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Is HRT right for me?

It’s the most-asked question in every menopause conversation — and the one you
can never seem to get a straight answer to. This is how to think it through, in plain

language.



You're not behind. And it’s not a dumb question.

“Am | even a candidate?” “Is it too late?” “What do my labs mean?” — these are the questions
thousands of women ask into the void every day and get silence, or a shrug, in return. They
deserve real answers. Here are the five that matter most, and how a specialist actually thinks
about each one.

WHAT 2002 ACTUALLY GOT WRONG

The scare that talked a generation out of treatment

If you were told years ago that hormone therapy was dangerous, that message almost certainly
traces back to a single moment. When the Women’s Health Initiative — the big landmark trial —
published in 2002, the reaction was immediate and enormous: HRT prescriptions fell by roughly
half within a year.l Overnight, a treatment women had relied on became something to fear.

Here’s what almost no one was told afterward. Later reappraisals of that same trial concluded the
original interpretation had overstated the absolute risks — especially for younger women near
the start of menopause.1 Part of the reason is who was actually studied: the trial skewed older,
with only about 1 in 8 participants aged 50-54.1 In other words, a study done largely in women
well past menopause was used to set the rules for women just entering it. The headline traveled
the world in a week; the correction took twenty years and never really caught up.

THE TIMING THAT CHANGES EVERYTHING

When you start matters as much as whether you start

The most important thing the old headlines flattened is this: the benefits and risks of hormone
therapy depend heavily on your age and how close you are to menopause. Researchers call it
the “timing hypothesis,” and it's the piece that turns a scary blanket answer back into a real,
individual one. The body of a woman in her early fifties, freshly through the transition, is not in the
same place as a body two decades further on — and hormones behave differently depending on
which one you're treating.



That's why the reflexive “no” a whole generation of women received was never really an answer.
It was a misread of a trial done mostly in older women, applied without discrimination to
everyone.1 A good evaluation doesn'’t start from that blanket no. It starts from where you are —
your age, your timeline, your symptoms — because for hormone therapy, timing isn’t a footnote.
It's close to the whole question.

WHAT HRT CAN ACTUALLY DO

This was never only about hot flashes

Most conversations about HRT stop at symptom relief — the night sweats, the flashes, the sleep.
Those matter. But estrogen does quieter, deeper work in the body, and understanding it is what
turns “should | bother?” into a real question worth asking.

Your heart

Estrogen is cardioprotective — it helps keep blood vessels flexible and your cholesterol and
clotting in a healthier balance. As it declines through menopause, cardiovascular risk climbs. This
isn’t a minor line item: heart disease is the number one killer of women, causing about 1in 3
female deaths — far ahead of any cancer.?® The reason that surprises so many women is that
we were all taught to fear breast cancer most, while the bigger threat was building quietly in the
background.

Your brain

Estrogen also helps power memory-critical regions of the brain. Research links earlier
menopause to faster cognitive decline and higher levels of tau — a protein that marks
Alzheimer’s disease — and finds those associations were weaker in women who took
hormone therapy.45 That is genuinely hopeful, and it deserves an honest asterisk: the evidence
on HRT and the brain is still mixed and timing-dependent, and no responsible clinic will promise
you it prevents dementia. What the science supports is that this is a real area of protection worth
discussing — not a guarantee, and not something to dismiss.

THE COST OF THE SCARE



Avoiding treatment was never “the safe choice”

We tend to imagine that saying no to a medication is automatically the cautious, risk-free option.
When it comes to estrogen after 2002, that instinct may have carried a real cost. One analysis

(Sarrel and colleagues, 2013) estimated that between roughly 19,000 and 91,000 U.S. women
— specifically those who'd had a hysterectomy, aged 50-59 — may have died prematurely over

a decade from avoiding estrogen after the scare.®

Read that number carefully, because it's easy to misuse. It is a modeled estimate with a wide
range, for one specific subgroup of women — not a body count, and not a settled fact. The
honest way to hold it is exactly as written: one analysis estimated between 19,000 and 91,000.
Even taken cautiously, though, it makes the essential point. There is no truly “neutral” option
here. Both taking hormones and avoiding them carry consequences — which is precisely why the
decision deserves a real conversation instead of a reflex in either direction.

SO HOW DO WE DECIDE?

Not a yes for everyone — an honest yes-or-no for you

If you've read this far hoping for a verdict, here’s the truthful one: there isn’t a universal answer,
and anyone who gives you a blanket yes is being as careless as the blanket no you were
probably handed years ago. Hormone therapy is right for some women and not for others, and
the only way to know which you are is to actually look.

That means a real risk-and-benefit conversation built around your history, your symptoms, and
what you're trying to protect for the decades ahead — your heart, your brain, your bones, your
quality of life. It weighs what you'd gain against what you'd risk, in the context of your own age
and timing, not a headline’s. You don’t have to arrive with the answer. You just have to be looked
at honestly, by someone who knows this well enough to think it through with you. That's what a
first visit is for.
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