 of	menopause	 often	 coincides	with	 the	 chicks	 leaving	 the
nest,	although	this	will	eventually	become	less	common	since	more	and	more
women	 are	 having	 children	 into	 their	 forties.	 I’ve	 discussed	 how	 the	 gold
standard	for	being	a	good	mother	is	to	be	emotionally	and	physically	available
for	your	children,	at	all	times.	With	kids	who	have	left	home,	women	reported
a	newfound	freedom	to	step	away	from	the	self-sacrificing	and	to	spend	time
doing	 only	 things	 they	wanted	 to	 do.	No	more	 driving	 to	 play	 rehearsal,	 or
soccer	games,	or	doctor	visits,	or	for	that	piece	of	poster	board	for	a	project
due	 tomorrow.	 Instead,	many	 used	 this	 time	 to	 change	 their	 career	 track,	 to
volunteer	 for	 causes	 that	 mattered	 to	 them,	 or	 to	 go	 back	 to	 school.	 As	 a
professor,	I	can’t	tell	you	how	much	I	loved	my	“returning	students.”	Excited
to	 be	 there,	 they	 always	 did	 the	 readings	 and	 engaged	 in	 lively,	 intelligent
discussion.	They	weren’t	in	the	classroom	because	anyone	expected	them	to	be
there;	they	were	there	completely	because	they	wanted	to	be	and	it	showed.

Permission	to	Be	Wise	and	Assertive

By	the	time	they	entered	menopause,	many	women	in	these	studies	spoke	of
enjoying	the	competence	their	life	experience	brought	them	and	the	heightened



levels	of	mastery	 they	 felt.	They	were	more	comfortable	being	assertive	and
said	 they	were	 less	 likely	 to	hesitate	 to	express	 their	opinions.	Particularly	 in
the	working	world,	women	often	have	to	walk	a	fine	line	when	it	comes	to	the
difference	between	being	assertive	and	aggressive.	If	they	don’t	speak	up,	ideas
will	never	get	heard,	but	 if	 they	speak	up	too	much	or	 too	forcefully,	no	one
likes	them	and	they	get	called	a	bitch.	These	women	in	their	menopausal	years
cared	less	about	being	liked,	and	more	about	being	authentic	and	productive.

Research	supports	what	these	women	convey:	the	majority	of	women	in	the
menopausal	 years	 are	 in	 good	 mental	 health	 and	 are	 happy.4	 Most	 find
menopause	to	be	a	bump	in	the	road,	or	a	minor	inconvenience	with	occasional
discomfort.5	 Only	 about	 10	 to	 15	 percent	 of	women	 experience	 physical	 or
emotional	menopausal	symptoms	disturbing	enough	to	seek	treatment.6

The	Vapid,	Depressed	Woman	with	Nothing	Going	for	Her
Even	 so,	 many	 physicians,	 psychologists,	 and	 people	 in	 general	 believe	 the
menopause	transition	is	a	time	of	emotional	instability	and	that	hormones	play
an	 important	 role	 in	 this.7	 One	 significant	 reason	 may	 be	 that	 women	 are
diagnosed	with	depression,	across	the	lifespan,	at	about	twice	the	rate	of	men.
Professional	 and	 lay	 people	 alike	 can’t	 resist	 the	 allure	 of	 a	 biological
explanation	 for	 experiences	 like	 depression,	 despite	 the	 fact	 that	 no	 clear
evidence	 supports	 a	 connection.	 The	 possibility	 of	 a	 biological	 gender
difference	 is	 attractive	 because	 we	 already	 think	 of	 men	 and	 women	 as
different,	 and	 because	 biological	 explanations	 seem	 to	 objectively	 and
scientifically	reinforce	what	we	already	think	to	be	true.

One	psychological	theory	to	explain	this	difference	is	that	men	and	women
cope	with	 sad	 feelings	 differently.8	 The	 idea	 is	 that	when	men	 feel	 sad,	 they
tend	 to	 distract	 with	 activities	 and	 social	 interactions,	 which	 decreases	 the
physical	 nature	 of	 being	 sad.	 Women	 tend	 to	 cope	 with	 sad	 feelings	 by
ruminating	 on	 them—thinking	 about	 and	 considering	 the	 source	 of	 their
sadness.	According	 to	 the	 theory,	 this	 ruminating	keeps	women	 in	a	sad	state
and	 makes	 it	 easier	 to	 go	 down	 the	 road	 toward	 major	 depression.	 Several
studies	have	found	considerable	support	for	this	theory.9

At	 the	 same	 time,	 feminists	 have	 criticized	 the	 explanation.	They	 suggest
that	 there	 is	nothing	 inherent	 in	women,	biologically	or	psychologically,	 that
inevitably	 puts	 them	 at	 higher	 risk	 for	 depression.	 If	women	 ruminate	more
than	men,	they	argue,	it’s	because	women	have	been	taught	to	be	in	touch	with



their	 feelings	and	men	have	not.	But	even	more	 important	 to	feminists	 is	 that
women’s	 lower	 social	 status	 creates	 many	 more	 reasons	 to	 be	 depressed.
Women	 across	 the	 globe	 are	 more	 likely	 than	 men	 to	 live	 in	 poverty,	 be
physically	 abused,	 suffer	 from	 sexual	 harassment,	 and	 live	 with	 laws	 that
restrict	 freedom.	 Seeing	 women’s	 responses	 to	 these	 hardships	 as	 mental
illnesses	 is	 demeaning	and	mistakenly	 suggests	 that	 there	must	be	 something
wrong	with	women	rather	than	with	the	social	institutions	in	which	they	live.10

Women’s	 moods	 have	 been	 the	 focus	 of	 many,	 many	 studies.	 To	 truly
understand	this	research,	especially	as	it	applies	to	menopausal	women,	I	first
need	to	describe	how	psychologists	define	the	word	“depression.”	In	common
conversation,	when	a	woman	says	“I’m	depressed,”	it	can	convey	a	variety	of
meanings:	 anywhere	 from	 being	 moody	 for	 the	 day	 to	 suffering	 from	 a
suffocating	 hopelessness.	 In	 psychological	 research,	 there	 are	 basically	 two
categories	of	how	depression	 is	measured.	The	 first	 is	 referred	 to	as	“major
depression.”	 This	 is	 a	 woman	who	 is	 depressed	 for	 at	 least	 two	weeks.	 Her
feelings	of	 sadness,	grief,	disinterest	 in	 the	 things	 that	used	 to	bring	her	 joy,
and	feeling	unable	to	keep	up	are	severe	enough	to	threaten	daily	functioning.
She	can’t	 feel	close	 to	her	 friends,	doesn’t	 feel	 like	 talking	with	anyone,	and
withdraws	 from	 the	 people	 in	 her	 life.	 This	 is	 the	 level	 of	 depression	 that
requires	 treatment.	 For	 psychologists	 to	 establish	 that	 she	 has	 major
depression,	 she	 needs	 to	 be	 evaluated	 by	 a	mental	 health	 professional	with	 a
structured	clinical	interview.

The	 second	 form	 of	 depression	 researchers	 focus	 on	 is	 referred	 to	 as
“depressive	symptoms”	or	“mild	depression,”	because	 the	symptoms	are	 less
severe	 than	 major	 depression.	 To	 determine	 if	 a	 study	 participant	 is	 mildly
depressed,	 researchers	 use	 self-report	 measures,	 which	 are	 like	 a	 quiz.	 A
menopausal	woman	 is	given	a	 list	 of	 statements	 like	 “I	 feel	blue”	or	 “I	have
trouble	 sleeping”	 and	 she	 rates	 each	 statement	 on	 a	 scale	 that	 goes	 from
“rarely”	to	“most	or	all	of	the	time.”	Based	on	the	ratings	she	provides,	a	total
score	 of	 depressive	 symptoms	 is	 calculated.	 For	 example,	 a	 widely	 used
measure	is	the	Center	for	Epidemiologic	Studies	Depression	Scale	(CES-D).	It
is	 a	 twenty-question	 scale	 and	 psychologists	 agree	 that	 a	 score	 above	 16
reflects	depressive	symptoms	that	are	higher	than	average.11

In	the	end,	research	shows	that	only	about	5	to	7	percent	of	women	suffer
from	 an	 episode	 of	 major	 depression	 during	 the	 years	 of	 the	 menopause
transition.12	So	throughout	this	discussion	of	depression,	keep	in	mind	that	this
experience	 is	 not	 relevant	 for	 the	 majority	 of	 women.	 When	 I	 talk	 about
whether	hormone	change	causes	major	depression,	 I	am	focusing	on	a	small



subset	of	women.

Do	We	Even	Feel	Depressed?

In	 national	 studies	 of	 mental	 health	 that	 examine	 large	 populations	 of
people,	 only	 about	 12	 percent	 of	 American	 women	 aged	 forty	 to	 fifty-nine
report	depressive	symptoms.13	But	 in	studies	specifically	focusing	on	women
during	menopause,	 the	 portion	 of	women	 reporting	 depressive	 symptoms	 is
higher,	ranging	from	26	percent	to	40	percent.14	This	difference	in	reporting
of	 increased	depressive	 symptomatology	 suggests	 the	possibility	 that	women
having	 difficulties	 may	 be	 more	 interested	 in	 participating	 in	 studies	 about
menopause	 than	 those	who	don’t.	This	creates	 the	false	 impression	 that	more
women	are	in	distress	during	menopause.

Another	 issue	 to	 consider	 is:	what	 does	 it	 actually	mean	 to	 have	 elevated
scores	on	self-report	measures	of	depressive	symptoms	like	the	CES-D?	These
kinds	 of	 scales	 may	 inflate	 the	 number	 of	 women	 identified	 as	 depressed.
Studies	 show	 that	 of	 the	 people	 who	 score	 over	 16	 on	 the	 CES-D—which
indicates	 elevated	 depressed	 mood—only	 30	 percent	 actually	 suffer	 from
major	depression.	So	the	assumption	that	women	in	general,	and	menopausal
women	in	particular,	suffer	from	depression	at	higher	rates	may	be	based	on
an	 overly	 sensitive	 means	 of	 measurement.	 Agreeing	 with	 a	 statement	 on	 a
survey	 like	“I	 feel	depressed”	may	 indicate	changes	 in	mood	 that	are	not	 far
from	the	normal	ebb	and	flow	of	human	emotions.15

Do	Hormones	Make	Us	Depressed?

There	 are	 very	 few	 studies	 that	 have	 measured	 the	 potential	 effect	 of
hormones	 on	 major	 depression.	 Not	 because	 major	 depression	 isn’t	 an
important	 issue,	but	because	diagnosing	 it	 requires	professional	staff,	 takes	a
lot	of	time,	and	therefore	costs	a	lot	of	money.	When	researchers	are	awarded
grants	for	studies,	they	have	to	make	the	best	use	of	their	limited	resources—
which	make	studies	using	structured	clinical	interviews	rare.	Also,	determining
hormone	levels	can	be	a	challenge	because	it	requires	women	to	give	blood	or
urine	samples.	People	don’t	easily	volunteer,	so	they	usually	need	to	be	paid	to
provide	incentive	using	substantial	grant	money.

Despite	 these	 difficulties,	 three	 excellent	 studies	 examine	 the	 possible
relationship	 of	 hormones	 and	 major	 depression.	 The	 first,	 called	 Study	 of
Women’s	 Mental	 Health	 Across	 the	 Nation	 (SWAN),	 followed	 221



premenopausal	 women	 for	 ten	 years.	 Each	 year,	 researchers	 determined	 if
participants	had	major	depression	and	measured	reproductive	hormone	levels
with	blood	tests.	It	showed	that,	throughout	the	menopause	transition,	changes
in	hormone	levels	were	not	related	to	developing	major	depression.16

The	second	study,	called	the	Penn	Ovarian	Aging	Study	(POAS)	evaluated
436	premenopausal	women	for	eleven	years.	Using	methods	similar	 to	 those
of	 the	 SWAN	 study,	 the	 POAS	 evaluated	 women	 each	 year	 for	 major
depression	 using	 a	 structured	 clinical	 interview	 and	 yearly	 blood	 tests	 to
establish	 their	 reproductive	 hormone	 levels.	 It	 did	 find	 that	 changes	 in
estradiol,	which	is	a	form	of	estrogen,	predicted	depressive	symptoms	and	that
increases	 in	FSH	predicted	 fewer	depressive	 symptoms.17	Overall,	 there	was
no	association	of	hormone	levels	to	a	diagnosis	of	major	depression.18

Another	 long-term	 study	used	 the	CES-D	 to	 assess	 depressive	 symptoms.
The	 Seattle	Midlife	Women’s	Health	 Study	 examined	 164	women	 over	 eight
years	 and	 measured	 reproductive	 hormone	 levels	 and	 depression	 symptoms
each	year.	 It	also	showed	 that	 levels	of	hormones	didn’t	 influence	depressive
symptoms.19

Although	 only	 three	 studies	 explored	 this	 question,	 their	 validity	 is	 very
strong,	with	a	high	number	of	subjects	and	a	procedure	that	examined	women
prospectively	 over	 the	 menopausal	 transition,	 and	 they	 assessed	 the	 study
variables	with	highly	reliable	measures.	We	can	have	confidence	in	the	results
of	 studies	with	 such	 high-quality	methods.	 Psychologists	who	 have	 reviewed
the	existing	research	on	this	issue	conclude	that	there	is	currently	not	enough
evidence	 to	 support	 the	 idea	 that	 changes	 in	 reproductive	 hormones	 put	 a
woman	at	risk	for	depressive	symptoms.20

Do	Different	Menopausal	Stages	Affect	Depression?

Another	 way	 that	 researchers	 study	 women’s	 mental	 health	 during
menopause	 is	 by	 examining	 the	 relationship	 between	menopausal	 stages	 and
women’s	moods.	Many	 studies	 explored	 this	 question,	 and	 again,	 there	were
conflicting	results.	Some	studies	found	that	being	in	the	menopausal	transition
stage	isn’t	associated	with	depressive	symptoms.	In	the	studies	that	did	find	an
association,	menopausal	stage	contributed	only	a	small	risk	for	an	increase	in
depressive	 symptoms	 for	 some	women.21	Most	 studies	 also	 identified	 many
other	 variables	 that	 have	much	 larger	 influences	 on	 women’s	moods	 at	 this
time	of	 their	 lives—which	have	nothing	 to	do	with	menopause.22	Because	of



this,	 researchers	 concluded	 that	 for	 most	 women,	 the	 menopausal	 transition
stage	does	not	increase	the	risk	for	depressive	symptoms.	And	for	the	subset	of
women	who	 do	 feel	 depressed	 at	 this	 time	 of	 life,	menopausal	 stage	 plays	 a
small	role.23

Since	 changes	 in	 hormones	 and	 menopausal	 stage	 don’t	 figure
significantly	in	women’s	mental	health	in	midlife,	what	does?	As	I	showed	with
PMS,	 pregnancy,	 and	 postpartum	 disorders,	 previous	 psychological	 history
and	current	situational	factors	are	bigger	predictors	of	mental	health	than	the
biology	of	menopause.

Don’t	Blame	Menopause:	Consider	the	Bigger	Picture
When	I	was	young,	I	thought	everyone	over	forty	was	old.	I	thought	old	people
were	sweet,	sedate,	not	too	smart	or	sophisticated,	and	definitely	not	sexy.	Now
that	I	am	in	my	fifties,	I	have	thoroughly	revamped	that	belief—as	you	might
imagine.	 But	 aging	 is	 tough	 for	 American	women,	 because	 of	 the	 premium
placed	on	looking	and	seeming	young.	Nora	Ephron	captured	how	hard	it	is	to
see	yourself	aging	in	her	popular	book	I	Feel	Bad	About	My	Neck:	And	Other
Thoughts	on	Being	a	Woman.	She	writes,	“If	I	pass	a	mirror,	I	avert	my	eyes.	If	I
must	look	into	it,	I	begin	by	squinting,	so	that	if	anything	really	bad	is	looking
back	at	me,	I	am	already	halfway	to	closing	my	eyes	to	ward	off	the	sight.”

Men	 certainly	 don’t	 have	 to	 deal	 with	 this	 to	 the	 degree	 that	 women	 do:
their	gray	hair	is	“distinguished”	and	their	age	brings	them	an	aura	of	wisdom
and	 leadership.	 Older	 actors	 play	 exciting	 characters	 and	 get	 romantically
paired	with	women	 decades	 younger.	 For	 the	movie	Third	 Person,	 perennial
action	star	Liam	Neeson,	at	sixty,	was	paired	with	twenty-nine-year-old	Olivia
Wilde.	 Older	 actresses	 can	 barely	 get	 starring	 roles,	 except	 for	 the	 few
megastars	like	Helen	Mirren	and	Meryl	Streep.	We	don’t	revere	the	old	in	our
culture,	and	women’s	perceived	value	takes	the	strongest	hit.

Growing	old	in	this	climate	can	challenge	even	the	most	resilient	women.
Many	different	aspects	of	ourselves	and	our	life	situations	dictate	how	well	we
will	 manage	 what	 comes	 with	 the	 menopausal	 years.	 Some	 of	 it	 we	 have
control	over,	and	some	of	it	we	don’t.	Here	are	the	most	influential	situations
women	face	at	this	time	in	their	lives.

Depression	Has	Been	an	Ongoing	Struggle



As	we	 saw	with	postpartum	depression,	 the	most	powerful	predictor	of	 a
woman	 feeling	 depressed	 during	 the	 menopause	 transition	 is	 that	 she	 has
suffered	 from	 depression	 in	 the	 past.	 People	 who	 have	 been	 previously
depressed	are	at	higher	risk	for	later	episodes	of	depression	throughout	their
lives,	 compared	 to	 those	who	have	not.24	A	history	of	depression	appears	 to
reflect	a	higher	vulnerability	to	having	any	difficulty	in	life	affect	emotions.25

A	Woman’s	Plate	Can	Stay	Too	Full

Psychologists	have	long	known	that	coping	with	stressful	situations	affects
well-being	across	the	lifespan.	Women	in	their	fifties	and	sixties	often	shoulder
the	double	duty	of	caring	for	ailing	parents	while	still	having	children	at	home.
When	 a	 parent	 becomes	 hospitalized	 or	 a	 teenager	 gets	 suspended	 from
school,	 the	 responsibility	 to	 manage	 these	 events	 can	 be	 logistically	 and
emotionally	exhausting.	Situations	like	this	override	just	about	everything	else
in	 determining	 emotions.	 Many	 studies	 confirm	 the	 large	 influence	 that
stressful	 events	 have	 on	 depression	 and	 general	 well-being	 at	 this	 time	 of
life.26

Money	Hits	Home	When	Retirement	Is	on	the	Horizon

Anyone	who	 has	 gone	 through	 a	 time	when	money	was	 tight	 knows	 the
stress	and	strain	of	financial	insecurity.	As	women	enter	the	menopausal	years,
the	chances	that	they	will	have	trouble	making	ends	meet	goes	up.	While	most
women	work	 while	 raising	 a	 family,	 they	 often	make	 compromises	 in	 their
careers	 that	 help	 them	 cope	 with	 family	 responsibilities,	 but	 result	 in	 a	 less
advantageous	financial	position.27	They	take	time	off	after	the	birth	of	a	child
and	 sometimes	 limit	 work	 hours	 so	 they	 can	 perform	 the	 “second	 shift”	 of
women’s	 work	 at	 home.	 Women	 are	 also	 less	 likely	 to	 have	 had	 jobs	 that
provide	a	pension.	Along	with	the	long-term	consequences	of	 the	gender	pay
gap,	these	differences	accumulate	to	put	women	at	midlife	and	later	at	a	higher
risk	of	poverty	than	men.28	The	SWAN	study	found	women	in	the	menopausal
years	 who	 said	 it	 was	 “very	 hard	 to	 pay	 for	 basics”	 to	 be	 at	 considerably
higher	risk	for	high	depressive	symptoms.29

Empty-Nest	Divorces

The	menopausal	transition	can	coincide	with	the	time	that	kids	leave	home,



and	at	 this	point,	many	people	 take	 stock	of	 their	marriage	and	 find	 it	 is	not
what	 they	want	 anymore.	Divorce	 rates	 in	 the	United	States	 for	 couples	over
fifty	have	doubled	in	the	last	 twenty	years.30	Under	the	best	of	circumstances,
divorce	 is	 a	 stressful	 process.	 And	 under	 the	 worst,	 it	 can	 have	 a	 ruinous
impact	 on	 emotional	 health.	 When	 people	 are	 asked	 to	 rate	 how	 stressful
certain	life	events	are,	divorce	is	right	up	there	in	the	top	two,	surpassed	only
by	death	of	a	spouse.31	Getting	divorced	entails	many	emotional	and	logistical
adjustments:	coping	with	 feelings	of	sadness,	anger,	and	grief;	 finding	a	new
place	 to	 live;	 anticipating	 the	 difficulties	 of	 rejoining	 the	 dating	 world;	 and
living	with	a	smaller	budget.32	A	woman’s	risk	of	suffering	physical	violence
also	increases,	especially	if	she	initiates	the	divorce.33	When	researchers	study
women	who	get	divorced	during	the	menopausal	years,	they	find	that	they	have
generally	 lower	 feelings	 of	 well-being	 and	 are	 more	 likely	 to	 experience
depressed	symptoms	than	women	who	don’t	divorce.34

The	Old-Girls’	Club	and	Networks	of	Support

It’s	no	 surprise	 that	having	people	 in	a	 social	 circle	who	care	about	each
other	 is	 good	 for	mental	 health.	 There	 is	 nothing	 like	 knowing	 that	 you	 are
loved	and	that	you	have	people	 to	share	your	ups	and	downs.	 In	 tough	times,
caring	family	and	friends	can	lend	sympathetic	ears,	help	sort	out	troubles,	and
give	tangible	and	intangible	help.	People	satisfied	with	the	social	support	they
receive	 report	 higher	 feelings	 of	 self-worth,	 life	 satisfaction,	 and	 happiness
than	those	who	aren’t.35	In	stressful	situations	they	are	more	likely	to	engage	in
positive	 styles	 of	 coping,	 like	 problem-solving,	 than	 negative	 styles,	 like
procrastination	or	getting	drunk.

For	 someone	who	 lacks	 these	 kinds	 of	 relationships,	 life	 can	 feel	 lonely
and	 isolating.	Feeling	 like	you	have	very	 little	 support	 from	others	 increases
vulnerability	 to	 responding	with	 depressed	 feelings	when	 stressful	 events	 do
occur.36	 Several	 studies	 find	 that	 women	 in	 the	 menopausal	 transition	 who
don’t	 have	 supportive	 social	 relationships	 are	 less	 likely	 to	 be	 happy	 and
satisfied	with	their	lives.37

Despite	 all	 this	 research	 and	 all	 the	 positive	 day-to-day	 experiences	 of
menopausal	 women,	 the	 hormone	 myth	 has	 us	 in	 its	 grips.	 This	 is	 because
there	is	great	financial	gain	to	be	had	in	defining	the	menstrual	transition	as	a
time	of	 illness	 that	makes	 all	women	 sick	and	 sad.	Now	 that	you’ve	 seen	 the
reality	 of	 women’s	 positive	 mental	 health	 during	 menopause,	 in	 the	 next



chapter,	 I	will	 show	how	 concerns	 for	 profit—rather	 than	women’s	 health—
established	a	multibillion	dollar	industry	to	“treat”	menopause.



Chapter	10

Be	Afraid	of	the	Menopausal	Profit	Monster

If	 most	 of	 us	 don’t	 become	 sickly,	 depressed,	 wizened	 nags	 during
menopause,	who	is	benefitting	most	from	spreading	and	maintaining	the	myth
that	we	do?	Like	so	many	things	in	modern	life,	 it	comes	down	to	cold,	hard
cash.	 The	 pharmaceutical	 and	 medical	 industries	 make	 enormous	 profits	 by
manipulating	our	cultural	fear	of	aging.	Ideally,	their	agenda	would	be	purely
to	improve	people’s	health.	But	we	live	in	a	capitalist	society	and—while	there
are	 many	 advantages	 to	 this	 economic	 system	 in	 terms	 of	 creativity,
motivation,	 and	 potentials	 for	 advancement	 and	 wealth—in	 healthcare,	 there
are	 some	 serious	 disadvantages.	 Because	 the	 pursuit	 of	 profit	 overtakes
patients’	well-being	as	the	most	important	outcome.

Pharmaceutical	 companies	 are,	 first	 and	 foremost,	 beholden	 to	 their
stockholders.	And	 an	 ideal	way	 for	 them	 to	 profit	 is	 to	 create	 an	 illness	 that
affects	a	large	percentage	of	people,	can	only	be	treated	by	a	drug	the	company
produces,	and	requires	a	person	to	take	the	medication	daily	for	thirty	or	forty
years.	 This	 chapter	 tells	 the	 story	 of	 how	 hormone	 replacement	 therapy
became,	and	remains,	the	motherlode	of	all	profit	streams.

Writing	a	Myth	to	Profit	from	It
In	 chapter	 8,	 I	 began	 the	 story	 of	 Ayerst	 Laboratories,	 the	 first	 company	 to
successfully	manufacture	and	sell	estrogen	 that	was	cost-effective.1	The	drug
was	 named	 Premarin,	 because	 the	 estrogen	 was	 extracted	 from	 pregnant
mares’	urine.	After	substantial	lobbying	by	Ayerst,	Premarin	was	approved	by
the	 FDA	 to	 treat	 severe	 symptoms	 of	 menopause,	 like	 hot	 flashes.	 This
approval	 came	 despite	 that	 fact	 that	 there	 was	 already	 evidence	 that
manufactured	estrogen	 increased	 the	risk	of	breast	cancer.	But	 the	risks	were
ignored.	 In	 the	 1950s	 and	 1960s,	 estrogen	 therapy	 became	 popular	 to	 treat
physical	symptoms	of	menopause	and	was	shown	to	be	very	effective.2	Then	in
1966,	Feminine	Forever	made	Robert	A.	Wilson’s	 case	 that	menopause	 is	 an
estrogen-deficiency	disease	and	that	women	become	dried	up,	cow-like	shrews
if	 they	don’t	 treat	 that	deficiency.	Wilson	advocated	 that	all	women—whether
they	had	symptoms	or	not—should	take	manufactured	estrogen	from	the	time



they	start	menopause	until	death.	This	book	was	widely	read	and	excerpts	were
published	in	popular	magazines	like	Vogue	and	Look.3

What	most	people	didn’t	know	was	 that	Wilson’s	 research	was	 funded	by
Ayerst.	They	paid	for	him	to	write	Feminine	Forever	and	even	helped	him	write
it.	 Ayerst	 also	 financed	 his	 promotional	 book	 tour	 and	 even	 secretly	 bought
enough	copies	of	the	book	at	retail	price	to	maintain	its	bestseller	status.4

It	 is	shocking,	but	true:	much	of	our	cultural	perception	about	menopause
and	 aging	 in	 women	was	 established,	 promoted,	 and	maintained	 in	 order	 to
make	a	profit.	This	is	the	ultimate	abuse	of	our	capacity	for	myth-making,	as
through	the	decades	it	has	affected	countless	women’s	lives	in	such	vast	ways
that	 they	 are	 impossible	 to	 quantify	 or	 even	 completely	 convey.	 This
menopause	myth	purposely	created	disharmony	between	husbands	and	wives,
held	 women	 up	 to	 impossible	 ideals,	 caused	 them	 illnesses	 through	 side
effects,	 and	 drove	 right	 into	 the	 heart	 of	 their	 self-esteem.	 Wilson’s	 myth
should	 be	 counted	 among	 the	 causes	 of	 depression	 that	 some	 women
experience	in	mid-life.	And	instead	of	attending	groups	to	support	each	other
through	menopause,	women	need	support	groups	to	recover	from	the	damage
of	 this	 particularly	 nasty	 and	 insidious	 storyline	 about	 aging—as	well	 as	 its
cure.

Fighting	Against	Patient	Information
By	 the	 time	 the	 1970s	 arrived,	 hormone	 replacement	 therapy	 was	 common.
Many	women	were	convinced	that	with	the	onset	of	menopause,	the	best	way	to
stay	healthy	and	attractive	was	to	take	Premarin.	However,	there	was	also	a	rise
in	cases	of	uterine	cancer	among	users.	The	New	England	Journal	of	Medicine
reported	 that	 those	 taking	Premarin	had	 between	 four	 and	 fourteen	 times	 the
increased	risk	of	uterine	cancer,5	and	 that	 it	was	highest	 for	 long-term	users.
Several	 studies	 followed	 that	 confirmed	 this	 outcome,	 but	 Wilson	 was	 not
deterred.	 He	 said	 the	 idea	 that	 estrogen	 caused	 endometrial	 cancer	 was	 “the
worst	 lie	 in	 the	 world,	 the	 worst	 fallacy”	 because	 none	 of	 the	 doctors	 he
collaborated	 with	 had	 observed	 any	 cases	 of	 cancer	 in	 patients	 taking
estrogen.6	 I	don’t	know	 if	 this	was	wishful	 thinking	or	deliberate	 subterfuge.
Either	way,	it	was	dangerous	for	women.	Women	were	taking	drugs	prescribed
by	 doctors	 that	 gave	 them	 cancer.	 Other	 studies	 in	 the	 1970s	 found	 that
estrogen	 users	 also	 had	 a	 higher	 risk	 for	 developing	 breast	 cancer7	 and
gallbladder	disease.8



As	 these	 risks	became	more	widely	known,	 the	number	of	women	 taking
Premarin	decreased.	Sales	of	Premarin	were	also	hurt	when	the	FDA	required
Ayerst	 to	 include	 an	 information	 packet	 that	 warned	 patients	 of	 the	 possible
carcinogenic	 risks.	 This	 mandate	 was	 resisted	 by	 doctors	 and	 the
pharmaceutical	industry.	The	following	organizations	all	came	together	to	take
legal	 action	 against	 the	 FDA:	 The	 American	 Pharmaceutical	 Manufacturers
Association,	Ayerst	Pharmaceuticals,	The	American	College	of	Obstetrics	and
Gynecology,	and	the	American	Cancer	Society.9

Wait	 a	 minute.	 The	 American	 Cancer	 Society	 joined	 litigation	 against
distributing	 patient	 information	 about	 the	 risk	 of	 cancer?	 It	makes	 sense	 that
pharmaceutical	industry	representatives	objected	because	“patient	information
would	reduce	sales	of	estrogen	drugs	and	reduce	profits.”10	But	an	association
with	 the	 primary	 goal	 of	 preventing	 cancer?	 It	 doesn’t	 seem	 to	make	 sense,
unless	you	understand	 that	physicians	 set	 the	agenda	of	 the	American	Cancer
Society—and	 in	 this	 case,	 they	did	not	want	 to	 relinquish	 their	monopoly	on
medical	 knowledge.	 Physicians	 opposed	 including	 information	 packets
because	 doing	 so	 would	 reduce	 their	 autonomy	 to	 decide	 how	 much
information	 a	 patient	 should	 know.11	While	we	would	 like	 to	 think	 a	 doctor
would	 want	 patients	 to	 know	 about	 such	 serious	 health	 risks,	 at	 that	 time
doctors	still	held	an	authoritarian	position	in	patient	relations—and	losing	that
authority	was	threatening.

There	 is	 not	 even	 a	pretense	of	 concern	 for	women’s	health	 in	 this	 legal
position	and	the	lack	of	concern	for	women’s	health	and	well-being	is	painful
to	 hear.	 Fortunately,	 the	 FDA	 prevailed	 and	 this	 information	 was	 made
available	to	women.	But	there	is	so	much	more	to	the	story.

A	New	Bad	Guy	for	Hormone	Therapy	to	Fight:	Osteoporosis
Scientists	discovered	 that	by	 lowering	 the	dose	of	estrogen	and	combining	 it
with	 synthetic	 progesterone—known	 as	 progestin,	 the	 risk	 of	 endometrial
cancer	 was	 greatly	 reduced.	 But	 many	 women	 had	 become	 hesitant	 to	 use
hormone	therapy	for	hot	flashes	and	maintaining	youthfulness.	So,	to	make	up
for	lost	sales,	Ayerst	refocused	their	efforts	on	selling	estrogen	as	a	treatment
for	the	loss	of	bone	density.12

It	 was	 known	 that	 when	 women	 have	 their	 ovaries	 removed	 in	 an
oophorectomy,	they	are	thrown	into	an	early	and	severe	menopause,	and	suffer
substantial	bone	loss.	A	randomized	controlled	study	in	1982	found	that	after



oophorectomy,	 women	 treated	 with	 a	 dosage	 of	 .625	 mg	 of	 estrogen
experienced	much	less	bone	loss	than	those	who	received	a	smaller	dosage	or
no	estrogen	at	all.13	The	results	of	this	study	addressed	a	very	particular	group
of	 women—those	 who	 had	 a	 surgical	 menopause	 only.	 Even	 so,	 without
scientific	evidence,	estrogen	was	marketed	to	all	women	as	a	“proven”	way	to
stop	bone	loss.	In	1986,	pharmaceutical	companies	received	approval	from	the
FDA	to	claim	that	estrogen	could	treat	the	loss	of	bone	density	that	comes	with
old	age.14

Yet	 women	 still	 had	 their	 doubts.	 To	 get	 them	 to	 undertake	 hormone
therapy	again,	a	dire	medical	necessity	had	to	be	created.	A	massive	publicity
campaign	 was	 carried	 out	 by	 Ayerst,	 and	 messages	 about	 “deadly”
osteoporosis	were	spread	through	radio,	television,	and	magazines.	The	reality
is	that	only	fifteen	percent	of	American	women	suffer	from	osteoporosis15—
not	an	illness	a	woman	is	likely	to	develop.	And	if	she	does,	she	is	unlikely	to
have	 the	 kind	 of	 fracture	 that	 is	 life-threatening.	 Breaks	 to	 the	 hip	 and	 the
vertebrae	are	most	highly	related	to	an	increased	risk	of	death,	but	they	make
up	 very	 few	 of	 the	 fractures	 that	 people	with	 osteoporosis	 experience.16	 But
Ayerst	publicized	that	every	woman	was	at	serious	risk,	massively	overstating
it.	 Their	 efforts	 convinced	 physicians	 and	 nurses	 to	 spread	 the	 word	 that
hormone	 therapy	 could	 save	 them	 from	 this	 disease.	 A	 publicity	 firm	 hired
nurses	 to	 run	 seminars	 for	 church	 groups	 and	 women’s	 clubs	 about
osteoporosis,	and	financed	a	national	 tour	of	physicians	to	educate	the	public
on	the	danger—and	the	hormone	therapy	cure.17	All	without	knowing	whether
or	not	hormone	therapy	was	effective	in	preventing	bone	loss	in	women	who
enter	menopause	naturally.

Their	 campaign	 was	 highly	 successful.	 By	 the	 1990s,	 Premarin	 was	 the
most	 commonly	 prescribed	 medication	 in	 the	 United	 States,	 providing	 one
billion	dollars	 in	 sales	 to	Ayerst—now	known	as	Wyeth-Ayerst	Laboratories.
That	 number	 is	 particularly	 amazing,	 since	 only	 half	 the	 population	 was
eligible	to	receive	it	and	research	continued	to	find	an	elevated	risk	of	breast
cancer	in	women	who	took	it.	All	the	same,	ads	continued	to	appeal	to	women’s
desires	 to	appear	young	and	vital,	and	 to	play	off	 their	great	 fear	of	 looking
old.	 One	 company	 ran	 an	 ad	 for	 Estraderm	 patch	 with	 “before”	 and	 “after”
pictures.	The	before	picture	was	Picasso’s	Woman	Dressing	Her	Hair,	which	in
the	 ad	 was	 meant	 to	 convey	 a	 grotesque,	 misshapen	 woman	 with	 flailing
breasts.	 The	 after	 picture	 was	 of	 an	 ethereal,	 sensual,	 and	 appealing	woman
from	Botticelli’s	Primavera.18	 Regardless	 of	 taste	 in	 art,	 the	 message	 being
conveyed	 was	 that	 if	 you	 don’t	 take	 hormones,	 you	 will	 be	 a	 disturbing



interpretation	of	a	woman,	rather	an	ideal	example	of	what	a	woman	should	be.

The	Wonder	Drug	Gets	More	Powerful:	Heart	Disease	and
Dementia

Sales	 continued	 to	 climb	when	 experts	 started	 touting	 hormone	 therapy	 as	 a
way	 for	 women	 to	 avoid	 not	 only	 bone	 loss,	 but	 also	 heart	 disease	 and
dementia.	In	1995,	the	Harvard	Women’s	Health	Watch	advised	confidently	that
“estrogen	is	considered	to	be	responsible	for	[women’s]	fifteen-to-twenty-year
advantage	 over	 men	 in	 evading	 coronary	 artery	 disease.	 Not	 only	 do	 most
women	have	little	evidence	of	heart	problems	during	their	reproductive	years,
when	 estrogen	 levels	 are	 high,	 but	 those	who	 take	 estrogen	 after	menopause
seem	to	have	lower	rates	of	heart	attack.”19	The	operative	word	used	there	was
“seem.”

For	 many	 years,	 doctors	 had	 noticed—anecdotally—that	 patients	 on
hormone	 therapy	 seemed	 less	 likely	 to	 develop	 these	 conditions.	 Several
observational	 studies	 found	 an	 association	 between	 hormone	 therapy	 and
decreased	 rates	 of	 heart	 disease,	 osteoporosis,	 dementia,	 and	 cognitive
decline.20	The	prospect	of	being	able	 to	prevent	dementia	 is	powerful.	There
are	many	aspects	of	physical	illness	that	are	frightening,	but	to	me,	personally,
nothing	is	as	terrifying	as	losing	my	mind,	my	grasp	on	reality,	and	the	ability
to	mentally	 function.	 If	 there	 was	 a	 pill	 to	 prevent	 that,	 I	 would	 take	 it.	 But
observational	 studies	 are	 not	 randomized	 controlled	 studies.	 With
observational	studies,	 it	 is	only	possible	to	establish	an	association	between	a
treatment	 and	 an	 outcome—not	 causation.	 For	 example,	 women	 who	 took
hormones	were	more	likely	to	have	less	heart	disease,	but	that	didn’t	mean	the
hormone	therapy	caused	the	decrease	in	heart	disease.	It’s	possible	that	women
who	take	hormones	are	more	focused	on	health	 issues	and	actually	have	 less
heart	 disease	 because	 they	 eat	 healthy	 and	 exercise—not	 because	 they	 take
hormones.

The	only	way	to	find	out	if	hormones	actually	cause	good	health	outcomes
for	 women	 is	 to	 do	 a	 randomized	 controlled	 study	 in	 which	 women	 are
randomly	assigned	 to	a	group	 taking	hormones	or	 to	a	control	group	 taking
placebos.	 Then,	 over	 time,	 their	 rates	 of	 heart	 disease,	 osteoporosis,	 and
dementia	 would	 be	 documented.	 Amazingly,	 after	 fifty	 years	 of	 prescribing
hormones	to	women,	this	type	of	study	had	never	been	done.	You,	your	mother,
your	 sisters,	or	your	 friends	may	have	been	 taking	a	medication	 for	years—



even	decades—that	had	not	been	rigorously	tested	to	see	if	it	actually	does	what
the	manufacturers	said	it	does.	Much	less	tested	to	see	what,	exactly,	the	risks	of
taking	it	are.

This	lack	of	randomized	controlled	studies	to	support	the	use	of	hormones
in	preventing	heart	disease,	osteoporosis,	and	dementia	led	the	FDA	to	send	a
warning	letter	to	Wyeth-Ayerst	in	1999,	expressing	concerns	that	the	company
was	making	 claims	 for	 which	 there	 was	 no	 strong	 scientific	 support.	 It	 was
being	used	“off-label,”	a	 term	that	 refers	 to	prescribing	drugs	for	conditions
that	have	not	been	verified	by	the	FDA.	The	FDA	also	expressed	concerns	that
this	widespread	use	was	particularly	troublesome	because	of	the	known	cancer
risks	of	hormone	use.21

If	Science	Proves	Claims	Wrong,	They	Just	Rewrite	the	Myth
With	 funding	 from	Wyeth-Ayerst,	 scientists	 finally	 undertook	 a	 randomized
controlled	study	on	hormones	and	heart	disease.22	The	study	was	also	“double-
blind,”	because	neither	the	experimenters	nor	the	subjects	were	aware	of	who
was	 assigned	 to	 the	 hormone	 therapy	 group	 or	 the	 placebo	 group—which
helps	to	decrease	an	expectation	bias.	It	came	to	be	known	as	the	HERS	study,
which	is	an	acronym	for	The	Heart	and	Estrogen/Progestin	Replacement	Study.
Participants	 included	 3,000	 postmenopausal	 women	 who	 had	 already	 been
diagnosed	with	 heart	 disease.	 The	 purpose	was	 to	 establish	whether	 taking	 a
combination	of	 estrogen	 and	progestin,	marketed	 by	Wyeth-Ayerst	 under	 the
brand	 name	 Prempro,	 prevented	 secondary	 cardiovascular	 events	 like	 heart
attacks,	 compared	 to	 similar	 women	 who	 did	 not	 take	 these	 hormones.	 The
medical	 community	 typically	 gives	 the	 findings	 of	 such	 a	 rigorous	 study
substantial	weight	when	considering	the	usefulness	of	a	particular	therapy.	But
the	results	were	not	encouraging.	After	four	years,	the	women	taking	Prempro
did	not	have	any	fewer	heart	attacks	than	the	control	group;	in	fact,	they	had	a
slightly	higher	number	of	 heart	 attacks.	Prempro	users	 also	had	more	blood
clots	and	a	higher	risk	of	developing	gallbladder	disease.

How	did	Wyeth-Ayerst	 respond?	Did	 they	 tell	doctors	 to	 stop	prescribing
hormone	 therapy	 to	 prevent	 heart	 disease?	 No,	 they	 did	 not.	 A	 few	 months
before	 the	 study	 became	 public	 in	 1998,	Wyeth-Ayerst	 initiated	 a	worldwide
campaign	 to	 warn	 women	 that	 estrogen	 loss	 could	 cause	 dangerous
consequences,	 and	 to	 encourage	 them	 to	 see	 their	 doctor	 about	 hormone
therapy.23	In	spite	of	convincing	evidence	that	hormone	therapy	didn’t	prevent



heart-disease	 progression	 and	 that	 it	 caused	 serious	 health	 risks	 like	 blood
clots	 and	gall	 bladder	disease,	Wyeth	doubled	down	efforts	 to	maintain	 their
cash	cow	by	convincing	menopausal	women	they	had	a	disease—and	that	only
a	doctor	and	the	hormones	he	could	prescribe	would	protect	them.

This	 blatant	 misrepresentation	 of	 the	 efficacy	 and	 safety	 of	 hormone
therapy	continued.	In	2000,	Wyeth-Ayerst	hired	glamorous	model	and	actress
Lauren	Hutton	as	a	spokeswoman.	She	was	featured	on	the	cover	of	Parade,	a
popular	 national	 Sunday-newspaper	 insert.	 In	 the	 interview,	 she	 said	 that	 her
secret	 to	 looking	 and	 feeling	 young	 was	 taking	 estrogen.	 Alongside	 was	 a
Wyeth-Ayerst	ad	that	portrayed	Hutton	describing	scary	ailments	estrogen	loss
can	bring.24	The	campaign	that	this	was	a	part	of	crystalized	the	misogynistic
idea	 that	 looking	young	and	desirable	was	 just	as	 important	as	being	healthy,
and	 that	menopause	 could	 threaten	both.	 It	 just	 reinforced	 the	old	notion	 that
women	are	objects	that	must	appear	young	and	pleasing	to	look	at—no	matter
the	cost.

But	celebrities	can	be	tremendously	influential	when	they	bring	attention	to
medical	 issues.	 This	was	well-demonstrated	when,	 after	 her	 husband	 died	 of
colon	cancer,	Katie	Couric	publicized	her	colonoscopy,	a	highly	effective	test
to	detect	colon	cancer	early	enough	for	 treatment	to	be	more	successful.	 In	a
powerful	 display	 of	 personal	 investment,	 Couric	 had	 a	 doctor	 perform	 a
colonoscopy	on	her	during	the	widely	seen	Today	show.	In	the	following	years,
the	number	of	Americans	getting	this	test	went	up	by	20	percent,	undoubtedly
saving	lives.25

Hutton’s	campaign	with	Wyeth-Ayerst	was	powerful	as	well.	Up	until	2001,
Prempro	was	one	of	their	top-selling	drugs.	But	rather	than	improve	women’s
lives,	it	again	cemented	the	myth	of	menopause	as	a	medical	disease	rather	than
a	natural	stage	of	reproductive	health.	It	encouraged	women	to	take	a	drug	just
when	evidence	that	it	was	ineffective	and	dangerous	was	piling	up.	Even	as	the
HERS	study	used	impressively	rigorous	methods	and	a	subject	pool	of	3,000
women,	an	even	more	powerful	study	was	underway.

Rescued	By	the	Women’s	Health	Initiative
To	women’s	health	activists	of	the	1980s	and	1990s,	one	of	the	most	important
issues	they	tackled	was	the	practice	of	excluding	women	as	participants	in	the
majority	 of	 medical	 studies.	 Researchers	 were	 concerned	 that	 women’s
menstrual	 cycles	would	 complicate	 study	 results,	making	 it	more	 difficult	 to



establish	 the	 effectiveness	 of	 a	 drug	 or	 treatment.	 This	 meant	 that	 broad
generalizations	 about	 disease,	 treatment,	 and	 prevention	 were	 applied	 to
women,	 based	 on	 research	 only	 done	 on	men.26	As	 a	 result,	women	weren’t
benefitting	from	biomedical	research.

To	 address	 this	 dearth	 of	 research	 on	 women,	 Representatives	 Patricia
Schroeder	and	Henry	Waxman,	along	with	Senator	Olympia	Snowe,	advocated
for	 institutional	 change	 in	 how	 studies	 were	 funded	 and	 carried	 out.	 The
National	Institutes	of	Health	(NIH),	the	government	agency	that	controls	much
of	the	country’s	budget	for	medical	research,	received	substantial	funding	for
research	 to	 increase	 knowledge	 of	 women’s	 health.	 Bernadine	 Healy,	 MD,
became	the	first	female	director	of	 the	NIH	in	1991	and	introduced	plans	for
the	 Women’s	 Health	 Initiative	 (WHI)—an	 important	 step	 in	 government
sponsorship	 of	 methodologically	 strong	 research	 on	 women’s	 health.	 More
than	150,000	women	at	forty	research	centers	across	the	nation	were	included
in	a	group	of	studies	on	the	causes	of	illness	and	death	in	older	women.

One	of	 those	 studies	was	 a	 double-blind,	 randomized	 controlled	 study	of
hormone	use	in	about	27,000	postmenopausal	women	aged	between	fifty	and
seventy-nine.	 Women	 were	 randomly	 assigned	 to	 groups	 that	 received
Premarin	 (estrogen),	 Prempro	 (estrogen	 plus	 progestin),	 or	 a	 placebo.	 The
plan	 was	 to	 evaluate	 the	 women	 regularly	 over	 a	 fifteen-year	 period	 to
measure	the	effect	of	hormone	therapy	on	the	three	major	outcomes	for	which
hormone	 therapy	 was	 being	 prescribed	 as	 a	 preventative:	 heart	 disease,
dementia,	 and	 hip	 fractures.	 The	 prevalence	 of	 a	 variety	 of	 negative	 health
outcomes,	like	breast	cancer	and	stroke,	was	also	to	be	evaluated.27	This	study
had	 impressive	 financial	 and	 logistical	 commitments	 to	 using	 the	 highest
quality	 research.	 The	 hopes	 were	 high	 that	 the	 medical	 community	 would
finally	obtain	a	reliable	answer	as	to	whether	or	not	hormone	therapy	was	the
panacea	so	many	doctors	and	pharmaceutical	companies	had	promised	for	so
long.	The	 results	 of	 the	 study	were	 beyond	 shocking:	 researchers	 found	 that
hormone	therapy	was	so	bad	for	women	that	the	only	ethical	thing	to	do	was	to
stop	the	study	early.

The	 clinical	 trial	 of	women	 taking	Prempro	or	 a	 placebo	was	 shut	 down
after	 only	 five	 years	 because	 women	 taking	 Prempro—compared	 to	 the
women	 taking	 placebos—had	 a	 29	 percent	 increased	 rate	 of	 cardiovascular
events	like	heart	attacks;	a	26	percent	higher	rate	of	breast	cancer;	a	41	percent
increase	in	strokes;	and	a	100	percent	increase	in	dementia.	They	did,	however,
experience	 fewer	 fractures	 and	 increased	 their	 bone	 mass	 density.28	 The
clinical	 trial	of	women	taking	Premarin	or	a	placebo	was	shut	down	in	2004



because	 the	women	 in	 the	Premarin	 group	 had	 higher	 rates	 of	 dementia	 and
stroke	 compared	 to	 women	 taking	 placebos.	 Premarin	 did	 not	 cause	 an
increased	risk	of	heart	disease,	breast	cancer,	colorectal	cancer,	or	blood	clots,
and	was	responsible	for	a	lower	incidence	of	hip	fractures.29

These	results	compelled	the	FDA	to	require	a	black	box	warning,	which	is
its	 most	 severe	 warning	 and	 is	 designed	 to	 call	 attention	 to	 serious	 or	 life-
threatening	 risks,30	 on	 Prempro	 and	 drugs	 like	 it.	 These	 warnings	 plainly
stated	 that	 estrogen	 and	 progestin	 shouldn’t	 be	 prescribed	 to	 prevent	 heart
disease	and	clearly	documented	that	the	WHI	had	found	that	women	who	took
estrogen	 and	 progestin	 had	 higher	 risks	 of	 having	 heart	 attacks	 and	 strokes,
and	 developing	 invasive	 breast	 cancer,	 pulmonary	 embolism,	 and	 deep	 vein
thrombosis.31

The	manufacturer	 of	 Prempro	 and	 Premarin,	 now	 known	 as	Wyeth,	 had
annual	sales	of	$2.5	billion	before	the	WHI	trials	were	stopped.32	Just	take	that
number	 in	 for	 a	 moment.	 Two-and-a-half-billion	 dollars	 every	 year.	 That
stratosphere	sheds	some	light	on	the	things	a	company	would	do	to	maintain	it.
After	the	WHI	hormone	therapy	trials	ended,	Wyeth’s	financial	picture	changed
within	 one	 year.	Due	 to	 cratering	 revenue	 from	 hormone	 therapy	 drugs	 and
because	 they	 needed	 to	 set	 aside	 $2	 billion	 to	 cover	 lawsuits	 due	 to	 heart
damage,	Wyeth	 reported	 a	 quarterly	 loss	 of	 $426.4	million	 and	 stock	 prices
dropped	from	fifty	dollars	to	thirty-four	dollars	and	fifty	cents.33	Doctors	went
back	 to	 prescribing	 hormone	 therapy	 for	 only	 the	 short-term	 relief	 of
menopausal	symptoms	like	hot	flashes	and	vaginal	dryness.

Who’s	Influencing	Your	Doctor’s	Treatment	Most?
As	appalling	as	it	is	that	pharmaceutical	companies	willfully	and	aggressively
compromised	women’s	health	to	make	a	profit,	it	is	not	unfathomable	since	the
first	 priority	 of	 any	 company	 is	 to	make	money.	But	what	 about	 the	 doctors
who	prescribe	such	treatments?	Doctors	aren’t	idealized	and	put	on	a	pedestal
the	way	 they	used	 to	be,	but	most	people	still	presume	 their	doctors	have	 the
health	of	their	patients	as	a	guiding	purpose	in	any	medical	practice.	And	I’m
sure	that	many	do.	But	there	is	a	tangled	financial	connection	between	doctors
and	pharmaceutical	companies	that	compromises	this	goal.

Anyone	who	has	sat	in	the	waiting	room	at	a	doctor ’s	office	knows	there	is
often	 an	 extremely	 attractive	 and	 well-dressed	 person	 who	 gets	 to	 see	 the
doctor	 first:	 the	 pharmaceutical	 rep.	 Their	 role,	 ostensibly,	 is	 to	 keep	 the



doctor	informed	on	the	latest	news	about	medications	and	treatments	produced
by	 their	 company.	 But	 they	 also	 come	 with	 free	 drug	 samples.	 Since	 health
insurance	and	medications	are	so	expensive,	patients	 love	free	samples,	and	I
understand	 that	 doctors	 can	 want	 to	 give	 their	 patients	 that	 break.
Pharmaceutical	 reps	 also	 regularly	 bring	 platters	 of	 food	 for	 the	 whole
medical	 staff.	 In	 2005,	 Annals	 of	 Family	 Medicine	 published	 a	 powerful
entreaty	 for	 doctors	 to	 refuse	 to	 see	 these	 reps.	 Its	 review	 of	 empirical	 data
shows	“that	interactions	with	pharmaceutical	reps	increase	the	chances	that	the
physician	will	act	contrary	to	duties	owed	to	the	patient.”34

Doctors	 also	 receive	 funds	 from	 pharmaceutical	 companies	 to	 support
their	 research,	 and	 get	 paid	 to	 do	 speaking	 engagements	 and	 to	 provide
consulting.35	Does	getting	paid	by	a	drug	company	influence	the	way	doctors
represent	 their	 drugs?	There	 are	many	 studies	 that	 suggest	 it	 does.36	A	 study
particularly	relevant	to	this	discussion	showed	how	this	conflict	of	interest	can
play	out.	It	examined	opinion	pieces	on	the	results	of	 the	WHI	study—letters,
editorials,	and	comments—that	appeared	in	medical	journals	between	2002	and
2006.	In	spite	of	the	convincing	evidence	provided	by	the	WHI,	64	percent	of
the	 articles	 criticized	 the	WHI	 and	 promoted	 the	 use	 of	 hormone	 therapy.	 It
turned	out	that	a	core	group	of	ten	doctors	had	authored	four	or	more	articles
each,	 accounting	 for	 a	 large	percentage	of	 the	 total	 articles	 that	 appeared	on
this	 topic.	 Eight	 of	 the	 ten	 doctors	 had	 received	 payment	 for	 speaking	 or
consulting	 from	 hormone	 therapy	 manufacturers.	 In	 general,	 articles
promoting	the	treatment	of	menopause	with	hormone	therapy	were	2.4	times	as
likely	 to	 have	 been	 written	 by	 a	 doctor	 who	 had	 been	 paid	 by	 hormone
manufacturers.37

This	kind	of	misrepresentation	is	dangerous	because	it	serves	to	shape	the
opinions	of	medical	practitioners.	As	recently	as	2008,	about	half	of	American
gynecologists	 report	 that	 they	 distrust	 the	 findings	 of	 the	 WHI.38	 And	 this
unfounded	doubt	reaches	patients	seeking	information	about	hormone	therapy.
If	 you	 visit	WebMD	 looking	 for	 information	 about	 the	 benefits	 and	 risks	 of
hormone	 therapy,	 the	 website	 still	 describes	 the	 WHI	 findings	 as
“controversial.”39	They	might	have	been	a	shock	for	Wyeth	stockholders,	but
scientifically	there	is	nothing	controversial	about	them.

When	the	findings	of	the	WHI	became	public,	many	women	stopped	taking
hormones	 like	Premarin	 and	Prempro,	 but	 those	with	disturbing	menopausal
symptoms	continued	to	seek	relief.	A	new	industry	with	bioidentical	hormones
stepped	in	to	fill	that	need.



Bioidentical	Hormones	Repeat	the	Same	Story
Actress	Suzanne	Somers	is	best	known	for	her	role	in	the	early	1980s	sitcom
Three’s	Company	 as	 the	blonde	 and	beautiful,	 but	 ditzy,	Chrissy	Snow.	At	 the
age	of	fifty-eight,	 looking	remarkably	young,	Somers	began	a	second	career
by	 endorsing	 the	 hormone	 myth	 for	 the	 new	 millennium	 and	 promoting
bioidentical	hormones	as	a	cure	 for	menopause.	Her	2004	book	on	 the	 topic
was	titled	The	Sexy	Years,	and	in	it	she	tells	readers	that	after	encountering	the
“seven	 dwarfs	 of	 menopause—Itchy,	 Bitchy,	 Sweaty,	 Sleepy,	 Bloated,
Forgetful,	 and	 All-Dried-Up,”	 she	 found	 the	 fountain	 of	 youth.	 Somers
promises	that	bioidentical	hormone	therapy	will	help	menopausal	women	lose
weight	 and	 fight	 the	 symptoms	 of	 aging.	 Here,	 and	 also	 in	 the	 follow-ups
Ageless	 and	 I’m	 Too	 Young	 for	 This,	 she	 tells	 readers	 that	 the	 drop	 in
reproductive	hormones	that	comes	with	menopause	gives	women	“murderous
moods”	and	“robs	 them	of	 their	 lives.”	The	books	all	have	covers	 that	 show
Somers	looking	smooth	and	wrinkle-free,	telegraphing	the	thought	that,	if	only
you	 took	 these	 drugs,	 you	 also	 could	 look	 young	 into	 your	 sixties.	 This	 is
despite	 the	 fact	 that	 much	 of	 Somer ’s	 smooth	 skin	 appears	 to	 come	 from
Botox,	fillers,	and	plastic	surgery	(nobody	has	lips	that	get	fuller	as	they	age,
nobody).	 Her	 experience,	 and	 those	 of	 the	 women	 she	 interviewed,	 are	 the
basis	for	her	claims—with	scant	scientific	evidence.

The	 bioidentical	 hormone	 therapy	 Somers	 promotes	 refers	 to	 hormones
extracted	from	plants	rather	than	horses.	They	are	produced	by	compounding
pharmacies	 based	 on	 a	 physician’s	 specific	 prescription	 for	 that	 patient,	 and
because	 bioidentical	 hormone	 compounds	 are	 created	with	 varying	 levels	 of
hormones,	 they	 are	 not	 regulated	 by	 the	 FDA.	 They	 are	 marketed	 as
“bioidentical”	 because	 of	 manufacturer	 claims	 that	 they	 are	 chemically	 and
structurally	 identical	 to	 the	 hormones	 produced	 by	 women.	 There	 is	 no
scientific	 evidence	 to	 currently	 support	 this	 claim	 and	 the	 FDA	 does	 not
recognize	the	term.40

Bioidentical	 hormones	 are	marketed	 as	 a	 safe	 alternative	 to	 traditionally
prescribed	 hormones.	 Somers	 and	 the	 pharmacies	 selling	 these	 products
promise	 that	 bioidentical	 hormones	 will	 protect	 women	 from	 cancer,	 heart
disease,	and	Alzheimer ’s	disease,	and	will	also	return	the	lean,	shining	bodies
of	 their	youth.41	Sound	 familiar?	These	are	 the	 same	magical	claims	Wyeth-
Ayerst	made	about	traditional	hormone	therapy.	And	the	financial	potential	is,
once	again,	huge.	Estimates	of	annual	sales	suggest	compounded	bioidentical
hormones	account	for	a	multibillion	dollar	industry.42



What	 we	 know	 for	 sure	 about	 bioidentical	 hormones	 is	 what	 we	 have
always	known	about	 forms	of	 estrogen	 and	progesterone:	 they	 ease	physical
symptoms	of	menopause	like	hot	flashes.	There	are	many	studies	that	support
this	 conclusion	 and	 the	 FDA	 has	 approved	 a	 few	 types	 of	 these	 plant-based
hormones	 for	 this	 specific	 purpose.	But	 the	 bioidentical	 hormones	 approved
by	the	FDA	are	different	from	compounded	bioidentical	hormones,	because	the
dosage	and	contents	of	 those	with	FDA	approval	are	standardized	rather	 than
personalized.	 There	 is	 also	 some	 evidence	 that	 bioidentical	 hormones	 may
prevent	 bone	 density	 loss	 in	 postmenopausal	 women.43	 But	 scientifically
speaking,	 that	 is	 all	 we	 know.	 Very	 few	 long-term,	 randomized	 controlled
studies	 have	 examined	 these	 drugs,	 therefore	 it	 is	 unknown	 if	 bioidentical
hormones	protect	against	heart	disease	or	dementia.

Even	more	importantly,	we	don’t	know	whether	these	drugs	carry	the	same
risks	as	 traditional	hormones.	While	 it	 is	possible	 that	bioidentical	hormones
are	 safe	 and	 effective,	 we	 currently	 don’t	 have	 the	 scientific	 evidence	 to
support	that	claim—a	few	encouraging	studies	is	not	enough.	The	WHI	taught
us	 that	 when	 physicians	 prescribe	 drugs	 for	 women	 without	 appropriate
testing,	 they	expose	us	 to	unnecessary	risks.	This	 is	why	seven	doctors	wrote
an	open	letter	 to	Suzanne	Somers	and	her	publisher	 that	elaborates	on	all	 the
ways	 they	“believe	Ageless	 is	 detrimental	 and	 dangerous	 to	 the	 thousands	 of
women	who	 read	 it	 because	 the	 book	 freely	 and	 repeatedly	 blurs	 the	 line	 of
medical	 ethics	 and	 science	with	 hearsay.”	The	 doctors	who	 signed	 this	 letter
include	 three	who	were	 quoted	 in	 Somers’s	 book	 and	 five	who	 have	written
popular	books	on	menopause,	including	Dr.	Christiane	Northrup.44

Women	 need	 accurate	 information	 and	 solid	 science	 to	 make	 intelligent
decisions	 about	 their	 health.	To	 do	 that,	we	 need	 to	 overcome	 the	 power	 the
hormone	 myth	 has	 over	 us.	 By	 creating	 and	 marketing	 the	 myth	 that
menopausal	 women	 are	 sick	 and	 in	 need	 of	 treatment,	 the	 medical	 and
pharmaceutical	 industries	 failed	women.	With	 disregard	 for	women’s	 health,
doctors	 prescribed	 hormone	 replacement	 therapy	 for	 decades	 without
scientific	 evidence	 of	 its	 efficacy	 or	 safety.	 Pharmaceutical	 companies
repeatedly	marketed	it	as	a	cure-all	fountain	of	youth.	When	the	studies	of	the
WHI	 revealed	 that	 hormone	 replacement	 therapy	didn’t	 prevent	heart	 disease
or	 dementia,	 and	 caused	 increased	 rates	 of	 breast	 cancer,	 heart	 disease,	 and
strokes	 in	women	who	used	 it,	 the	damage	done	 to	women	was	horrifyingly
clear.	 Financial	 relationships	 between	 doctors	 and	 pharmaceutical	 companies
compromised	the	ability	of	both	to	provide	women	with	treatments	that	put	our
health	first.	And	they	have	given	us	great	cause	to	be	alert	and	suspicious	going



forward.
This	is	sadly	yet	another	story	in	a	book	filled	with	examples	of	the	mythic

lies	 told	 to	women	about	our	health.	The	hormone	myth	has	 seduced	us,	 and
it’s	costing	us	big.



Chapter	11

How	Lies	Persist	and	What	We	Lose	by
Believing	Them

The	hormone	myth’s	staying	power	and	resistance	to	change	are	undeniable.
Like	 every	 other	 theory	 of	 female	 inferiority	 down	 through	 the	 ages,	 the
hormone	myth	 sustains	 the	 patriarchal	 system	most	 of	 humanity	 lives	 under.
Men	 have	 more	 economic,	 social,	 and	 political	 power	 than	 women	 in	 most
societies.	Keeping	up	beliefs	 that	men	 are	 biologically	 different	 in	ways	 that
make	 them	 better	 suited	 to	 have	 power	 is	 central	 to	 maintaining	 that
dominance.	Once	power	 is	established	and	supported	by	social,	political,	and
economic	 forces—and	 by	 culture,	 custom,	 and	 blind	 habit—it	 tends	 to	 stay
established.	And	so	the	system	perpetuates	the	myth	and	the	myth	supports	the
system	 in	 a	 feedback	 loop	 that’s	 really	 hard	 to	 break.	 Individually,	we	make
choices	that	support	it,	and	researchers	in	social	psychology	offer	insight	into
why.

How	Beliefs	Can	Contradict	Experience
People	can	perform	amazing	mental	gymnastics	that	allow	them	to	hold	beliefs
contrary	 to	 their	 experience.	 There	 are	 ways	 that	 we	 rationalize	 illogical
thinking,	which	can	be	used	to	maintain	the	hormone	myth	as	a	whole,1	which
include	the	following.

Illusory	Optimism

People	tend	to	believe	that	we	are	luckier	or	less	vulnerable	than	others.	A
menopausal	 woman	 who	 is	 not	 depressed,	 may	 still	 believe	 that	 most
menopausal	women	are	depressed,	but	 that	 she	 is	one	of	 the	 lucky	ones	who
doesn’t	suffer.

Self-Serving	Bias

We	 like	 to	 believe	 that	 we	 are	 better	 than	 others.	 A	woman	who	 doesn’t



suffer	from	PMS	might	think	that	most	women	do	get	it,	but	that	she	is	made	of
stronger	stuff.

False	Uniqueness

Human	beings	also	 tend	 to	believe	 that	we	are	unique,	when	most	people
really	are	like	everyone	else	in	many	ways.	However,	a	pregnant	woman	who
doesn’t	experience	mood	swings	may	think	that	most	pregnant	women	will	cry
at	the	drop	of	a	hat,	but	that	she	must	be	different,	special	in	this	way.

The	bottom	 line	 is	 that	 in	our	efforts	 to	make	sense	of	 the	world,	human
beings	 make	 errors	 in	 their	 thinking.	 We	 doubt	 the	 weight	 of	 our	 personal
experience	 when	 contrary	 evidence	 seems	 to	 be	 coming	 at	 us	 from	 all
directions.	 The	 hormone	 myth	 is	 sustained	 by	 our	 inability	 to	 reconcile	 the
tsunami	 of	 information	 that	 says	 that	 women	 are	 at	 the	 mercy	 of	 their
hormones	 with	 the	 personal	 reality	 of	 consistently	 stable	 emotional
functioning.

When	What	Everybody	Knows	About	Hormones	Is	Not	True	for
You

Before	 I	 dive	 into	 an	 in-depth	 discussion	 about	 how	 the	 hormone	myth	 is	 a
form	of	gender	policing—both	 the	 internal	kind	 and	 the	kind	we	enforce	on
each	other—I	want	to	show	you	how	this	myth	can	possibly	persist	when	we’re
actually,	statistically,	not	experiencing	the	symptoms	it	says	we	are.	To	do	this,
I’ll	revisit	the	myth	as	it	relates	to	PMS,	pregnancy,	postpartum	depression,	and
menopause.

PMS	Moodiness

According	to	the	current	definition	of	PMDD,	3	to	8	percent	of	American
women	 have	 serious	mood	 changes	 in	 relation	 to	 periods	 that	 are	 so	 severe
they	disrupt	lives	and	relationships.	Which	also	means	that	92	to	97	percent	of
American	women	are	not	 so	afflicted.	An	 indeterminate	number	of	women—
probably	 most	 women—experience	 mild	 physical	 and	 emotional	 changes
around	 their	 periods.	 Various	 studies	 of	 PMS	 have	 identified	 over	 150
different,	possible	symptoms—a	number	so	huge	as	to	be	nearly	meaningless
—and	 the	 reported	 symptoms	 vary	 by	 culture.	 But	 what	 is	 not	 happening,



except	 in	 very	 few	 cases,	 is	 a	 mental	 disorder	 tied	 to	 the	 menstrual	 cycle.
Women’s	moods	are	no	more	changeable	or	 extreme	 than	men’s	moods.	We
are	 not	 all	 crazy	 once	 a	 month.	 It’s	 a	 myth.	 So	 why	 would	 we	 believe
something	that	opposes	our	lived	experience?

It	 is	 tempting	 for	 a	 woman	 to	 embrace	 the	 myth	 of	 near-universal	 PMS
because	it	helps	her	maintain	the	“good	woman”	image	of	always	fulfilling	her
feminine	 roles	 happily—except	when	 she	 can’t	 help	 it	 because	 of	 her	 awful,
awful	 hormones.	 Invoking	PMS	has	 this	 instant	 impact.	Everybody	knows	 it’s
overwhelming,	overpowering,	and	not	her	fault.	It	offers	a	pass	to	temporarily
be	 angry	 or	 irritable,	 and	 to	 otherwise	 flout	 expectations.	 She	 can	 break	 the
rules	without	threatening	the	status	quo.

But	still,	we	all	know	the	world	is	full	of	women	going	mad	once	a	month.
Of	 course,	 if	 a	 woman	 we	 care	 about	 tells	 us	 she’s	 suffering,	 we’ll	 tend	 to
believe	 her.	But	maybe—and	maybe	more	 often—we	 assign	 PMS	 to	 another
woman	without	any	real	evidence.	Maybe	she’s	impatient,	or	irritable,	or	easily
upset,	and	we	are	labeling	her	according	to	the	myth.	It’s	entirely	possible	that
we’ve	bought	the	myth,	but	we	believe	it	doesn’t	apply	to	us—which	can	make
us	 feel	 special,	 unique,	 even	 superior.	 Women	 use	 the	 hormone	 myth	 and
thereby	keep	it	going.	But	most	of	us	have	never	experienced	anything	extreme
in	tandem	with	our	periods.	Plenty	of	us	hardly	feel	a	blip.

Collective	Pregnancy	Care

A	pregnant	belly	triggers	the	hormone	myth	powerfully.	Most	people	know
that	hormones	increase	to	facilitate	a	pregnancy	and	believe	that	they	instigate
pretty	much	everything	a	pregnant	woman	does	or	 feels.	The	hormone	myth
includes	 our	 notion	 of	 “baby	 brain,”	 which	 evokes	 an	 image	 of	 the	 flighty,
distracted,	 and	 emotionally	 irrational	woman.	But	most	mothers-to-be	 are	 in
quite	good	mental	health	and	perform	cognitive	 tasks	 involving	memory	and
problem	 solving	 without	 any	 trouble.	 So	 why	 would	 so	 many	 women
themselves	buy	into	this	myth?

In	 the	 same	 way	 that	 PMS	 gives	 women	 permission	 to	 be	 angry	 or
emotionally	 unavailable,	 the	 hormone	myth	 provides	 women	 with	 breathing
room	 to	 feel	 overwhelmed	 by	 all	 the	massive	 changes	 that	 are	 happening	 in
their	lives.	They	get	relief	from	feeling	like	they	have	to	always	be	on	top	of
everything;	they	get	coddled	in	ways	that	can	feel	as	good	as	annoying.	When
they	can	blame	baby	brain,	 they	don’t	have	 to	 take	 the	extreme	stressors	 they
face	 seriously,	which	 include	 doing	 the	majority	 of	 housework	 and	 dodging



rampant	discrimination	at	work.	 If	a	woman	 is	unable	 to	keep	all	 the	balls	 in
the	air—and	really,	no	one	is	able	to	keep	all	those	balls	in	the	air	all	the	time
—baby	brain	becomes	a	reasonable	excuse	that	is	blame-free.

Postpartum	Depression	Stigma

For	 women	 who	 suffer	 from	 postpartum	 depression,	 the	 hormone	 myth
brings	 particularly	 serious	 consequences.	 In	 chapter	 7,	 I	 described	 the	many
reasons	 why	 some	 women	 suffer	 from	 postpartum	 depression—previous
history	 of	 depression	 or	 mental	 illness,	 lack	 of	 support	 with	 childcare,	 and
marital	conflict—and	none	of	them	have	much	to	do	with	hormones.	But	here
the	hormone	myth	is	dangerous	because	embedded	in	the	ideas	that	women	are
ruled	by	 their	 hormones,	 and	 that	 hormones	 cause	postpartum	depression,	 is
the	 idea	 that	 these	 feelings	will	 just	 pass.	When	 depressed	mothers	 don’t	 get
help	 because	 of	 this	 and	 their	 depression	 is	 prolonged,	 their	 health	 and	 the
development	 of	 their	 children	 suffer.	 Women	 also	 resist	 getting	 help	 for
postpartum	 depression	 because	 of	 the	 stigma	 attached	 to	 it.	 The	 basis	 of	 the
hormone	myth	 is	 that	women	are	biologically	more	nurturing	 than	men,	and
therefore	 should	be	natural	mothers.	This	 is	what	“everyone	knows.”	But	 the
reality	is	 that	mothering	doesn’t	always	come	naturally	or	easily,	and	doesn’t
give	every	woman	feelings	of	pleasure,	is	in	direct	opposition	to	this	standard.
Women	can	self-police	when	they	deny	this	reality	and	feel	too	much	shame	to
discuss	 it,	much	 less	 ask	 for	 help.	With	 postpartum	depression,	 the	 hormone
myth	hurts	those	who	do	experience	it.

Menopausal	Shifts

Seeing	 menopause	 as	 a	 sickness	 to	 be	 cured	 is	 a	 cultural	 way	 of
worshipping	youth	and	subservience	 in	women.	During	menopause,	a	couple
of	things	happen	simultaneously:	women	develop	confidence	and	assertiveness
in	 speaking	 their	 minds,	 and	 start	 putting	 their	 interests	 ahead	 of	 others	 for
perhaps	the	first	time	in	their	adult	lives.	These	are	logical	changes	that	result
from	 the	 accumulated	 wisdom	 that	 life	 experience	 provides,	 and	 the	 simple
logistics	of	children	leaving	home.	But	when	we	have,	for	so	long,	bought	into
the	agreeable,	accommodating,	other-focused	model	of	good	wife	and	mother
that	 the	 hormone	 myth	 trades	 in—we	 can	 feel	 guilty	 or	 even	 lost.	 Because
women	are	taught	to	fulfill	this	model	and	men	are	taught	to	expect	this	model.

My	mother	taught	me	how	to	care	for	a	sick	child	with	tenderness,	to	create



wonderful	Thanksgiving	meals,	and	to	put	my	needs	last.	There	is	satisfaction
to	be	had	in	such	emotional	and	tangible	giving.	When	I	was	able	to	soothe	one
of	my	kids	with	the	flu,	or	see	people	truly	enjoy	a	meal	at	my	table,	I	felt	real
happiness.	But	I’ve	reached	the	age	where	my	children	have	left	the	house	and	I
want	to	focus	more	on	my	needs	and	interests.	But	the	hormone	myth	says	that
if	I	want	to	do	that,	I’m	sick,	my	hormones	are	supposedly	out	of	whack,	and	I
need	 treatment.	Hormones	 have	 nothing	 to	 do	with	 this	 shift	 in	 focus.	 It	 is	 a
developmentally	appropriate	change.	However,	when	women	 look	 to	step	out
of	 the	 roles	 that	 they	 are	 biologically	 “meant”	 for	 even	 a	 little	 bit,	 they	 face
resistance	 in	many	 forms:	 from	family	and	spouses	who	have	gotten	used	 to
such	 selfless	 care,	 and	 sometimes	 even	 judgment	 from	 other	 women	 who
continue	to	fulfill	their	gender-assigned	roles	so	completely.	It’s	really	hard	to
reconceive	ourselves	and	our	places	in	life	beyond	this.

Trapped	By	Biology?
The	 hormone	 myth	 draws	 power	 from	 beliefs	 that	 we	 take	 for	 truths.	 In
particular,	 biological	 essentialism	 is	 the	 belief	 that	 men	 and	 women	 are
fundamentally	 different	 psychologically	 and	 behaviorally	 because	 of	 their
different	 reproductive	 systems.	 Psychologists	 have	 found	 that	 we	 tend	 to
exaggerate	 both	 the	 differences	 of	 people	 in	 different	 groups	 and	 the
similarities	 of	 those	 within	 a	 group.	Gender	 polarization	 is	 the	 tendency	 to
perceive	 the	 most	 relevant	 difference	 between	 people	 to	 be	 gender.2	 So	 we
divide	 people	 into	 different	 groups	 based	 on	 their	 reproductive	 organs,	 and
then	concentrate	on	finding	similarities	within	groups,	and	differences	between
groups,	 that	 go	 far	 beyond	 the	 facts	 of	 reproduction.	 From	 there,	 our	 ideas
about	what	 individual	people	“are”	and	what	 they	“should	be,”	based	on	their
sex,	become	fused	into	gender	stereotypes	and	gender	rules.	This	includes	the
standards	 of	 the	 good	 woman,	 the	 good	 mother,	 and	 the	 good	 female
employee.

It’s	 important	 to	 note	 that	 the	 stereotyped	 masculine	 box	 of	 rational,
aggressive,	 and	 emotionless	 is	 just	 as	 restricting	 as	 the	 stereotyped	 feminine
box	of	nurturing,	happy,	refined,	and	emotional.	We	are	all	born	experiencing
a	 broad	 range	 of	 emotions	 and	 personality	 traits,	 yet	 we	 put	 so	 much	 into
teaching	 boys	 to	 “take	 it	 like	 a	man”	 and	 girls	 to	 “act	 like	 a	 lady.”	 I	 cannot
imagine	how	much	mental	and	emotional	energy	it	takes	for	boys	and	men	to
learn	to	swallow	their	“softer”	emotions	and	maintain	a	strong,	manly	exterior.
Even	though	I	do	know	how	profoundly	hard	I	worked	to	suppress	my	anger.



Men	as	a	group	benefit	more	from	gender	stereotypes	in	general,	but	they
also	 carry	 some	 of	 the	 cost	 of	 this	 wasteful,	 dysfunctional,	 and	 even
dehumanizing	 agreement.	 The	 never-ending	 pressure	 on	 men	 to	 be
successfully	 employed,	 in	 a	 landscape	 where	 that’s	 often	 not	 realistic,	 is
enormous	and	relentless.	And	 throughout	history,	men	have	paid	 the	price	of
having	to	carry	out	the	brutalizing	work	of	war	and	risk	losing	their	own	lives.
So	while	women	have	been	trapped	in	the	home,	men	have	been	trapped	on	the
front	lines	of	supporting	the	family.	I	want	to	emphasize	this	in	the	discussion
that	 follows	 to	 show	 that	 gender-based	 myths,	 like	 those	 about	 women’s
hormones,	 hurt	men	 also.	Because	 biological	 essentialism	 is	 a	 trap	 that	 only
wounds	us	more	as	we	try	to	wriggle	our	way	out,	because	it	is	locked	shut	by
cultural	norms.	With	its	strength,	no	one	can	be	and	express	the	entirety	of	what
it	is	to	be	a	human	being.

The	Psychology	Behind	Gender	Stereotyping
Stereotypes	aren’t	just	about	gender,	of	course.	Human	beings	use	stereotypes
all	the	time,	and	they	have	a	function:	generalizations	help	us	cope	with	all	the
information	that	comes	at	us	every	day.	To	function	in	our	daily	lives,	we	need
to	 quickly	 categorize	 information	 and	 either	 drop	 it	 or	 store	 it.	 We
conceptualize	reality	as	simpler	than	it	is,	because	our	brains	would	get	stuck	if
we	tried	to	consider	the	full,	complex	nature	of	everything	we	come	in	contact
with.	Our	ability	 to	generalize	and	categorize	 is	 essential,	 and	 it’s	 a	 strength.
However,	when	it	comes	to	broadly	categorizing	people	by	gender,	the	feature
becomes	 a	 bug.	 Because	 if	 the	 category	 becomes	 more	 important	 than	 the
people	assigned	to	it,	people	suffer.

So	 why	 do	 we	 cling	 to	 gender	 categories	 even	 when	 they	 hurt	 us?
Psychologists	 have	 proposed	 a	 number	 of	 theories	 to	 explain	 the	 staying
power	of	beliefs	 in	essential	gender	differences.	The	 feminist	psychoanalytic
framework	 of	 Nancy	 Chodorow	 explores	 how	 children	 come	 to	 perceive
gender	 roles	 as	 cornerstones	 of	 their	 personal	 identities.	 Albert	 Bandura’s
social	 learning	 theory,	 which	 I	 find	 particularly	 compelling,	 theorizes	 that
people	 learn	 to	 have	 certain	 attitudes	 and	 behaviors	 if	 they	 are	 socially
rewarded	for	 them.	Conversely,	people	 learn	 to	 refrain	from	certain	attitudes
and	behaviors	 if	 they	are	socially	punished	for	 them.	There	are	many	studies
that	 support	 the	 power	 of	 rewards	 and	punishment	 in	 enforcing	 attitudes	 and
behavior.3	Who	does	all	this	punishing	and	rewarding?	Socializing	agents	like
parents,	peers,	and	the	media	all	contribute	to	produce	children	and	ultimately



adults	who	accept	that	males	and	females	are	different,	and	are	highly	invested
in	“performing	their	gender	well”4—that	is,	in	being	seen	as	“a	real	man”	or
“a	 real	 woman.”	When,	 in	 fact,	 they	 are	 simply	 playing	 along	 in	 a	 cultural
game.

Each	of	these	socializing	agents	has	played	a	major	role	in	maintaining	the
hormone	myth	 and	 have	 all	 been	 integral	 to	 my	 discussion	 of	 the	 ways	 the
myth	plays	out	in	women’s	reproductive	events.	I	want	to	describe	them	further
so	 that	 you	 are	 even	 better	 armed	 to	 recognize	 them	 for	 what	 they	 are:
powerful	influences	that	shape	our	experiences	of	life	and	ourselves.

Shaming	Parents

Parents	play	an	active	role	in	teaching	gender	to	their	children,	but	appear
to	have	 the	most	 influence	by	what	 they	 teach	children	not	 to	do.5	Parents	do
tend	 to	 assign	 gender-typical	 chores,	 and	 often	 encourage	 their	 children	 to
have	 gender-typical	 interests	 and	 activities.	 But	 what	 parents	 are	 even	 more
likely	 to	 do	 is	 to	 discourage	 “gender-inappropriate”	 play,	 especially	 when
fathers	interact	with	sons.

During	my	daughter ’s	 third	birthday	party,	a	 little	boy	picked	up	her	 101
Dalmatians	pocketbook	and	proudly	strolled	around	with	it.	His	father	sternly
yelled	“Josh,	put	that	bag	down	now!	I	mean	it:	right	now!”	It	was	as	though	the
purse	 was	 a	 loaded	 gun.	 His	 father ’s	 reaction	 told	 Josh	 two	 things:	 that	 his
father	was	 angry	 at	 him,	 and	 that	 his	 father	was	 frightened	 for	 him.	 I	 could
imagine	 the	 powerful	 shame	 and	 fear	 rocketing	 through	 his	 little	 body	 and
mind	at	that	moment.

Many	fathers	are	strongly	concerned	with	keeping	their	sons	from	showing
any	feminine	tendencies,	a	concern	that	has	a	lot	to	do	with	our	culture’s	deep-
rooted	homophobia—the	fear	is	that	a	young	boy	who	is	interested	in	“girly”
activities	 is	 going	 to	 be	 gay,	 and	 the	 belief	 is	 that	 this	would	 be	 a	 calamity.
Girls	 acting	 like	 tomboys	 get	 more	 of	 a	 pass,	 which	 is	 in	 line	 with	 our
increased	flexibility	on	what	is	appropriate	behavior	for	girls,6	but	only	up	to	a
point.	 There	 are	 some	 parents	who	 resist	 gender-stereotyping	 their	 children,
but	 it’s	 a	 definite	 challenge	 in	 this	 pink-and-blue	world.	 Because	 outside	 the
inner	 family	circle	are	our	children’s	peers,	our	own	peers,	 the	marketplace,
and	the	media.

Punishing	Peers



From	a	very	young	age,	 children	punish	violations	of	 expected	gendered
behavior	 in	other	 children.7	When	one	of	my	daughters	was	 little,	 she	 loved
building	things	with	blocks	at	home.	But	when	she	did	this	in	preschool,	it	was
with	boys,	because	that’s	who	played	with	blocks.	She	was	quickly	made	fun	of
for	playing	“boy	games.”	The	pressure	of	this	internal	and	external	policing	is
as	 exhausting	 for	 boys	 and	 men	 as	 it	 is	 for	 girls	 and	 women.	 This	 gender
policing	continues	into	adolescence,	and	it	intensifies.

Sociologist	 Michael	 Kimmel	 analyzed	 how	 teenage	 boys	 police	 each
other ’s	behavior	 in	his	disturbing	book,	Guyland:	The	Perilous	World	Where
Boys	 Become	 Men.	 He	 describes	 the	 efforts	 that	 go	 into	 maintaining	 a
masculine	image	and	the	punishments	that	come	with	failing.

Our	 efforts	 to	 maintain	 a	 manly	 front	 cover	 everything	 we	 do.
What	we	wear.	How	we	talk.	How	we	walk.	What	we	eat	(like	 the
recent	 flap	 over	 “manwiches”—those	 artery-clogging	 massive
burgers,	dripping	with	extras).	Every	mannerism,	every	movement
contains	a	coded	gender	language.	What	happens	if	you	refuse	or
resist?	 What	 happens	 if	 you	 step	 outside	 the	 definition	 of
masculinity?	 Consider	 the	 words	 that	 would	 be	 used	 to	 describe
you.	In	workshops	it	takes	generally	less	than	a	minute	to	get	a	list
of	 about	 twenty	 terms	 that	 are	 at	 the	 tip	 of	 everyone’s	 tongues:
faggot,	 dork,	 pussy,	 loser,	 wuss,	 nerd,	 queer,	 homo,	 girl,	 gay,
skirt,	 Mama’s	 boy,	 pussy-whipped.	 This	 list	 is	 so	 effortlessly
generated,	 so	 consistent,	 that	 it	 composes	 a	 national	 well	 from
which	to	draw	epithets	and	put-downs.8

Media	Outrage

Media	 outlets	 like	 movies,	 television,	 and	 news	 reporting	 all	 provide
examples	 of	 how	 people	 who	 stay	 within	 their	 assigned	 gender	 roles	 are
rewarded—action	hero	saves	the	world	and	gets	the	girl,	and	those	who	don’t
are	punished—woman	doesn’t	wear	makeup	and	dresses	plainly	so	doesn’t	get
the	boy.	But	gender	policing	is	never	so	strong	as	it	is	in	the	world	of	sports.

Mets	second	baseman	Daniel	Murphy	took	three	days	of	paternity	leave	in
2014—as	 is	 allowed	 by	 Major	 League	 Baseball—to	 be	 with	 his	 wife	 and
newborn	 son.	 Radio	 host	 and	 former	 NFL	 star	 Boomer	 Esiason	 criticized
Murphy	as	neglecting	his	commitment	to	the	team.	Esiason	said	“I	wouldn’t	do



that.	Quite	frankly,	I	would	have	said	‘C-section	before	the	season	starts.	I	need
to	 be	 at	Opening	Day.	 I’m	 sorry,	 this	 is	what	makes	 our	money,	 this	 is	 how
we’re	going	to	live	our	life,	this	is	going	to	give	my	child	every	opportunity	to
be	a	success	in	life.’”9	There	was	only	one	version	of	manliness	allowed	here:
breadwinner.	And	apparently	a	man	who	decides	how	and	when	his	wife	will
deliver.	There	was	no	consideration	for	how	Murphy	might	want	to	bond	with
his	new	baby,	or	how	his	wife	and	baby’s	health	might	be	the	most	important
factor	in	determining	how	and	when	she	delivered—not	his	work	schedule.	It	is
encouraging	 to	 note	 that	 Esiason	 faced	 criticism	 from	 many	 people	 in
response	to	his	comments	and	he	eventually	apologized.

Berating	Ourselves

According	 to	 social	 learning	 theorists,	 after	 years	 of	 such	 reward	 for
gender-appropriate	behaviors	and	punishment	for	gender-violating	behaviors,
people	 no	 longer	 need	 to	 be	 policed	 by	 others	 because	 we	 develop	 internal
policing.	We	internalize	gender	standards	and	self-regulation	to	maintain	those
standards.10	This	helps	 to	explain	why	women	and	men,	who	may	experience
themselves	 as	 having	 a	 much	 wider	 range	 of	 attributes	 and	 interests	 than
traditional	 gender	 roles	 would	 suggest,	 subscribe	 to	 these	 regulations.	 The
crux	 is	 that	 humans	 are	 social	 animals.	Our	 needs	 for	 social	 acceptance	 and
validation	are	as	basic	as	our	needs	for	shelter	and	physical	safety.	When	the
rules	 are	 spelled	 out	 so	 plainly	 and	 so	 regularly	 from	 such	 a	wide	 range	 of
sources,	it	is	difficult	to	reject	them—even	if	our	personal	reality	is	different,
and	even	if	the	rules	cost	us	in	the	realms	of	work	and	personal	relationships.

These	cultural	myths	do	cost	us.	As	I	hope	the	preceding	chapters	show,	the
losses	for	an	individual	woman	can	be	high	and,	more	generally,	the	economic
and	social	costs	for	women	in	general	are	staggering.	But	the	irony	is	that	the
hormone	myth,	and	the	ideas,	theories,	and	habits	that	support	it,	cost	men	too.
At	 its	 core,	 the	 basis	 of	 the	 hormone	myth	 is	 not	 just	 that	women	 are	made
emotional	and	irrational	because	of	their	hormones,	but	that	they	make	women
more	 emotional	 and	 irrational	 than	men.	 By	 setting	 up	women	 as	 emotional
and	men	as	unemotional,	we	create	a	lifelong	imperative	for	men	to	keep	their
feelings	repressed,	suppressed,	and	hidden.

I	mentioned	in	chapter	9	that	women	are	diagnosed	with	depression	at	twice
the	rate	of	men,	but	a	 telling	statistic	 is	 that	men	are	 two	to	 three	 times	more
likely	 than	women	 to	abuse	 illicit	drugs,	both	 illegal	and	prescription.11	 One
explanation	 for	 this	 is	 that	 women	 are	 socialized	 to	 feel	 comfortable	 with



being	emotional	and	asking	for	help.	Perhaps	men	feel	the	same	amount	of	sad
emotions	as	women,	but	abusing	drugs	is	a	way	for	men	to	ease	these	feelings
without	violating	the	rules	of	masculinity.	The	hormone	myth	sets	suffocating
boundaries	around	the	emotions	a	man	can	acceptably	express	so	that	he	does
not	appear	feminine.

So	 why	 do	 we	 keep	 paying	 the	 price?	 Individually	 and	 collectively,	 we
make	choices	 that	 support	 it—many	of	 them	based	on	assumptions	we’re	not
even	aware	of,	as	all	this	research	into	social	psychology	demonstrates.	Those
unexamined	choices	and	assumptions	mean	 that	we	buy,	 sell,	 and	enforce	 the
myth	 in	 our	 workplaces,	 personal	 relationships,	 and	 politics.	 Here	 are	 the
major	effects	of	doing	so.

Eroding	Power	in	Any	Field
The	research	is	clear:	when	employers	and	coworkers	hold	gender	stereotypes,
they	can	undercut	worker	attitudes,	performance,	and	career	choices.	There	is	a
substantial	 body	 of	 research	 which	 shows	 that	 when	 one	 person	 has
stereotypical	expectations	of	another	person,	 those	expectations	can	cause	 the
other	person	to	act	in	ways	that	will	confirm	the	stereotype.12	It’s	not	magic,	it
has	to	do	with	what	psychologists	call	stereotype	threat.13	It	works	this	way—
let’s	say	a	woman	is	about	to	take	a	driving	test.	Before	she	pulls	out	to	start,
the	 evaluator	makes	 a	 crack	 like	 “Oh	 boy,	 not	 another	woman	 driver.”	 This
reminder	of	the	stereotype	of	women	as	bad	drivers—despite	all	evidence	of	a
contrary	 reality—makes	 her	 anxious	 and	 causes	 her	 to	 perform	 badly.
Confidence	 is	 an	 important	 component	 of	 performance,	 and	 when	 that	 is
undermined	by	spoken	assumptions	that	“people	like	you”	aren’t	good	at	this,
it	is	hard	not	to	be	affected.

One	 study	of	gender	 stereotype	 threat	 illustrates	how	 it	works	even	when
someone	else	is	not	reminding	you	of	the	stereotype.	The	erosion	of	confidence
can	happen	simply	when	a	woman	is	reminded	that	she	is	a	“woman.”	In	2015,
an	experiment	was	conducted	with	 twenty-nine	 female	and	 twenty-seven	male
college	students	majoring	 in	business,	 the	majority	of	which	were	employed.
The	participants	were	told	they	were	filling	out	a	survey	on	their	management
skills,	management	outlook,	and	career	aspirations.	They	were	asked	to	“Rate
your	leadership	skills”	and	told	to	estimate	“How	others	rate	your	leadership
skills.”	They	also	rated	the	degree	to	which	they	agreed	with	statements	like	“I
take	 responsibility	 for	 my	 own	 success”	 and	 “I	 have	 dreams	 of	 being	 an



entrepreneur.”	 In	 the	 experimental	 group,	 participants	 were	 first	 asked	 their
gender	 before	 filling	 out	 the	 management	 survey.	 In	 the	 control	 group,	 the
management	questions	were	asked	first.

Women	who	were	 asked	 their	 gender	 first	 rated	 their	 own	 estimation	 of
their	 management	 and	 leadership	 skills,	 and	 how	 they	 thought	 others	 rated
them,	lower	than	the	women	who	were	not	asked.	They	were	also	substantially
less	 likely	 to	 agree	 with	 the	 statements	 “I	 take	 responsibility	 for	 my	 own
success”	and	“I	have	dreams	of	being	an	entrepreneur”	 than	women	who	had
not	been	reminded	they	were	women.	For	the	male	participants,	there	were	no
differences	in	their	responses	whether	they	were	asked	their	gender	before	the
survey	or	not.14

Stereotype	 threat	 can	make	women	 question	 their	 career	 goals,	 and	 even
change	 career	 paths.15	 Let’s	 say	 a	 woman	 goes	 to	 medical	 school	 and	 sails
through	with	 stellar	 grades.	When	 it	 is	 time	 to	 decide	 on	 a	 specialty,	 she	 is
attracted	 to	 general	 surgery	 because	 she	 is	 fascinated	 by	 how	 the	 body
responds	 to	 surgical	 treatment,	 and	 enjoys	 the	 taking	 apart	 and	 putting	 back
together	 of	 the	 puzzle	 of	 surgery.	 When	 she	 has	 had	 the	 opportunity	 to
participate	 in	 surgery,	 her	 advisors	 have	 praised	 her	 precision	 and	 “good
hands.”

However,	 doctors	 specializing	 in	 surgery	 are	 predominantly	 male.
Surgeons	 have	 the	 reputation	 of	 being	 necessarily	 aggressive	 and	 arrogant.
The	operating	 idea	 is	 that	 in	order	 to	cut	 into	 the	human	body,	one	has	 to	be
exceptionally	 cold-blooded	 and	 extremely	 confident	 because	 any	 error	 has
severe	 consequences.	 Our	 young	 female	 medical	 student	 finds	 herself	 to	 be
none	 of	 these	 things,	 and	 doesn’t	 see	 how	 she	 will	 fit	 into	 this	 culture	 and
succeed	 as	 a	 surgeon.	 She	 decides	 to	 specialize	 in	 pediatrics,	 which	 is	 a
specialty	 more	 in	 line	 with	 what	 gender	 stereotypes	 imply	 that	 women	 are
good	at.	It’s	a	specialty	that	is	“increasingly	female,”	as	two-thirds	of	pediatric
residents	are	women.16

You	might	be	thinking,	why	does	this	matter?	She	still	gets	to	be	a	doctor,
and	pediatricians	play	an	 important	 role	 in	health	care.	Yes,	 they	do,	but	 they
also	 make	 a	 much	 lower	 annual	 salary	 than	 surgeons:	 $189,000	 versus
$317,000.17	And	we	 know	what	 a	 difference	 like	 that	 can	 have	 over	 time	 in
creating	personal	wealth.	There’s	a	social	cost,	too:	there	are	a	limited	number
of	people	who	can	excel	at	surgery,	and	here	is	one	less,	fully	capable	person
filling	that	role.	Because	of	her	internalized	idea	that	she,	as	a	woman,	lacks	the
necessary	 aggressive	 nature,	 she	 has	 removed	 herself	 from	 a	 specialty	 that



could	have	been	greatly	satisfying	and	highly	lucrative.
People	 who	 are	 members	 of	 a	 group	 that	 is	 stereotyped	 as	 lacking	 the

necessary	skills	to	excel	in	a	task	may	disengage	from	that	entire	domain.18	It’s
a	self-protective	response—no	one	wants	to	be	thought	of	as	incompetent.	So
it’s	 easier	 to	 say	 “I	 wasn’t	 really	 interested	 in	 that	 anyway”	 than	 to	 face	 the
stereotype	threat.	For	a	few	years	I	was	the	executive	director	of	a	program	to
support	female	college	students	majoring	in	science,	technology,	engineering,
and	mathematics	 (STEM)	 fields,	 in	which	 there	 is	 a	 very	 low	 percentage	 of
women.	It	was	plain	to	see	that	 the	women	in	the	most	difficult	position	were
those	 in	 engineering.	 These	 young	 women	 found	 themselves	 in	 classrooms
where	they	were	the	only	three	women	among	one	hundred	men.	Visually,	they
appeared	 to	 not	 belong	 there,	 and	 male	 students	 and	 professors	 could	 be
hostile.	 We	 know	 that	 women	 in	 these	 majors	 end	 up	 switching	 to	 more
“female	appropriate”	majors	 like	psychology	or	English,	 than	men	do.	They
disengage	entirely	 from	STEM	fields;	 at	 every	 stage	of	a	career,	women	are
more	likely	to	quit	than	men.19	Part	of	this	is	that	women	find	themselves	stuck
between	 gendered	 expectations	 at	 home—still	 doing	 most	 of	 the	 household
management	 and	 childcare—and	 a	 “masculine”	 workplace	 that	 doesn’t
acknowledge	these	competing	priorities.	But	a	big	contributor	is	simply	a	self-
protective	impulse.	The	combined	pressure	of	dealing	with	a	very	male	culture
and	 having	 to	 represent	 all	 women	 with	 the	 quality	 of	 their	 work	 becomes
exhausting.	 They	 abandon	 an	 entire	 career	 in	 which	 they	 could	 have	 made
important	contributions	and	achieved	great	successes.

Home	Holds	the	Message	Close
The	gender	 stereotypes	 that	 are	part	 and	parcel	of	 the	hormone	myth	clearly
hurt	 women’s	 performance	 and	 opportunity	 in	 the	 workplace,	 but	 they	 also
have	a	profound	impact	on	our	closest	relationships.	The	influence	of	gender
stereotypes	on	women’s	relationships	has	been	most	commonly	studied	within
the	context	of	heterosexual	marriage.	Among	other	 things,	 these	studies	have
found	 that	when	a	husband	has	 traditional	gender	attitudes	he	 is	 less	 likely	 to
contribute	meaningfully	to	household	duties20	and	spends	fewer	hours	caring
for	their	children.21	Such	men	also	become	less	satisfied	with	their	marriage	if
their	wives	 become	 financially	 independent.22	Many	 studies	 find	 that	when	 a
woman	has	a	higher	income	than	her	husband,	or	a	more	prestigious	job,	she
is	 at	 a	 higher	 risk	 for	 physical	 abuse—particularly	 if	 the	 husband	 holds



traditional	 gender	 attitudes.23	 On	 the	 other	 hand,	 men	 who	 hold	 egalitarian
attitudes	view	their	wives’	paid	employment	as	normal	and	worthwhile24 	 and
are	more	supportive	and	accommodating	of	their	wives’	work	schedules.25

Gender	 stereotypes	 also	 affect	 how	 couples	 deal	with	 conflict	 resolution.
Inherent	 in	 the	 belief	 of	 biological	 essentialism	 is	 the	 assumption	 that	 men,
because	 of	 their	 purported	 rational	 qualities,	 are	 better	 suited	 to	 hold	 more
decision-making	power	in	a	marriage	(with	no	hormones	getting	in	the	way).
People	 who	 subscribe	 to	 traditional	 gender	 roles	 believe	 that,	 while	 women
have	 an	 indispensable	 role	 to	 play,	 there	 can	 only	 be	 one	 head	 of	 the
household,	and	that	should	be	the	husband.	But	some	conflict	in	a	marriage	is
inevitable.	 Interestingly,	 what	 is	 most	 strongly	 related	 to	 overall	 marital
satisfaction	is	not	the	content	of	conflict—like	finances,	chores,	or	childcare—
but	the	way	in	which	a	couple	deals	with	conflict.

When	 examining	 conflict	 resolution	 between	 people,	 psychologists	 have
categorized	 two	 types	of	 strategies:	harsh	and	soft.	A	person	who	uses	 harsh
strategies	 to	 convince	 her	 spouse	 to	 do	 what	 she	 wants	 will	 do	 things	 like:
become	angry,	threaten	to	do	something	unpleasant	if	the	spouse	doesn’t	agree,
emphasize	 her	 legitimacy	 as	 decision-maker,	 or	 recall	 something	 unpleasant
previously	done	by	the	spouse.	A	person	who	uses	soft	strategies	will	do	things
like:	 express	 appreciation	 if	 the	 other	 spouse	 agrees	 with	 him,	 express
disappointment	if	they	won’t	agree,	and	talk	about	common	goals	and	needs.26
A	 study	 of	 seventy-eight	 married,	 heterosexual	 couples	 found	 that	 husbands
with	a	traditional	gender-role	ideology	were	more	likely	to	use	harsh	conflict
resolution	 tactics	 compared	 to	 husbands	with	 a	 liberal	 gender-role	 ideology.
And	 not	 surprisingly,	 when	 harsh	 tactics	 were	 used,	 marital	 satisfaction
suffered.	Another	 interesting	 finding	 in	 this	 study	 is	 that	 traditionally-minded
couples	 reported	 more	 dissatisfaction	 when	 their	 spouse’s	 behavior	 stepped
outside	of	usual	gender	norms.27

It	makes	 sense	 that	 the	 hormone	myth	 plays	 an	 important	 role	 in	 such	 a
relationship.	As	we’ve	seen,	people	in	general—and	biological	essentialists	in
particular—define	 a	 good	woman	 as	 one	who	 is	 always	 loving,	 caring,	 and
available.	When	a	wife	acts	outside	of	that	ideal	and	expresses	anger,	it	is	likely
to	be	especially	distressing	 to	a	husband	with	 traditional	gender	values.	 If	he
responds	 to	her	anger	by	attributing	 it	 to	 some	kind	of	hormonal	change,	he
conveys	that	her	anger	is	invalid	and	inappropriate.	And	she	may	readily	accept
this,	because	it	makes	it	possible	for	her	to	keep	her	good	woman	identity.

But	what	does	 that	mean	for	 the	actual	cause	of	her	anger?	It	gets	buried.



Conditions	 that	 make	 her	 angry	 don’t	 get	 addressed,	 whether	 it’s	 always
cooking	as	well	as	cleaning	up	after	family	dinners,	or	the	lack	of	support	she
feels	 in	 disciplining	 the	 children.	 Conceptualizing	 women’s	 anger	 as	 an
unpleasant	anomaly	takes	away	any	chances	for	her	to	bring	positive	changes
to	 her	 life.	 It	 also	 diminishes	 her	 basic	 humanity,	 as	 one	who	 has	 legitimate
needs	 that	 deserve	 to	 be	 heard	 and	 considered.	 Sweeping	women’s	 concerns
under	 the	 hormonal	 rug	 also	 keeps	 the	 relationship	 from	 growing.	 Most
people	 change	 to	 some	 degree	 over	 time,	 and	 their	 preferences	 and	 desires
may	change	also.	In	healthy	relationships,	adjustments	are	made	along	the	way
so	that	each	person’s	needs	are	satisfied	to	at	least	some	degree,	if	they	can	be.
If	 there	 is	never	a	 forum	 to	discuss	or	acknowledge	changing	needs,	growth
for	the	individual	and	the	couple	is	stunted,	and	marital	satisfaction	can	suffer.

The	Political	Power	Play
In	earlier	chapters,	I	described	how	the	hormone	myth	has	been	used	to	deny
women’s	 political	 rights	 across	 the	 board.	 Women	 have	 always	 had	 less
political	 power	 than	 men	 at	 every	 level	 of	 American	 government.	 The
percentage	of	women	holding	political	office	has	 improved	 somewhat	 in	 the
past	thirty	years,	but	it	is	still	deplorably	low	considering	that	women	make	up
50	percent	of	the	electorate.	As	of	2016,	there	are	only	six	female	governors.
Women	 hold	 about	 20	 percent	 of	 the	 seats	 in	 the	 Senate	 and	 the	 House	 of
Representatives,	 and	 about	 25	 percent	 in	 state	 legislatures.28	 In	 the	 United
States,	 the	argument	 that	women	are	biologically	and	fundamentally	different
from	men—too	delicate,	too	emotional,	not	intelligent	or	aggressive	enough—
has	 kept	 them	 from	 the	 right	 to	 vote,	 hold	 political	 office,	 serve	 on	 the
supreme	court,	or	be	president	of	the	country.	Sixty-three	other	countries	have
elected	 females	 to	 lead	 their	 governments.29	 The	 narrow	 gender	 stereotypes
inherent	 in	 the	 hormone	 myth	 keep	 the	 number	 of	 American	 women	 in
government	low	in	several	ways.

The	Likeability	or	Competence	Conundrum

In	 traditional	gender	 roles,	women	are	and	should	be	nurturing	and	kind,
and	men	 are	 and	 should	 be	work-oriented	 and	 competitive.30	 In	 politics,	 this
model	 puts	women	 in	 an	 impossible	 double	 bind.31	When	 a	woman	 presents
herself	as	assertive	and	competent,	people	are	more	 likely	 to	 judge	her	 to	be



“acting	like	a	man,”	and	violating	gender	norms.	She	is	therefore	seen	as	less
likeable,	making	people	 less	 likely	 to	vote	 for	her.	And	when	a	woman	does
present	herself	 in	traditionally	feminine	ways,	such	as	being	nurturing,	she	is
seen	as	not	assertive	and	competent	enough,	and	her	chance	of	winning	votes	is
also	diminished.

The	 presidential	 campaigns	 of	 Hillary	 Clinton	 illustrate	 the	 difficulty	 of
navigating	this	terrain.	During	her	2008	campaign	for	the	Democratic	party’s
nomination,	 for	 all	 intents	 and	 purposes,	 she	 ran	 “as	 a	man.”	Her	 campaign
focused	on	her	experience,	toughness,	and	considerable	intelligence.	She	spoke
often	 about	 foreign	 policy	 and	 less	 about	 “women’s	 issues”	 like	 maternity
leave.	 Her	 roles	 as	 a	 mother	 and	 daughter	 rarely	 came	 up	 and	 she	 avoided
calling	attention	to	her	gender,	as	she	did	not	want	to	be	accused	of	playing	a
“gender	card.”	And	she	lost.	In	retrospect,	political	analysts	identify	this	as	one
of	 the	 major	 flaws	 of	 her	 campaign	 because	 it	 made	 her	 unrelatable	 and
unlikeable.32

In	her	2016	campaign,	she	changed	tactics.	Clinton	often	credited	her	role
as	a	grandmother	as	a	motivating	factor	in	wanting	to	be	president.	She	did	not
shy	away	from	talking	about	 the	historic	possibility	of	being	 the	 first	 female
American	president,	discussed	the	empowerment	of	women	broadly,	and	spoke
personally	 of	 the	 sexist	 discrimination	 she	 has	 faced.	 At	 the	 same	 time,	 she
worked	 to	hold	her	ground	on	 the	“masculine”	aspects	of	her	candidacy:	she
and	her	 surrogates	 continued	 to	 emphasize	 her	 intelligence	 and	 considerable
experience.33	And	she	lost	again.	We	are	still	waiting	for	a	female	American
president	to	break	out	of	this	ever-defeating	conundrum.

The	Attractiveness	Conundrum

Traditional	 gender	 roles	 also	 dictate	 the	 importance	 of	 attractiveness.	 A
woman	is	doing	femininity	well	if	she	is	naturally	attractive;	if	she	isn’t,	she	is
expected	 to	 work	 at	 it	 through	 hairdos,	 makeup,	 clothes,	 and	 cosmetic
surgeries.	The	worst	insult	my	mother	could	say	about	a	woman	was	that	“she
didn’t	take	care	of	herself.”	People	evaluate	attractive	women	more	positively
than	 unattractive	 women,	 part	 of	 a	 phenomenon	 psychologists	 call	 “what	 is
beautiful	 is	 good.”34	 Under	 this	 spell,	 we	 tend	 to	 assume	 that	 physically
attractive	people	are	superior	in	many	ways,	including	intelligence	and	overall
personality.	 While	 my	 primary	 point	 here	 is	 about	 politics,	 it’s	 worth	 first
taking	a	look	at	how	this	plays	out	in	dating	and	job	interviewing.

Many	studies	show	that,	in	general,	attractive	people	are	more	popular	and



are	considered	to	be	more	desirable	dating	partners	than	people	not	considered
attractive.	 For	 men	 looking	 to	 date	 women,	 this	 preference	 is	 more
pronounced	than	for	women	looking	to	date	men.35	Attractiveness	also	figures
in	to	who	gets	hired	for	a	job.	An	attractive	man	is	more	likely	to	be	hired	than
an	unattractive	man	in	any	type	of	job.	For	women,	this	works	differently.	An
attractive	 woman	 is	 more	 likely	 to	 be	 hired	 for	 a	 job	 than	 an	 unattractive
woman	 only	 if	 the	 job	 requires	 traditionally	 female	 qualities.	 If	 the	 job
requires	 typically	 male	 qualities,	 an	 attractive	 woman	 is	 less	 likely	 to	 be
hired.36

And	 in	politics,	 the	 role	of	attractiveness	 is	even	more	complicated.	How
people	evaluate	a	candidate	very	much	depends	on	the	gender	of	the	candidate.
For	men,	attractiveness	is	not	an	issue	as	long	as	they	are	reasonably	groomed,
but	a	woman’s	perceived	attractiveness	works	as	a	double-edged	sword.	In	the
2008	 presidential	 election,	 we	 saw	 this	 judgment	 play	 out	 both	 ways.37	 The
media	made	 a	 lot	 of	 fuss	 about	Republican	vice	 presidential	 candidate	Sarah
Palin’s	attractiveness—she	was	referred	to	as	a	“MILF”	and	pictures	of	her	in	a
bathing	 suit	 were	 aired	 widely.	 Buttons	 calling	 Palin	 the	 “Hottest	 VP”	 were
worn	 at	 the	Republican	National	Convention.	 The	McCain	 campaign	 thought
her	 attractiveness	 would	 be	 an	 asset,	 but	 it	 quickly	 devolved	 into	 a	 liability
when	the	press	dubbed	her	“Caribou	Barbie”	and	Newsweek	ran	a	cover	picture
of	her	 in	 running	shorts38	 that	even	 the	candidate	called	sexist.	After	she	was
nominated,	 one	 of	 the	 most	 popular	 political	 Internet	 searches	 was	 “Sarah
Palin	 naked.”	 Certainly,	 Palin’s	 performances	 in	 television	 interviews	 didn’t
help	 convey	 an	 impression	 of	 competence,	 but	 her	 sexualization	 further
diminished	 her	 stature	 as	 a	 candidate.	 On	 the	 flip	 side,	 Hillary	 Clinton’s
perceived	lack	of	sexuality	and	attractiveness	was	used	as	a	bludgeon.	Buttons
that	said	“KFC	Hillary	Special:	2	fat	 thighs,	2	small	breasts…left	wing”	were
sold	at	2016	Republican	events.39

How	many	women—how	many	people—would	want	to	expose	themselves
to	this	seemingly	no-win	criteria?	When	fewer	women	run	for	political	office,
fewer	women	gain	political	power,	and	the	imbalance	persists.

It’s	the	Myth	Itself	That	Traps	Us
The	 hormone	 myth	 is	 a	 strand	 of	 biological	 essentialism.	 Building	 on	 this
worldview	 that	 our	 sex	 chromosomes	 (which	 involve	 two	 of	 the	 forty-six
chromosomes	every	human	has)	and	our	corresponding	reproductive	roles	are



the	most	basic	facts	about	us,	gender	polarization	(the	belief	that	there	are	two
genders	 and	 that	 they	 are	 in	 many	 ways	 opposites)	 and	 our	 basic	 need	 to
generalize	about	our	world	(that	is,	to	stereotype),	combine	to	form	the	deep-
seated	beliefs	that	explain	the	tremendous	staying	power	of	the	hormone	myth.
The	 social	 rewards	 to	women	 and	 girls	 for	 conforming	 to	 sweet,	 soft,	 kind
femininity	are	 reliable;	 the	punishments	 for	being	“shrill”	or	 sharp-edged	or
dominant	 are	 quick	 and	 sure.	 It’s	 therefore	 easy	 to	 see	 how	 these	 beliefs
become	 internalized,	 and	why	we	want	 to	 find	 some	 safe	 explanation	 for	 the
times	 when	 we	 don’t	 measure	 up.	 Even	 women	 whose	 personal	 reality	 is
contrary	to	the	hormone	myth	create	ways	to	think	of	themselves	as	special	or
unusual,	maintaining	 the	 belief	 in	 the	 hormonal	 irrationality	 of	women	 as	 a
whole.

Given	the	damage	that	maintaining	the	hormone	myth	does	to	women,	and
to	men	as	well,	dismantling	it	is	essential	to	the	well-being	of	women	and	girls,
and	of	humans	generally.	Accepting	it,	going	along	with	it,	even	perpetuating	it
is	 relatively	 easy:	 so	 many	 pillars	 of	 our	 economic	 and	 political	 systems
benefit	from	it,	and	so	many	strands	of	culture	and	society	reinforce	it	blindly.

If	we	find	we	are	buying	it,	selling	it,	or	using	it	against	other	women	or
ourselves,	we	need	to	step	back	and	ask	ourselves	why.	Is	our	rage	or	sadness
or	not-niceness	so	meaningless—or	so	dangerous—that	it	can	only	be	released
when	 there	 are	 hormones	 to	 blame,	when	we	 can	 be	 so	 easily	 ridiculed	 and
dismissed?	What	true	things	are	not	being	said?	What	parts	of	our	selves—and
of	our	daughters	and	 sisters	and	mothers—are	we	denying?	 Is	 this	 really	 the
way	we	want	to	be?



Conclusion

Protecting	the	Powerful	Reality	of	Women

Myths	 about	 gender	 have	 a	 lot	 of	 power.	 They	 are	 generated	 by	 a
combination	 of	 cultural,	 social,	 and	 economic	 values,	 and	 enacted	 by	major
institutions	 like	 government,	 religion,	 and	 industry.	 They	 strongly	 influence
our	 ideas	 of	 what	 men	 and	 women	 are	 like:	 that	 they	 should	 act	 and	 feel	 a
certain	way,	and	that	it	is	inevitable	that	they	do	so.	Myths	dictate	the	roles	we
expect	men	and	women	to	play	and	their	storylines	about	the	nature	of	women
create	a	distinct	disadvantage.	The	myths	about	women’s	psychological	health,
as	it	relates	to	reproductive	processes,	that	I’ve	examined	and	debunked	in	this
book	are	particularly	pernicious	and	resistant	to	change.

The	Good	News
When	we	critically	look	at	the	errors	in	thinking	and	scientific	methods	applied
to	 questions	 about	 women’s	 reproductive	 and	 mental	 health,	 and	 reveal	 the
motivations	for	maintaining	these	myths—which	often	have	nothing	to	do	with
protecting	women’s	 health—women	 gain	 the	 freedom	 to	 reconceptualize	 the
meaning	 of	 our	 reproductive	 processes	 in	 healthy,	 positive	 ways.	 Here	 is	 a
review	of	the	good	news	we	now	know	about	women.

Menstruation	Can	Be	Seen	as	Natural	and	Anger	Can	Be	Expressible

Activists	are	working	to	change	the	perception	of	menstruation	so	that	it’s
no	longer	a	woman’s	private,	shameful	burden	and	is	instead	seen	as	a	normal,
biological	process.	Bold	and	innovative	social	movements	are	working	to	take
the	shame	out	of	menstruation	with	the	purpose	of	gaining	“menstrual	equity.”
Groups	 like	 Girls	 Helping	 Girls	 Period	 are	 working	 to	 make	 pads	 and
tampons	 easily	 available	 through	 a	 general	 acknowledgement	 that	 these	 are
necessities	 for	menstruating	girls	and	women.	Bizarrely,	up	until	2015,	most
states	taxed	menstrual	products	as	a	luxury	item.	A	luxury?	I	can’t	imagine	any
woman	 thinking	of	her	pad	or	 tampon	as	a	 special	 thing	she	gets	 just	 to	 feel
good.	 A	 2016	 legislation	 sweep,	 which	 New	 York	 magazine	 described	 as
“viral,”	 introduced	 laws	 to	abolish	 the	 tax	 in	many	states	and	New	York	City



passed	 legislation	 to	 fund	 providing	 menstrual	 products	 in	 public	 schools,
homeless	 shelters,	 and	 prisons.1	 This	 work	 is	 also	 important	 in	 places	 like
Uganda,	Kenya,	and	Nepal,	where	girls	are	often	ostracized	and	made	to	stay
home	from	school	when	they	have	their	periods.2	Equal	access	to	education	is
one	 of	 the	 most	 powerful	 tools	 to	 minimize	 gender	 inequality	 and	 attitudes
about	menstruation	have	been	a	major	obstacle	to	overcoming	it.

It	 is	 important	 to	acknowledge	 that	 there	 is	a	 small	percentage	of	women
who	 experience	 disturbing	 physical	 symptoms	 from	 menstruation,	 and	 that
hormones	 do	 play	 a	 role.	 At	 the	 same	 time,	 expectations	 of	 these	 negative
physical	 symptoms	 do	 contribute	 to	 negative	 experiences.	 So	 while	 the
widespread	messages	women	 receive	 about	 “menstrual	misery”	 are	 not	 only
false	 for	 most	 women,	 they	 contribute	 to	 some	 women’s	 experience	 of
menstruation	as	“the	curse.”

Given	 that,	 imagine	 for	 a	 moment	 what	 would	 happen	 if	 we	 completely
reframed	menstruation	as	a	positive	thing.	Would	our	suffering	decrease?	It’s
fun	 to	 imagine	 that	 possibility.	 In	Gloria	Steinem’s	 legendary	 essay,	 “If	Men
Could	Menstruate,”	she	playfully	imagines	the	positive	spin	men	would	put	on
menstruating	if	they	did:	they	would	brag	about	it,	have	parties	to	celebrate	it,
and—simply	 because	men	 did	 it—menstruation	 would	 lose	 its	 shameful	 and
hidden	 status.3	 The	 essay	 was	 written	 tongue-in-cheek,	 but	 all	 the	 same,	 it
points	 to	a	possible	 reality	 in	which	menstruation	 is	a	badge	of	honor	 rather
than	a	stigma.	What	if	it	came	to	be	seen	as	a	reflection	of	the	awesome	power
to	create	life	that	women	have?	Just	imagine	how	that	would	make	us	feel	about
our	bodies,	and	ourselves.	Perception	powerfully	shapes	experience.

It	 is	also	 true	 that	a	small	percentage	of	women	do	experience	disturbing
emotional	symptoms	due	to	the	menstrual	cycle—which	reflects	a	very	specific
condition	now	more	appropriately	identified	as	PMDD.	But	for	most	women,
what’s	going	on	 in	our	daily	 lives	plays	a	more	 important	 role	 in	predicting
moods	than	changes	in	hormone	levels.

Exposing	 the	 flimsy	 artifices	 that	 make	 up	 the	 myth	 of	 PMS	 makes	 it
possible	 to	 reveal	 important	 truths	 about	 women’s	 emotional	 health.	 By
focusing	on	high-quality	 research	 and	 cutting	 through	 the	massive	 campaign
waged	to	convince	women	of	the	ubiquity	of	PMS,	we	can	highlight	important
facts	 about	 the	 positive	 reality	 of	 women’s	 mental	 health	 in	 relation	 to
menstruation:	 time	 of	 the	month	 and	 the	 concurrent	 changes	 in	 reproductive
hormones	 do	 not	 adversely	 affect	 women’s	 abilities	 to	 function,	 as	 neither
intellectual	 skills,	 nor	 spatial	 skills,	 nor	 motor	 skills,	 nor	 memory,	 are



affected;	 the	 great	 majority	 of	 women	 emotionally	 function	 at	 a	 high	 level
across	 the	month;	monthly	 changes	 in	 hormone	 levels	 have	 no	 influence	 on
most	women’s	moods;	women	are	generally	no	moodier	 than	men.	What	we
need	 to	work	 on,	 as	 a	 culture,	 is	 allowing	women	 to	 express	 their	 anger,	 to
own	it,	and	to	appreciate	what	 it	points	out	about	what’s	wrong	in	a	situation.
With	 all	 that	 in	mind,	 I	 can	 confidently	 say:	 ditch	 the	 image	 of	 the	 PMSing
bitch.	It	simply	isn’t	true	to	life.

Pregnant	Women	Can	Function

The	good	news	is	that	there	is	no	consistent	evidence	that	pregnant	women
lose	 their	memory,	verbal	abilities,	or	ability	 to	concentrate.	The	 few	studies
that	do	find	a	negative	impact	of	pregnancy	find	very	small	differences	during
specific	 weeks.	 And	 importantly,	 we	 know	 that	 the	 inevitable	 changes	 in
hormones	 during	 pregnancy	 don’t	 hurt	 women’s	 abilities	 to	 think	 or	 be
emotionally	rational.	Think	about	yourself	or	pregnant	women	you’ve	known.
It’s	likely	that	you	functioned	quite	well	in	your	everyday	responsibilities	while
pregnant.	 Being	 pregnant	 isn’t	 easy	 and	 sometimes	 some	 physical
accommodations	are	reasonable	to	ask	for.	But	there	is	no	reason	to	think	that
pregnant	women	don’t	do	what	we	women	have	always	done—reliably	taking
care	 of	 the	 tasks	 of	 life.	And	 the	more	 this	 truth	 is	 publicized,	 the	 better	 the
status	of	pregnant	women	will	become.

Postpartum	Depression	is	Highly	Preventable

Postpartum	 depression	 is	 real	 and	 is	 experienced	 by	 about	 10	 percent	 of
women,	 but	 a	 convincing	 number	 of	 studies	 show	 that	 it	 is	 not	 caused	 by
changes	 in	hormones.	The	strongest	 indicator	 that	a	woman	will	 suffer	 from
postpartum	 depression	 is	 being	 depressed	 during	 pregnancy,	 so	 if	 doctors
evaluated	 women	 and	 provided	 treatment	 while	 pregnant,	 they	 could	 greatly
decrease	the	number	of	women	who	experience	this	disorder.	Other	factors	that
contribute	 include	 childcare	 stress	 and	 poor	 social	 support.	 This	 realization
emphasizes	the	very	gendered	nature	of	caring	for	babies	and	how	it	threatens
women’s	 mental	 health.	 If	 more	 partners,	 husbands,	 family	 members,	 and
social	circles	truly	shared	in	childcare	duties—beyond	just	“helping	out”	from
time	to	time—and	we	got	past	the	idea	that	one	woman,	in	isolation,	is	the	best
way	 to	 care	 for	 an	 infant,	 mothering	 a	 new	 baby	 could	 become	 a	 less
overwhelming	 task,	 and	 fewer	 women	would	 suffer	 from	 depression	 at	 this



time.

Menopause	Brings	Women	Choice	and	Freedom

Neither	hormone	 levels,	nor	 stage	of	menopause,	 are	 related	 to	women’s
mental	health.	This	leaves	a	much	more	optimistic	picture	to	appreciate.	Most
women	 describe	 the	 changes	 that	 perimenopause	 and	 menopause	 bring	 as
minor	and	manageable.	Studies	show	that	most	women	of	menopausal	age	are
not	depressed	and	are	indeed	happy	with	their	lives.	Women	can	look	forward
to	their	fifties	and	sixties	as	a	decades	of	rejuvenation	and	freedom.	Free	from
periods,	 pregnancy,	 and	 the	daily	work	of	 raising	 children,	 this	 stage	of	 life
comes	 with	 all	 kinds	 of	 possibilities	 to	 refocus	 priorities	 on	 our	 needs	 and
desires.

Many	women	feel	like	their	accumulated	wisdom	helps	them	to	know	who
they	 are	 and	 who	 they	 want	 to	 be.	 This	 self-confidence	 also	 translates	 to
trusting	 an	 inner	 voice	 and	 feeling	 comfortable	 using	 it.	 While	 in	 Western
culture,	getting	older	for	women	is	associated	with	irrelevancy	and	inevitable
decline,	 the	good	news	is	 that	for	most	women,	 this	couldn’t	be	further	from
the	 truth.	You	 don’t	 need	 to	 look	 far	 to	 find	menopausal	 or	 postmenopausal
women	who	are	happy,	energized,	and	highly	productive.	These	women	are	all
around	us,	 and	 that	 is	 something	 to	 celebrate.	The	menopausal	years	bring	 a
wonderful	opportunity	for	women	to	aim	high	and	live	life	on	their	terms.

Tools	You	Can	Use	to	Defend	Against	the	Hormone	Myth
Propagating	 the	 false	 assumptions	 of	 the	 hormone	myth	 costs	 all	 of	 us	way
more	 than	 it’s	 worth.	Women	 are	 competent,	 rational,	 and	 highly	 functional
people.	 Think	 about	 what	 you	 get	 done	 in	 a	 day!	 An	 emotionally	 erratic,
mentally	ill	person	could	not	achieve	what	you	do.	And	it’s	not	fair	that	despite
all	 the	daily	evidence	 to	 the	contrary,	you	can	be	cut	down	with	 the	hormone
myth.	“It’s	just	your	hormones”	is	an	unacceptable	and	invalidating	insult.	But
it	is	in	your	power	to	resist	and	deflate	this	lie.	Here	are	useful	tools	to	combat
it.

Skepticism

Be	skeptical	of	any	assertions	 involving	 the	hormone	myth.	You	are	now



armed	with	an	informed	understanding	of	what	drives	the	myth	and	how	it	has
forged	 public	 consciousness.	 Foremost,	 be	 skeptical	 of	 the	 human	 need	 to
categorize.	Categorizing	people	is	necessary	to	bring	order	to	our	brains,	but
it	 often	 happens	 based	 on	 limited	 or	 faulty	 information.	To	 come	 to	 a	more
accurate	 perception	 of	 the	 relationship	 between	 women’s	 reproductive
functions	 and	 their	 mental	 health,	 try	 to	 defy	 easy	 categorizations.	 Evaluate
people	based	on	your	interactions	with	them,	rather	than	established	categories,
so	you	can	more	accurately	see	their	natures	and	abilities.

Another	 trigger	 for	 alarm	 bells	 is	 anything	 that	 maintains	 traditional
gender	 roles	 to	 effectively	 give	 men	 more	 power	 than	 women.	 When	 a
woman’s	 competency	 is	 questioned	 because	 of	 hormonal	 changes	 during
menstruation,	pregnancy,	or	menopause,	the	suspicions	that	the	hormone	myth
perpetuates	are	validated—which	makes	keeping	us	out	of	powerful	positions
seem	 reasonable.	 Your	 skepticism	 can	 keep	 disempowerment	 from	 making
sense.

Even	 medical	 practitioners,	 like	 physicians	 and	 psychologists,	 benefit
financially	from	labeling	women’s	reproductive	processes	as	illnesses	because
doing	so	gives	them	more	patients	to	“treat.”	So	keep	your	healthy	skepticism,
especially	when	facing	the	illusion	of	impartiality	and	authority	that	doctors	try
to	uphold,	and	listen	for	signs	of	the	hormone	myth	at	work.

Because	you	now	know	the	hormone	myth	has	provided	the	pharmaceutical
companies	 with	 an	 endless	 gravy	 train	 worth	 billions	 of	 dollars	 in	 annual
revenue—despite	 little	 evidence	 that	 “treatments”	 for	PMS	or	menopause	are
necessary	or	useful—you	can	identify	the	hype	for	what	it	is.	They	have	a	lot
of	motivation	to	keep	selling	lies	to	American	women,	so	it’s	critical	for	you
to	 remember	 that	 none	 of	 the	 forces	 that	 propel	 the	 hormone	 myth	 are
motivated	by	a	sincere	interest	in	promoting	or	protecting	women’s	health.

Stay	alert	for	bad	science.	I	have	filled	this	book	with	examples	of	it,	and	if
you	 want	 to	 further	 arm	 yourself	 to	 identify	 it	 and	 sort	 good	 studies	 from
flawed	ones,	do	read	appendix	II:	“Ways	to	Spot	Junk	Science.”	In	chapter	3,	I
reviewed	 the	 stunning	 number	 of	 critical	 flaws	 in	 studies	 done	 up	 until	 the
1980s	 that	 supported	 the	 existence	 of	 a	 premenstrual	 syndrome,	 flaws	 that
render	 the	majority	 of	 the	 findings	 invalid.	 So	 before	 you	 accept	 something
because	“science”	says	so,	examine	the	research	behind	it.

Be	 especially	 skeptical	 of	 the	 ways	 the	 media	 reports	 research	 results.
Findings	that	support	the	fundamental	idea	supporting	the	hormone	myth—that
men	 and	 women	 are	 different—are	 much	 more	 likely	 to	 be	 published	 than



studies	that	find	no	differences,	so	be	aware	that	you	generally	hear	only	one
version	of	reality.	Popular	news	sources	skew	it	even	further	because	reporters
truncate	 details	 and	 even	 report	 study	 findings	 inaccurately	 to	 fit	 a	 narrative
they	prefer.	When	scientific	 research	 is	misrepresented	so	 that	 it	 supports	 the
hormone	 myth,	 it	 seeps	 into	 the	 public	 consciousness	 through	 websites,
television	 shows,	 and	 books,	 which	 all	 present	 the	 accepted—but	 wrong—
image	of	women	at	the	mercy	of	their	hormones.

Your	 awareness	 of	 the	 forces	 driving	 the	 hormone	 myth	 and	 how	 they
implant	 it	 in	 the	 popular	 zeitgeist	 can	 take	 away	 their	 power	 to	 dictate	 your
thoughts	and	feelings	about	women.	Use	it	to	foster	a	perception	of	women	that
is	closer	to	reality.

Honesty

A	 fundamental	 idea	 that	 perpetuates	 the	 hormone	 myth	 is	 that	 women
should	always	be	nice	and	pleasant.	Belief	in	this	standard	makes	the	hormone
myth	very	useful	 for	women,	as	we	can	maintain	our	self-concept	of	being	a
good	 woman	 by	 attributing	 any	 anger	 to	 hormones.	 Feeling	 angry	 is
uncomfortable	 for	most	women.	 I	hope	 that	 I’ve	opened	you	 to	 the	 idea	 that,
when	you	are	feeling	negative	emotions	like	anger	or	sadness—while	there	is
a	 small	 possibility	 that	 it	 is	 because	 of	 hormonal	 change—it	 is	 much	more
probable	 that	 something	else	 is	 the	cause.	 If	you	want	 to	 figure	out	what	 that
might	be,	you	need	to	be	honest	with	yourself.

Naming	what	upsets	us	can	be	scary	because	 then	 the	ball	 is	 in	our	court.
But	we	can’t	move	forward	in	our	lives	and	grow	without	doing	so.	It	can	be
difficult	to	take	a	hard	look	at	life	and	realize	some	things	are	not	how	we	want
them:	one	woman	might	hate	the	company	culture	at	her	job,	and	another	might
be	exhausted	from	caring	for	a	sick	mother.	But	figuring	out	what	is	upsetting
us	puts	us	on	the	road	to	figuring	out	how	to	help	ourselves	feel	better.

You	can	feel	better	because	if	you	are	honest,	you	can	work	to	change	your
situation.	 And	 if	 you	 realize	 that,	 for	 now,	 your	 situation	 is	 not	 going	 to
change,	you	can	find	more	beneficial	ways	of	coping	with	it.	This	process	can
begin	as	soon	as	you,	personally,	push	the	hormone	myth	aside.

Here’s	a	sample	scenario.	You	come	home	from	work	and	 the	house	 is	a
wreck	 for	 the	umpteenth	 time.	Neither	your	kids	nor	husband	have	done	 any
cleaning,	 even	 though	 you	 left	 them	 a	 to-do	 list.	 You	 show	 your	 anger	 by
saying	something	like:	“Would	it	be	so	hard	to	clean	up	the	toys?	Do	I	have	to



come	home	 to	a	destroyed	house	every	day?”	From	his	place	 in	 front	of	 the
television,	 your	 husband	 says,	 “What’s	 the	 matter	 with	 you,	 are	 you	 on	 the
rag?”	The	menstruation	accusation	has	been	thrown.	But	you	know	your	anger
is	justified—and	that	it	has	nothing	to	do	with	your	time	of	the	month.	How	to
proceed	from	here?

Traditional	ideas	about	dividing	duties	by	gender	don’t	have	to	dictate	what
we	 think	we	deserve—when	 the	hormone	myth	 is	used	 to	counter	a	woman’s
dissatisfaction,	 it	 represents	 an	avoidance	 response.	 It’s	 an	 attempt	 to	 change
the	 focus	 from	 the	 situation	 at	 hand	 to	 a	woman’s	 supposedly	 irrational	 and
uncontrollable	body.	Not	only	 is	 this	 response	demeaning	 to	women,	 it’s	bad
for	a	relationship.	When	couples	avoid	discussions	about	actions	and	feelings
that	cause	conflict,	this	can	cause	chronic	interpersonal	tension	and	issues	are
never	resolved.4

The	ways	in	which	we	express	dissatisfaction	matter.	Express	your	feelings
and	position	by	first	stopping	the	menstruation	accusation	in	its	tracks,	whether
in	the	moment	or	in	a	separate	conversation.	Tell	your	husband,	boyfriend,	or
partner	how	hurtful	and	invalidating	it	is	for	him	to	suggest	that	your	anger	is
only	because	of	hormones	and	not	because	of	the	reality	of	his	actions.	Then
bring	 the	 conversation	 back	 to	 the	 issue	 at	 hand—his	 actions.	 Even	 humor
might	 help:	 “That’s	 so	weird	 that	 you	would	 bring	 up	my	period	when	what
we’re	talking	about	is	the	way	the	house	is	always	a	mess	when	I	come	home.”

Just	 as	 you	 can	benefit	 tremendously	by	 resisting	default	messages	 about
hormones	in	your	own	life,	countering	the	messages	in	other	people’s	heads	is
equally	powerful.	Will	you	laugh	at	the	menstruation	jokes	now?	And	when	a
woman	shows	anger	and	she’s	invalidated	by	the	hormone	accusation,	either	to
her	face	or	behind	her	back,	how	would	you	respond	now	that	you’re	aware	of
what’s	 actually	 happening?	 By	 being	 honest	 with	 yourself	 and	 with	 others,
everyone	will	benefit	because	you	are	now	addressing	the	reality	of	situations.

Generosity

When	a	friend	vehemently	complains	about	something,	and	then	apologizes
by	saying	 she	 is	 just	 “PMSing”	or	“all	preggo”	or	“being	menopausal,”	you
can	 acknowledge	 that	we’ve	 all	 gotten	 the	 hormone	message	 loud	 and	 clear.
But	add	 that	 there	 is	convincing	 research	 that	most	women’s	hormones	don’t
affect	 their	 emotional	 state.	 You	 can	 gently	 suggest	 that	 she’s	 allowed	 to	 be
angry	and	doesn’t	need	to	apologize	for	it.	Women	have	strongly	internalized
the	hormone	myth,	and	while	it	won’t	be	easy	to	convince	them	otherwise,	it	is



a	 worthwhile	 effort.	 Responding	 to	 their	 negative	 emotions	 with	 acceptance
and	engagement,	rather	than	disapproval	and	dismissal,	is	a	good	start.

A	powerful	strategy	for	resisting	the	hormone	myth	is	to	promote	a	spirit
of	generosity	when	judging	yourself	and	others.	Men	and	women	have	moods
that	 change	 from	 time	 to	 time,	 and	 this	 is	 completely	 normal.	 Women
sometimes	feel	anger	and	men	sometimes	feel	sadness.	Emotions	are	caused	by
a	 wide	 array	 of	 situational	 factors,	 like	 happy	 occasions	 or	 stressful
conditions,	 and	 for	 most	 people	 this	 has	 very	 little	 to	 do	 with	 reproductive
hormones.	 Traditional	 gendered	 expectations	 about	 how	 women	 and	 men
should	 feel—and	 should	 express	 those	 feelings—are	 restrictive	 and	 can	 be
soul-crushing.	 Accepting	 and	 embracing	 the	 variety	 of	 the	 human	 condition
can	be	liberating	for	everyone.

One	caveat—it	is	important	not	to	dismiss	the	physical	problems	that	can	be
associated	 with	 women’s	 reproductive	 functions.	 Painful	 cramps,	 polycystic
ovary	 syndrome	 (PCOS),	 and	 endometriosis	 are	 all	 examples	 of	 well-
documented	biological	disorders	that	some	women	experience,	and	hormonal
changes	do	play	a	role.	I	am	by	no	means	suggesting	that	these	disorders	don’t
exist	or	require	treatment.	They	should	be	taken	seriously.	Women	who	suffer
from	 these	 physical	 disorders	 can	 experience	 strong	 emotional	 responses	 to
these	conditions	and	are	deserving	of	sympathy,	treatment,	and	acceptance.

Taking	Action

You	can	work	to	fight	the	hormone	myth	by	speaking	up	when	you	hear	it.
These	 days,	 voices	 are	 loudly	 heard	 online,	 as	 on	 blogs,	 Facebook,	 and
Twitter,	both	national	and	international	discussions	take	place	on	the	topics	of
the	 day.	 Collective	 voices	 rose	 up	 in	 2016	 when,	 after	 a	 presidential	 debate
Donald	Trump	 criticized	 journalist	Megyn	Kelly’s	 aggressive	 questions	with
the	period	accusation.	The	 Internet	 lit	up	as	millions	of	people,	with	 low	and
high	 profiles,	 rejected	 his	 reasoning	 as	 false	 and	misogynistic.	Many	people
are	ready	to	dispute,	and	even	walk	away	from,	the	hormone	myth—and	social
media	platforms	can	influentially	project	this	message.	That	power	is	in	your
hands.	So	 the	next	 time	you	hear	or	 read	 that	women	are	hormonal	maniacs,
trust	 your	 truth	 and	 use	 your	 voice	 to	 deflate	 the	 hormone	myth.	 Spread	 the
good	news	that	there	is	abundant	research	showing	that	hormones	rarely	affect
women’s	 mental	 health	 and	 that	 the	 great	 majority	 of	 women	 are	 high-
functioning	most	of	the	time.



Raising	Boys	and	Girls	to	Resist	the	Hormone	Myth
An	 even	 longer-lasting	 strategy	 you	 can	 use	 to	 contest	 the	 biological-
essentialism	assumption	is	to	raise	children	to	reject	the	idea	that	women	are	at
the	mercy	of	their	hormones.	Boys	and	girls	often	get	their	introduction	to	the
hormone	 myth	 when	 they	 learn	 about	 menstruation.	 The	 preteen	 years	 is	 a
great	 time	 to	 provide	 accurate	 information	 about	 women’s	 bodies	 and
women’s	emotions.

Menstrual	Attitudes	for	Girls

Probably	 because	 they	 actually	 experience	menstruation	 and	 can	 become
pregnant,	more	 time	 and	 effort	 is	 put	 into	 educating	 girls	 about	 puberty	 and
reproduction	than	boys.5	Culturally,	girls	get	mixed	messages:	they	may	learn
that	a	monthly	menstrual	cycle	is	healthy	and	natural,	and	they	also	can’t	miss
the	 shameful	 connotation	menstrual	 blood	 has	 through	 the	 necessary	 efforts
they	must	make	to	keep	it	hidden.6

Mothers	 have	 a	 unique	 opportunity	 to	 provide	 daughters	 with	 accurate
information	about	menstruation.	You	may	think	that	a	preteen	doesn’t	want	to
have	“that	conversation”	with	her	mother,	but	it	turns	out	she	may	want	to	have
several	conversations.	One	study	of	 ten-	and	 twelve-year-old	girls	 found	 that
they	want	more	 information	 and	 advice	 from	 their	 parents	 on	 the	 subjects	 of
puberty	and	sexuality.7	And	college-aged	women	report	that	being	educated	by
their	mothers	before	menstruation	started	was	very	useful	in	reducing	fears	or
anxieties	about	it.8

If	you	are	a	mother,	take	this	opportunity	to	teach	your	girls	the	reassuring
truth:	that	the	physical	changes	of	the	menstrual	cycle	will	not	adversely	affect
their	ability	to	cognitively	function	and	that	it	is	very	unlikely	that	it	will	affect
them	 emotionally	 to	 an	 extreme	 degree.	 It	 doesn’t	 need	 to	 be	 one	 big
conversation.	Mothers	 can	 talk	 to	 their	 daughters	matter-of-factly	when	 they
have	their	periods,	so	it	is	a	normalized	subject	to	begin	with.	You	can	convey
information	 about	 the	 logistics	 of	 self-care—which	 is	 what	 most	 girls	 are
concerned	 about—and	 take	 the	 shame	 out	 of	menstruation	 simply	 by	 talking
about	it.

When	 girls	 run	 into	 the	 inevitable	 jokes	 and	misinformation	 about	 PMS,
you	 can	 teach	 your	 daughters	 to	 be	 critical	 of	 these	messages	 about	women.
When	 a	 mother	 initiates	 these	 conversations	 about	 menstruation	 with	 her
daughter,	 future	 conversations	 about	 sexuality	 and	 other	 sensitive	 topics



become	less	of	a	big	deal.9

Teaching	Boys	About	Women’s	Bodies

Since	 the	 focus	 of	 the	 hormone	 myth	 is	 on	 women’s	 bodies	 as	 being
different	 from	 men’s	 and	 therefore	 impaired,	 it	 is	 important	 to	 teach	 girls
accurate	 information	 and	 discourage	 the	 development	 of	 stereotypes.	 But	 in
order	 to	 work	 toward	 ending	 the	 hormone	 myth	 and	 all	 its	 negative
consequences,	teaching	boys	accurate	information	is	equally	important.	Men’s
sustained	 perceptions	 that	 women’s	 psychological	 health	 is	 regularly
threatened	by	reproductive	processes	are	particularly	influential	because	of	the
greater	social,	economic,	and	political	power	men	hold.

Boys	 receive	much	 less	education	about	puberty	 than	girls.10	While	 there
are	 concerted	 efforts	 from	 schools	 and	mothers	 to	 educate	 girls	 about	 their
bodies	through	classes	and	conversations,	boys	grab	details	where	they	can.	In
a	 rare	 study	 of	 how	 boys	 learn	 about	 menstruation,	 male	 college	 students
reported	first	 learning	about	 it	when	one	of	 their	sisters	began	to	menstruate.
Without	 parents	 or	 schools	 offering	 organized	 information,	 many	 felt
confused	and	ignorant,	and	had	to	sift	through	the	often	unreliable	information
provided	by	peers.	The	men	 in	 the	 study	 reported	 that	a	common	 theme	 they
learned	 when	 young	 is:	 menstruation	 is	 disgusting	 and	 should	 be	 hidden.
Several	 men	 remembered	 incidents	 when	 girls	 were	 severely	 teased	 if	 their
menstruation	was	revealed.11

The	men	 in	 the	study	who	grew	 to	develop	more	positive	views	 reported
that	 the	most	 influential	events	were	 individual	conversations	 they	had	with	a
girlfriend.	 Intimate,	 private	 conversations	 within	 a	 respectful	 frame	 made	 it
possible	for	these	men	to	gain	a	more	accurate,	and	less	misogynistic,	view	of
menstruation.	This	speaks	to	the	potential	power	mothers	and	fathers	can	have
in	 helping	 boys	 to	 altogether	 skip	 the	 phase	 of	 ridiculing	 girls’	 bodies	 over
something	 they	 fear	 and	 don’t	 understand.	 A	 mother	 can	 model	 a	 positive
attitude	about	 the	way	her	body	works	and	how	 it	doesn’t	 impede	her	mental
and	physical	abilities.	She	can	make	a	point	to	buy	tampons	in	front	of	her	son,
and	fathers	can	model	a	respectful	perspective.

Both	 mothers	 and	 fathers	 can	 teach	 their	 sons	 about	 the	 unfairness	 of
stereotypes.	 If	a	 son	has	a	 sister,	 they	can	say	something	 like,	“You	wouldn’t
want	 someone	 trying	 to	shame	her	or	 say	what	 she	can’t	do	because	she	 is	a
girl,	 would	 you?”	 And	 even	 better,	 they	 can	 turn	 it	 around	 and	 say,	 “You



wouldn’t	 want	 someone	 telling	 you	 something	 natural	 about	 your	 body	 is
disgusting	and	that	there	are	things	you	can’t	do	because	you’re	a	boy.”

Leading	the	Way	to	Positive,	Empowering	Images	of	Women
There	 is	 a	 lot	 of	 reason	 for	 optimism.	 Especially	 because,	 when	 people
become	aware	of	the	faulty	science	and	insidious	agendas	the	hormone	myth	is
based	on,	 it	becomes	easy	 to	walk	away	from.	Young	women	are	 leading	 the
way	 to	 a	 new	 conceptualization	 of	 gender	 and	 the	 body,	 as	 reproductive
physiology	no	longer	holds	an	 important	 role	 in	dictating	 their	behavior	and
they	 view	 it	 more	 matter-of-factly.	 For	 these	 women,	 bodily	 issues
surrounding	 periods,	 birth	 control,	 pregnancy,	 and	 sexuality	 are	 presented
neutrally	 and	 without	 taboo	 or	 shame.	 Many	 millennial	 women	 reject	 old
gender	 binaries	 and	 traditional	 gender	 roles.	 They	 think	 of	 gender	 as	much
more	complicated	 than	simply	male	and	female—to	 them,	 it	exists	on	a	 fluid
continuum.12	When	 they	 consider	 future	work-family	models,	 they	 hope	 for
egalitarian	 relationships	 in	 which	 homemaking	 and	 income-generating
responsibilities	 are	 shared.13	 Despite	 the	 ubiquitous	 power	 of	 the	 hormone
myth,	the	tide	is	changing.

The	 truth	 is	 that	 menstruation,	 pregnancy,	 and	 menopause,	 in	 and	 of
themselves,	 do	not	 harm	women’s	mental	 health	 in	 any	meaningful	way,	 and
that	postpartum	depression	can	be	prevented.	Life	is	so	rich,	complicated,	and
dynamic:	attitudes,	expectations,	social	structures,	and	economic	factors	are	by
far	more	 influential	 on	women’s	moods	 than	 these	 biological	 processes.	 By
embracing	and	promoting	the	truth,	that	reproductive	hormones	are	not	related
to	women’s	mental	health	in	any	significant	way,	we	can	hail	the	reality	that	is
clear	to	see:	in	all	ways,	most	of	us	function	at	very	high	levels	throughout	our
lives.	This	is	the	powerful	truth	about	women.
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Appendix	I

Women’s	Hormones:	An	Overview

The	 word	 “hormones”	 gets	 thrown	 around	 a	 lot	 in	 conversations	 about
women’s	health,	but	what	exactly	are	they?	In	general,	hormones	are	chemicals
produced	by	the	body	that	send	messages	to	organs	to	help	regulate	biological
processes.	 For	 example,	 adrenaline	 is	 a	 hormone	 produced	 by	 the	 adrenal
glands	 that,	 among	 other	 things,	 makes	 your	 heart	 beat	 faster	 to	 facilitate
action	in	response	to	a	threat.	It	gets	that	old	“flight	or	fight”	response	going.
But	when	people	talk	about	women	and	hormones,	they	usually	are	referring	to
reproductive	 hormones	 that	 work	 to	 regulate	 reproductive	 functioning	 like
menstruation,	 pregnancy,	 and	 menopause.	 The	 primary	 female	 reproductive
hormones	are	follicle	stimulating	hormone	(FSH),	luteinizing	hormone	(LH),
estrogen,	 progesterone,	 and	 human	 chorionic	 gonadotropin	 (HCG).	Here’s	 a
brief	primer	on	how	they	work.1

Follicle	Stimulating	Hormone	(FSH)
FSH	is	secreted	by	the	pituitary	gland	in	the	brain.	Each	month,	it	stimulates

the	growth	of	a	follicle	that	produces	an	egg	in	the	ovary.
Luteinizing	Hormone	(LH)
LH	is	also	secreted	by	 the	pituitary	gland.	 It	plays	a	part	 in	 the	menstrual

cycle	by	causing	the	production	of	estrogen	in	the	ovary,	and	the	release	of	the
mature	egg	from	the	follicle.

Estrogen
Estrogen	is	produced	by	several	parts	of	the	body:	the	ovaries,	the	adrenal

glands,	fatty	tissue,	and	the	placenta	during	pregnancy.	In	puberty,	it	regulates
the	development	of	secondary	sex	characteristics	like	breasts	and	pubic	hair.	In
menstruation,	 estrogen	 facilitates	 the	 growth	 of	 the	 uterine	 lining.	 Estrogen
helps	to	maintain	the	lining	during	pregnancy,	and	plays	an	important	role	in
the	development	of	the	fetus.

Progesterone
Progesterone	is	secreted	by	the	empty	follicle	that	released	the	egg.	It	also

helps	to	build	up	the	lining	of	the	uterus.	In	the	first	trimester	of	pregnancy,	this
hormone	rises	dramatically.	It	keeps	the	muscles	of	 the	uterus	relaxed,	and	is
instrumental	 in	 keeping	 the	 mother ’s	 immune	 system	 from	 rejecting	 the



foreign	DNA,	also	known	as:	the	baby.
Human	Chorionic	Gonadotropin	(HCG)
HCG	 is	 the	 critical	 hormone	 produced	 during	 pregnancy.	 It	 is	 made	 by

what	eventually	becomes	 the	placenta	and	 it	 stops	monthly	egg	production.	 It
also	helps	to	increase	levels	of	estrogen	and	progesterone	in	the	first	ten	weeks
of	pregnancy.	At-home	pregnancy	tests	work	by	detecting	the	presence	of	this
hormone.

During	the	month,	if	no	implantation	of	an	egg	occurs,	the	higher	levels	of
progesterone	and	estrogen	cause	a	decrease	in	the	production	of	LH	and	FSH,
which	 in	 turn	 decrease	 progesterone	 and	 estrogen.	 This	 makes	 the	 blood
vessels	in	the	uterus	constrict,	decreasing	the	supply	of	nutrients	to	the	lining.
Prostaglandins,	 which	 are	 chemicals	 made	 by	 the	 uterine	 lining,	 cause	 the
uterus	 to	 contract	 (here	 come	 the	 cramps!)	 and	 the	 lining	 is	 shed	 in	 the
menstrual	 flow.	 In	 the	years	 leading	up	 to	menopause,	 the	 levels	of	 estrogen
and	 progesterone	 start	 to	 fluctuate	 more	 dramatically	 during	 the	 monthly
cycle,	 and	 then	 start	 to	 gradually	 decline,	 eventually	 becoming	 too	 low	 to
maintain	the	menstrual	cycle.2



Appendix	II

Ways	to	Spot	Junk	Science

There	 has	 been	 a	 cultural	 shift	 in	 the	 way	 people	 think	 about	 their	 health.
Previously,	great	 trust	was	placed	in	doctors	and	we	believed	they	knew	what
was	best	for	us.	But	during	the	cultural	revolutions	of	the	1960s	and	70s,	when
all	 kinds	 of	 authority	 were	 being	 questioned,	 scrutiny	 was	 also	 applied	 to
health	 care.	We	are	now	encouraged	 to	be	knowledgeable	 about	our	medical
conditions	and	to	participate	in	decisions	about	treatment.	One	way	we	can	do
that	 is	 to	 learn	 about	 recent	 scientific	 research.	 But	 most	 of	 us	 don’t	 read
medical	or	psychology	journals;	instead,	we	rely	on	getting	information	about
various	 findings	 from	media	 news	 outlets.	 So	we	 don’t	 have	 access	 to	 long,
detailed	 descriptions	 of	 studies—we	 get	 bite-sized	 tidbits	 through	 a	 short
paragraph	in	a	newspaper,	thirty	seconds	on	television	news,	or	one	paragraph
on	a	website.	Very	few	details	can	be	provided.	But	when	it	comes	to	assessing
whether	a	study	is	valid	and	reliable—meaning	that	you	can	count	on	its	results
to	be	 accurate—details	matter.	When	media	outlets	 provide	 little	 information
about	a	 study,	how	can	 the	average	person	know	 if	 it’s	 junk	science	or	good
science?	Try	asking	the	following	questions.

Ponder:	Why	Is	This	Sensational	Enough	to	Cover?
Studies	most	 likely	 to	 get	media	 attention	 are	 those	 finding	 differences.	 For
example,	a	study	finding	gender	differences	in	parenting	styles	is	much	more
likely	to	get	attention	with	a	headline	like	“Dads	would	rather	play	than	scold!”
than	 a	 study	 finding	 no	 differences.	 The	 selections	 often	 portray	 popular
cultural	beliefs	that	people	like	to	hear	confirmed.	This	is	a	bias	in	coverage	of
all	 scientific	 research.	 Despite	 the	 fact	 that	 finding	 no	 differences	 is	 as
meaningful	as	finding	differences,	journal	editors	and	the	popular	press	don’t
see	it	that	way—and	the	consumer	ends	up	with	incomplete	information.

Consider:	What’s	the	Information	Source?
When	I	was	pregnant,	I	asked	my	obstetrician	if	it	was	still	okay	for	me	to	use
artificial	sweeteners.	She	responded	by	giving	me	a	pamphlet	published	by	the



manufacturers	 of	 the	 sweetener	Equal—not	 the	most	 neutral	 party	 to	 rely	 on
for	 information.	Many	 institutions	 benefit	 from	publishing	 studies,	 including
scientists,	 journals,	 media	 outlets,	 and	 pharmaceutical	 companies,	 and	 their
priorities	are	 sadly	not	always	 scientific	validity	and	 improved	public	health.
So	to	be	a	careful	consumer	of	research,	begin	by	assuming	that	these	parties
have	 their	 best	 interests	 at	 heart—not	 yours.	 Then	 figure	 out	 which	 parties
stand	to	gain	from	a	particular	study’s	results.

Ask:	Who	Was	Studied?
Who	 were	 the	 subjects	 of	 the	 study?	 Are	 they	 like	 you?	 Most	 psychology
research	 is	 done	 with	 college	 students.	 About	 half	 of	 all	 Americans	 attend
some	college,	which	means	half	don’t.	The	fact	that	those	who	don’t	are	rarely
studied	suggests	that	the	results	found	in	these	studies	may	only	be	relevant	to
those	who	attend	college.	Demographically	speaking,	they	are	a	fairly	limited
group—mostly	 white	 and	middle-	 to	 upper-class.	 A	 similar	 problem	 can	 be
found	 in	 medical	 studies.	 Up	 until	 the	 1990s,	 most	 medical	 studies	 were
performed	with	only	men,	 severely	 limiting	 the	application	of	 study	 results.1
For	 decades,	 physicians	 thought	 the	 classic	 symptom	 of	 a	 heart	 attack	 was
severe	pain	in	the	arm	or	a	crushing	pain	in	the	chest.	It	turns	out	that	those	are
only	classic	symptoms	of	a	heart	attack	in	men.	Women	having	a	heart	attack
tend	 to	 have	much	more	 diffuse	 symptoms,	 like	 nausea,	 shortness	 of	 breath,
and	back	pain.2	 Leaving	women	 out	 of	medical	 research	 compromised	 their
ability	to	be	accurately	diagnosed	and	get	timely	treatment.

Question:	Did	This	Study	Actually	Measure	What	You	Think	It
Did?

A	hypothesis	is	the	question	researchers	are	asking,	such	as	“Are	women	in	an
unhappy	marriage	more	 likely	 to	develop	postpartum	depression?”	From	the
hypothesis,	it’s	clear	that	the	study	is	going	to	somehow	measure	the	variables
of	women’s	marital	satisfaction	and	postpartum	depression.	When	you	hear	a
result,	compare	it	to	the	study’s	hypothesis	to	confirm	that	this	was	indeed	what
was	being	measured—rather	 than	part	of	an	introduction,	a	historical	pattern,
or	 a	 suggestion	 for	 further	 study.	Authors	of	 studies	usually	 first	discuss	 the
results	of	previous	studies	on	the	topic	and	propose	possible	reasons	for	them
—before	describing	the	study	they	did.	Make	sure	that	the	result	you	hear	in	the



press	 reflects	 the	 actual	 study	 done,	 not	 a	 previous	 study	 or	 a	 simple
speculation.	The	media	mixes	this	up	way	too	often.

Also	 look	 into	whether	 standardized	measures	were	used.	These	 are	 tests
that	have	been	developed	 to	measure	a	specific	variable	and	have	been	 tested
previously	to	verify	that	it	does	indeed	measure	what	researchers	think	it	does.
Let’s	 go	 back	 to	 the	 sample	 hypothesis.	 Postpartum	 depression	 has	 been
measured	in	a	variety	of	ways,	but	one	standardized	measure	commonly	used
is	 the	 Edinburgh	 Postnatal	 Depression	 Scale	 (EPDS).	 It	 is	 a	 list	 of	 ten
statements	 like	 “In	 the	 past	 seven	 days,	 I’ve	 been	 anxious	 or	worried	 for	 no
good	reason.”	A	woman	has	the	choice	of	rating	each	statement	with	“No,	not
at	all,”	“Hardly	ever,”	“Yes,	sometimes,”	and	“Yes,	very	often.”	These	answers
have	 numerical	 values,	 and	 are	 then	 totaled	 to	 create	 a	 score.	 Through
extensive	 testing,	 the	 authors	 of	 this	 test	 established	 cutoff	 scores	 to	 identify
women	 with	 depressed	 mood,	 and	 those	 without.3	 Asking	 a	 woman	 ten
questions	that	focus	on	symptoms	of	depression	provides	an	indication	of	her
mood	 based	 on	 the	 multiple	 symptoms	 that	 may	 occur.	 Also,	 giving	 her
options	to	rate	the	severity	of	each	symptom	gives	a	more	detailed	picture	of
her	condition,	and	makes	it	possible	to	do	detailed	statistical	analyses.	What	is
good	about	a	standardized	measure	is	that	when	many	different	psychologists
measure	 the	 same	 variable,	 like	 postpartum	 mood,	 a	 standardized	 measure
allows	 them	 to	 do	 so	 in	 the	 exact	 same	 way,	 and	 therefore,	 studies	 can	 be
confidently	compared.	Reviewers	know	the	studies	are	comparing	women	with
the	same	condition.

An	 unstandardized	 test	 is	 a	 methodologically	 weaker	 way	 to	 find	 out	 if
women	are	depressed.	It	might	simply	ask	women,	“Are	you	depressed?”	The
problem	 with	 this	 approach	 is	 that	 women	 can	 interpret	 this	 one	 question
differently.	 Some	 may	 think	 being	 depressed	 means	 crying	 all	 the	 time,
whereas	others	might	think	being	depressed	involves	just	having	sad	thoughts.
There’s	no	way	to	know.

Wonder:	Were	Good	Methods	Applied?
The	 procedures	 used	 to	 test	 the	 hypothesis	 are	 called	 “the	 methods”	 of	 the
study.	 These	 can	 get	 pretty	 complicated,	 but	 there	 are	 some	 basic	 conditions
that	substantially	add	to	quality	of	a	study.

Were	the	Participants	Randomly	Assigned?



“Random	assignment”	refers	to	the	procedure	that	begins	with	the	group	of
study	 volunteers.	 Some	 individuals	 are	 randomly	 chosen	 to	 receive	 the
experimental	 intervention,	 and	 some	 are	 randomly	 chosen	 to	 be	 part	 of	 the
group	 that	 doesn’t	 receive	 the	 experimental	 intervention.	 Randomly	 picking
people	 to	participate	 in	a	particular	experimental	group	ensures	 that,	overall,
the	people	in	each	group	are	similar	and	that	differences	detected	between	the
groups	were	due	to	the	variable	being	tested—not	something	about	the	people
who	chose	to	be	in	a	certain	group.

For	 example,	 in	 the	 1970s	 researchers	 carried	 out	 many	 experiments
examining	the	influence	of	violent	television	shows	on	behavior	in	children.4
The	average	study	went	something	like	this:	each	child	was	randomly	assigned
to	 either	 a	 group	 that	 watched	 a	 violent	 children’s	 show	 or	 a	 group	 that
watched	 a	 nonviolent	 show.	 Then	 they	 played	 with	 other	 children	 and	 any
incidents	of	physical	violence	were	documented.	If	the	researchers	had	allowed
the	children	to	pick	which	show	they	wanted	to	watch,	children	who	had	more
aggressive	 personalities	 might	 have	 been	 more	 likely	 to	 choose	 the	 violent
show.	 Then,	 if	 they	 did	 tend	 to	 show	more	 violent	 behavior	 afterwards,	 we
wouldn’t	know	if	that	was	due	to	the	variable	of	watching	violent	television,	or
the	more	aggressive	personalities	of	the	children	in	that	group.

Was	There	a	Control	Group?

A	second	important	feature	of	reliable	experiments	is	a	“control	group.”	A
control	 group	 includes	 participants	 who	 ideally	 experience	 everything	 the
same	as	the	experimental	group,	except	the	variable	being	tested.	In	the	study	I
described	in	the	last	section,	almost	everything	these	kids	did	was	the	same—
they	 came	 to	 the	 lab,	watched	 television,	 and	played	with	 children	 afterward.
The	 only	 difference	was	 in	 the	 content	 of	 the	 television	 show	 they	watched.
This	creates	the	perfect	comparison	group.	Researchers	were	able	to	compare
the	 number	 of	 violent	 acts	 performed	 by	 the	 children	 who	 watched	 violent
television	to	the	number	of	violent	acts	performed	by	the	children	who	watched
nonviolent	television,	and	have	confidence	that	any	differences	found	were	due
to	the	experimental	variable	of	violent	content.

Where	Were	the	Experiments	Conducted?

It’s	 also	 useful	 to	 know	 if	 the	 hypothesis	 is	 tested	 in	 a	 laboratory	 setting
rather	than	a	real-life	situation.	Much	can	be	learned	from	lab	studies,	but	they



do	raise	questions	about	how	well	the	findings	from	the	study	can	be	applied	to
real	 life.	 In	 the	 studies	 where	 children	 watched	 television	 in	 a	 lab,	 strong
evidence	was	found	that	children	who	had	watched	the	violent	show	were	much
more	likely	to	hit	or	push	other	children	in	the	time	immediately	following.

So	 should	 we	 believe	 that	 watching	 violent	 shows	 causes	 children	 to	 be
physically	violent?	Not	exactly.	The	experiments	did	a	good	job	 isolating	 the
influence	of	violent	television	content	as	the	cause	of	the	violent	behavior.	But
was	 it	 like	watching	 television	 at	 home?	Not	 really.	When	 a	 child	watches	 at
home,	his	mother	may	stop	to	ask	him	questions,	a	sister	may	jump	on	him,	or
he	 may	 be	 distracted	 by	 a	 toy	 for	 much	 of	 the	 time.	 The	 undiluted	 dose	 of
violent	content	given	in	the	lab	is	not	what	children	watching	in	real	life	get.	So
it	wouldn’t	be	appropriate	to	conclude	that	allowing	children	to	watch	violent
television	 causes	 them	 to	 be	 physically	 violent.	We	 can	 only	 conclude	 that	 it
does—in	some	conditions.

Check:	Who	Paid	for	the	Study?
Research	 isn’t	cheap.	Conducting	studies	requires	staff	 to	carry	out	 the	study,
do	 the	analyses,	write	 it	up,	and	submit	 the	study	for	publication.	Other	costs
include	equipment	and	recruiting—and	sometimes	paying—participants.	Long-
term	studies	and	those	measuring	biological	markers	can	be	especially	costly,
requiring	budgets	in	the	millions.	Very	few	groups	have	that	kind	of	money.	A
large	 percentage	 of	 medical	 and	 psychological	 studies	 conducted	 by
researchers	 at	 colleges	 and	 universities	 in	 the	 United	 States	 are	 funded	 by
grants	 from	government	agencies	 like	 the	National	 Institutes	of	Health	 (NIH)
or	 the	 Department	 of	 Health	 and	 Human	 Services	 (HHS).	 These	 allow
maximum	neutrality	for	 the	researchers,	since	 the	agencies	are	nonprofit	and
aren’t	going	to	produce	a	profit	based	on	findings.

Studies	funded	by	profit-oriented	industries	however,	are	another	story.	A
pharmaceutical	 company’s	 first	 commitment	 is	 to	 make	 money	 for
stockholders.	 Not	 to	 improve	 public	 health.	 Not	 to	 cure	 disease.	 Profit
maximization	 is	 the	 most	 important	 goal.	 The	 way	 they	 do	 this	 is	 by
developing	drugs	and	treatments	that	will	be	prescribed	for	large	quantities	of
people	for	a	long	time.	So	when	a	pharmaceutical	company	funds	a	study,	their
financial	 interest	 in	 the	 outcome	 is	 paramount.	These	 studies	may	be	 carried
out	 by	 company	 scientists	 or	 by	 university	 researchers.	 In	 either	 case,	 when
considering	 their	 outcome	 it’s	 crucial	 to	 critically	 evaluate	 the	 methods	 of



these	studies.	Did	the	drug	or	treatment	outperform	a	placebo?	Was	the	effect
replicated	 in	 several	 trials?	While	 studies	 funded	 by	 an	 industry	 financially
invested	 in	 the	 outcome	 can	 be	 valid,	 the	 bar	 for	 the	 quality	 of	 the	 study
methods	needs	to	be	set	even	higher.

Investigate:	What	Hidden	Agendas	Are	Being	Promoted?
When	 trying	 to	 figure	 out	 what	 is	 true	 and	 what	 is	 myth,	 it’s	 important	 to
understand	what	agendas	may	be	at	work.	When	 it	comes	 to	women’s	health,
there	are	many	interested	parties.	Professional	organizations	like	the	American
Psychological	 Association	 (APA),	 and	 the	 American	 Medical	 Association
(AMA)	are	highly	invested	in	the	establishment	of	illnesses	they	can	diagnose
and	 treat.	 If	 they	 legitimize	 a	 disorder,	 then	 insurance	 companies	 will
reimburse	 them	for	 treatment.	 It’s	 especially	advantageous	 to	give	credibility
to	a	disorder	like	PMS,	which	is	supposed	to	afflict	large	numbers	of	women
on	 a	 monthly	 basis	 for	 all	 of	 their	 childbearing	 years.	 Recent	 years	 have
brought	 us	 official	 diagnoses	 for	 restless	 leg	 syndrome	 and	 social	 anxiety
disorder—conditions	previously	thought	of	as	within	the	normal	range	of	the
human	 condition.	 Yes,	 some	 people	 may	 find	 relief	 from	 debilitating
conditions,	 but	 by	 making	 them	 official	 disorders	 the	 door	 opens	 to	 more
income	from	doctor	visits	and	prescription	medication.

Ideological	 groups	 also	 have	 a	 stake	 in	 putting	 out	 information	 that
supports	 their	 convictions.	 For	 example,	 pro-life	 groups	 have	 publicized	 the
idea	that	abortion	causes	long-term	psychological	trauma,	oftentimes	through
personal	 accounts	 of	 individual	 women.	 However,	 methodologically	 strong
studies	show	no	long-term	trauma	for	most	women	having	abortions.5	On	the
other	hand,	some	pro-choice	groups	suggest	there	are	no	psychological	 risks
in	having	an	abortion,	which	is	not	exactly	true	either.	Studies	show	that	there
is	a	minority	of	women—about	15	percent—who	do	suffer	long-term	guilt	and
sadness	 after	 an	 abortion.	 It	was	 found	 that	 these	women	 frequently	 attended
church,	 or	 struggled	 with	 the	 decision	 to	 have	 the	 abortion,	 or	 had	 initially
wanted	the	pregnancy.6	So	while	it’s	reasonable	to	think	that	people	will	have
different	opinions	about	 the	morality	of	abortion,	we	must	be	skeptical	about
information	 put	 forth	 in	 support	 of	 those	 opinions.	 As	 has	 been	 said	 many
times:	you	get	to	have	your	own	opinions,	but	you	don’t	get	to	have	your	own
facts.



Watch	Out:	Some	Red	Flags
Sometimes	when	a	“fact”	has	been	around	for	so	long,	it	becomes	socially	and
culturally	 entrenched,	 and	people	 simply	believe	 it’s	 true.	When	we’ve	heard
something	over	and	over	again,	it	becomes	part	of	our	way	of	understanding
the	world.	But	just	because	everyone	thinks	something	is	true	doesn’t	make	it
true.	How	can	we	navigate	this?	Here	are	a	some	red	flags	to	get	your	radar	up
when	considering	the	truth	of	something	“everybody	knows.”

When	There	Are	Huge	Profits	Involved

If	 a	 particular	 accepted	 fact	 facilitates	 the	 accumulation	 of	 billions	 of
dollars,	 or	 supports	 an	 industry,	 that	 should	 raise	 suspicion.	Think	 about	 the
herbal	supplement	ginko	biloba.	It	 is	widely	thought	to	improve	memory	and
can	be	 found	 in	 any	vitamin	aisle,	 can	be	 added	 to	 smoothies,	 and	 is	 sold	 in
herbal	 tea.	 However,	 several	 well-done	 studies	 have	 shown	 that	 it	 has	 very
little,	if	any,	effect	on	memory.7	But	that	hasn’t	stopped	herbal	companies	from
publicizing	its	effectiveness,	thereby	maintaining	highly	profitable	sales.

When	One	Group	Is	Privileged	Over	Another

When	a	common	belief	suggests	that	some	human	beings	are	superior	and
therefore	 justified	 in	 their	 higher	 status,	 that’s	 a	 good	 sign	 to	 become
suspicious.	 This	 kind	 of	 belief	 is	 more	 likely	 to	 reflect	 a	 desire	 for	 power
rather	than	a	concerted	effort	to	find	the	truth.	One	piece	of	received	wisdom
that	 has	 survived	 the	 ages	 is	 the	 idea	 that	 women	 are	 inferior	 to	 men,
particularly	intellectually.	For	centuries,	women’s	inferior	status	was	explained
as	 being	 due	 to	 their	 female	 reproductive	 organs	 and	 their	 lack	 of	 male
physiology.	This	sentiment	was	supported	by	biblical	evidence	(Eve	caused	the
fall	 of	 man),	 and	 then	 philosophical	 reasoning	 (by	 Aristotle,	 Rousseau,	 and
others).	With	 the	 dawn	 of	 the	 scientific	 age,	 studies	 of	 the	 brain	 took	 up	 the
mantle	of	female	inferiority,	although	it	took	some	major	gymnastics	to	make
the	 data	 fit	 the	 theory.	 In	 the	 1850s,	 scientists	 began	 studying	 the	 brain,	 and
concluded	 that	 the	 frontal	 lobes	 were	 responsible	 for	 intellectual	 activities.
Almost	 immediately,	 several	 studies	were	published	 finding	 that	male	 frontal
lobes	were	much	bigger	 than	 female	 frontal	 lobes,	 and	 female	parietal	 lobes
were	larger	than	male	parietal	lobes.	By	the	late	in	the	century,	however,	there
was	 a	 shift	 in	 thinking	 and	 it	 was	 decided	 that	 the	 part	 of	 the	 brain	 most
responsible	for	intellect	was	the	parietal	lobe.	Just	as	quickly,	scientists	revised



their	 conclusions	 and	 reported	 that	 males	 had	 larger	 parietal	 lobes	 than
women.8	 The	 belief	 that	 men	 are	 intellectually	 superior	 to	 women	 has	 been
used	to	justify	male	dominance	in	most	spheres	of	life,	and	every	generation’s
authorities	have	manipulated	the	methods	of	the	day	to	support	that	myth.	When
something	“everyone	knows”	creates	institutionalized	privilege	for	one	group
over	another,	it	warrants	a	heavy	dose	of	suspicion.

When	One	Study	Makes	It	So

“New	study	proves	eating	blueberries	prevents	cancer!”	Feverish	headlines
like	this	offer	a	good	reason	to	step	back	and	hold	the	champagne—no	matter
how	well	the	research	was	done.	One	study	cannot,	on	its	own,	provide	proof
of	anything.	There	is	always	a	statistical	possibility	that	the	results	were	found
because	of	chance,	not	because	of	any	actual	relationship	between	the	variables
being	 tested.	 This	 possibility	 becomes	 smaller	 and	 smaller	 every	 time	 the
experiment	 is	 replicated	 and	 the	 same	 results	 are	 found.	 Other	 confounding
variables,	 like	 experimenter	 bias,	 may	 also	 create	 a	 false	 positive	 result.
Therefore,	to	have	confidence	in	the	results	of	a	study,	a	hypothesis	needs	to	be
tested	several	times,	by	several	scientists.

When	Results	from	One	Group	Are	Applied	to	Another

Biological	 research	 is	 often	 first	 done	 on	 animals	 before	 testing
hypotheses	on	humans.	This	 is	 for	ethical	 and	 safety	 issues,	but	also	because
the	life	spans	of	animals,	like	mice,	are	much	shorter	than	the	human	life	span,
so	 the	 effect	 of	 changes	 on	 longevity	 can	 be	 tested	 much	 more	 quickly.
However,	 evidence	 found	 in	animal	 studies	 shouldn’t	be	 immediately	applied
to	human	physiology	because,	although	there	are	some	biological	similarities,
there	 are	 substantial	 and	 meaningful	 differences	 that	 make	 this	 application
premature.	 When	 you	 hear	 of	 a	 fantastic	 new	 discovery	 that	 has	 only	 been
tested	on	rats,	it’s	important	to	know	that	answering	the	next	question—whether
that	discovery	applies	to	humans—will	take	many	more	years	of	research,	and
that	no	matter	how	promising	the	treatment	seemed,	the	answer	may	ultimately
be	no.

One	 example	 of	 jumping	 the	 gun	 on	 animal	 research	 involves	 caloric
restriction	 and	 longevity.	 “Caloric	 restriction”	 refers	 to	 restricting	 the	 intake
of	food	by	25	to	40	percent.	In	animal	studies,	caloric	restriction	is	associated
with	 longer	 life	 for	 fish,	 mice,	 cows,	 and	 dogs.9	 In	 a	 study	 of	 nonhuman



primates,	 caloric	 restriction	 caused	 weight	 loss	 and	 lower	 triglycerides,	 but
lifespan	was	 not	 changed.10	 In	 the	 only	 randomized	 trial	 of	 humans,	 caloric
restriction	was	related	to	weight	loss,	better	blood	pressure,	and	a	decrease	in
overall	 cholesterol—however,	 it	 was	 only	 a	 two-year	 study,	 so	 the	 effect	 of
caloric	 restriction	 on	 human	 longevity	 is	 still	 unknown.	Despite	 that	 lack	 of
evidence,	many	 people	 jumped	 on	 the	 bandwagon	 and	 practice	 a	 “starvation
diet”	 for	 longevity.11	As	anyone	who	doesn’t	have	enough	food	can	 tell	you,
constant	hunger	can	be	a	stressful,	disturbing	state.	Those	who	follow	this	diet
do	 so	 because	 they	believe	 that	 it	 is	worth	 the	 pain	 to	 live	 a	 longer	 life.	But
there	is	currently	no	evidence	that,	for	humans,	this	is	the	case.

Be	an	Educated	Consumer	of	Research
By	understanding	what	goes	into	making	a	study	reliable,	and	the	many	forces
that	 can	 threaten	 reliability,	 you	 become	 an	 educated	 consumer	 of	 research.
You	 will	 no	 longer	 be	 at	 the	 whim	 of	 the	 latest	 study,	 or	 of	 what	 the	 press
decides	 is	 a	 newsworthy	 study	 to	 feature.	Having	 a	 basic	 knowledge	 of	 how
research	is	done	gives	you	the	tools	to	critically	analyze	the	studies	covered	by
the	press.	You	become	empowered	to	make	health	and	lifestyle	decisions	based
on	well-established	evidence,	rather	than	the	latest	fad.
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