
Leading Through the Change 

Introduction: The Moment I Stopped Apologising 

Sarah's Story: The List She Couldn't Hand Over  

Sarah sits in a sterile grey GP office in Sydney's CBD, clutching a list she's written and rewritten three times. 

Brain fog that makes her forget client names in meetings she's led for fifteen years. Weight that has crept on 

despite nothing changing in how she eats or moves. Nights spent staring at the ceiling, heart racing for no reason 

she can name, then dragging herself through days fueled by caffeine and sheer bloody determination. Libido? 

She can't remember the last time she initiated sex or wanted to. Anxiety that arrives like a wave, unannounced, 

leaving her breathless in the supermarket queue. She's forty-eight, a senior executive, mother of two teenagers, 

married for twenty years, and she feels like she is disappearing inside her own life. 

When the GP finally calls her in, Sarah folds the list into a small square and pushes it across the desk. The 

doctor glances at it, then up at her. 'It's just stress,' she says, her tone kind but final. 'You're at that age. Maybe 

consider some antidepressants or talking to someone about managing your workload.' Sarah's eyes fill with tears 

she absolutely does not want to shed in this room. She nods, folds the list smaller still, tucks it back into her 

handbag, and walks out into the afternoon sun feeling more alone than she has ever felt. On paper, everything is 

fine. In her body, nothing is fine. And somewhere deep inside, a voice whispers what the doctor didn't say: this 

is all in your head. Just get on with it. 

I know Sarah's story because I've heard versions of it from hundreds of women. I also know it because, for 

almost a decade, it was my story too. The difference between Sarah and me, back then, was that I didn't even 

have a list. I didn't know these things were connected, that they had a name, that they were symptoms of a major 

neuroendocrine transition rather than personal failings or the slow, inevitable erosion of competence I believed I 

was experiencing. I just thought I was falling apart, and that the only appropriate response was to apologise for 

it and try harder. 

For years, I did what high-achieving women do. I marched on. I poured myself into my career, into my family, 

into showing up so completely for everyone else that there was nothing left for me. I wore my resilience like 

armour, because I'd always been the one who could think fast, work around obstacles, find a way through. 

Dyslexic, yes, but that had never stopped me building a successful leadership career in transformation and 

digital process improvement. If I could rewire entire organisational systems, surely I could rewire myself. But 

eventually, sheer grit wasn't enough. My brain stopped cooperating in ways I couldn't override with discipline. 

Emails that once took me five minutes to write suddenly took days, sometimes weeks, to formulate. Quarterly 

planning, one of my favourite activities, felt like trying to assemble a jigsaw puzzle in the dark while someone 

kept moving the pieces. I started forgetting names in Leadership Team meetings, people I'd worked with for 

years, and the shame of that would burn through me for hours afterwards. My executive functioning, the very 

thing that had powered my career and my sense of identity, was shutting down. And I had no language for what 

was happening, no framework to understand it, and no permission from anyone, least of all myself, to stop and 

ask why. 

On the outside, it looked like I was blowing up the brand I'd spent decades creating. Inside, my self-confidence 

was in free fall. My body felt heavy and achy, my mind foggy, my emotions raw and unpredictable. And while 

work was hard, home was where I was truly drowning. I wanted to hide, or run away, from the life I had worked 

so hard to create including my thirty-plus-year relationship with my husband and the family I adored. I carried 

deep shame for the confusion and pain my family went through long before we had language or answers for 

what was happening to me. Now, after coaching so many women, I know how blessed I was to have a partner 

who stood steady when I couldn't. Without my husband's belief and patience, I may not be here sharing this with 

you. 

Looking back, what was really happening was a major neuroendocrine transition, one that affects every system 

in a woman's body. My quality-of-life hormones, estradiol, progesterone, and testosterone, along with the full 



orchestra of cortisol, dopamine, insulin, iron, vitamin D (which is really a hormone too) and thyroid hormones, 

were shifting in ways that reshaped my mood, sleep, cognition, metabolism, energy, and even my sense of who I 

was. On paper, my test results came back 'normal' every time. In real life, I was unravelling, and the gap 

between those two truths is where millions of Australian women are living right now, apologising for symptoms 

they didn't cause and can't think their way out of. 

This book exists because that gap should not exist. It exists because the medical system in this country, and the 

professionals within it, are by and large not educated on the full scope of hormone health. They are taught to test 

a narrow band of sex hormones, compare them against population-wide reference ranges that have little to do 

with individual optimal function, and send women away with a prescription for antidepressants, sleeping tables 

or a suggestion to reduce stress. They are not trained to see the interconnected web of biology, psychology, and 

social environment that shapes a woman's experience of midlife. I do this work now, so you don't have to spend 

years questioning your sanity, apologising for your symptoms, or shrinking your life and career to fit how you 

feel. 

The Biopsychosocial Framework at the heart of this book is the lens I wish someone had handed me a decade 

ago. It means looking at your biology, your hormones, your sleep, your nutrition, your movement. It means 

looking at your psychology, the beliefs you carry about ageing, success, and self-worth, the stress responses that 

have kept you alive in corporate environments but are now burning through your reserves. And it means looking 

at your social environment, your relationships, your workplace culture, the Australian healthcare system you're 

navigating, and the cultural silence that still surrounds women's health in midlife. None of these exists in 

isolation. Treating one without the others is why so many women feel better for a few weeks, then crash again. 

This book gives you the whole picture, so you can rebuild from a foundation that actually holds. 

The Real Problem: What Nobody Told You About Your Hormones 

Here is what I have learned, and what I need you to understand before we go any further: perimenopause and 

menopause are not just about your ovaries calling it a day. They are whole-brain, whole-body transitions that 

touch every hormone system you have, and most women, and most doctors, are working with an incomplete 

map. When we talk about sex hormones, we're usually talking about estradiol, progesterone, and testosterone. 

These matter enormously, but they don't operate in a vacuum. They sit inside a network that includes cortisol, 

your primary stress hormone; insulin, your master metabolic regulator; dopamine, the neurotransmitter that 

drives motivation, focus, and pleasure; and thyroid hormones, which govern energy production at a cellular 

level. When one shifts, the others respond, and not always gracefully. 

Think of it like an orchestra. In your reproductive years, the conductor, your brain's hypothalamic-pituitary-

gonadal axis, keeps everything in rhythm. Estradiol rises and falls predictably. Progesterone provides its 

calming counterbalance. Testosterone, often dismissed as a 'male' hormone, supports your libido, muscle mass, 

and cognitive clarity. Cortisol follows a daily curve, high in the morning to get you moving, tapering off by 

evening so you can sleep. Insulin responds efficiently to what you eat. Dopamine rewards you for completing 

tasks, connecting with people, feeling pleasure. Then perimenopause begins, and it's as though the conductor 

has left the podium and half the musicians are playing from different scores. 

The symptoms that show up, brain fog, anxiety, weight gain, exhaustion, low mood, insomnia, are not 

individual problems to be solved in isolation. They are signals from a system under pressure. When estradiol 

declines erratically, it affects the prefrontal cortex, the part of your brain responsible for executive function, 

working memory, and emotional regulation. That is not a character flaw; that is neurobiology. When 

progesterone drops, the calming, anti-anxiety, sleep-promoting effects it provides via its metabolite 

allopregnanolone diminish, and suddenly you're wired at 3 a.m. with a racing heart and a loop of anxious 

thoughts you can't switch off. When testosterone falls, motivation, confidence, and the capacity for assertive 

action can dip right along with it. And all of this happens against a backdrop of cortisol dysregulation, because 

your body's stress response system is now running without the buffering support those sex hormones used to 

provide. 

This is the hormonal reality I wish every woman knew before she walked into her GP's office. It is not esoteric 

knowledge reserved for endocrinologists. It is baseline information that should be as commonly understood in 

midlife as the importance of calcium for bones or folate for pregnancy. But we don't teach it. We don't talk 

about it. Instead, we hand women antidepressants that may blunt some of the emotional edges but do nothing for 

insulin resistance, nothing for cognitive fog, nothing for the joint pain or the metabolic shift that is quietly 

raising cardiovascular risk. We tell them to exercise more and eat less, without acknowledging that the 



hormonal environment they're exercising and eating inside has fundamentally changed. And we wonder why 

they feel like they're failing. 

The Australian healthcare gap makes all of this worse. Our system is fragmented, under-resourced in women's 

health, and structured around fifteen-minute GP appointments that simply cannot accommodate the complexity 

of a midlife hormone consultation. Many GPs receive minimal training in menopause, sometimes just a few 

hours across their entire medical education, and the pathology testing they can easily order is limited to 

estradiol, FSH, and perhaps thyroid function, a snapshot that tells you almost nothing about what's happening 

across a wildly fluctuating monthly landscape. A single normal estradiol reading, taken on a random day, is 

about as diagnostically useful as checking the weather at 2 p.m. and declaring the climate stable. Yet countless 

women are sent away with exactly that, and the unspoken message that they should pull themselves together. 

I also need to name something that sits in the shadows of this conversation: andropause, and what it means for 

the women who love men navigating their own midlife hormonal shifts. Testosterone in men declines gradually 

from around age forty, but the effects, fatigue, irritability, low mood, cognitive fog, reduced libido, metabolic 

changes, can look strikingly similar to what women experience in perimenopause. A household where both 

partners are hormonally dysregulated, sleep-deprived, and emotionally raw is a pressure cooker, and too often, 

women absorb the emotional labour of managing both their own symptoms and their partner's, without anyone 

naming the biology at play. Your partner's andropause is not your responsibility to fix, but understanding it can 

change the entire dynamic from blame to teamwork. This book will help you see both sides of that equation. 

What I'm asking you to take in, right here at the start, is that none of what you're experiencing is a personal or 

professional failure. The fog, the fatigue, the flattening of confidence, the sense that you're working twice as 

hard for half the output, are not signs that you've lost your edge or that your best years are behind you. They are 

predictable, research-backed consequences of a neuroendocrine transition that is, for most women, entirely 

manageable with the right information, the right support, and the right tools. The problem isn't you. The 

problem is a system that leaves you uninformed, under-tested, and gaslit into believing it's all in your head. This 

book is your corrective. It is the education you should have received before you ever needed it , delivered now, 

so you can stop apologising and start rebuilding. 

The Biopsychosocial Promise: What This Book Will Give You  

This book is built around a single, organising insight: your health, your confidence, and your career in midlife 

cannot be understood or improved by looking at any one factor alone. The Biopsychosocial Framework I use in 

my coaching practice, and which structures every chapter ahead, is not a theoretical model I learned in a 

textbook and decided to apply. It is the hard-won, deeply personal realisation that the version of me who was 

unravelling at forty-five was not just hormonally depleted, not just psychologically exhausted, and not just 

unsupported by a medical system that had no language for what I was experiencing. She was all three at once, 

and until she addressed all three, nothing held. 

Here is what that means in practice. The biological layer is the foundation: understanding your hormones, how 

they interact, what throws them off balance, and what restores them. It is the food you eat and when you eat it, 

because insulin sensitivity shifts in perimenopause and the metabolic rules you lived by in your thirties no 

longer apply. It is the way you move, because high-intensity exercise that once energised you can now spike 

cortisol and leave you depleted. It is your sleep architecture, which progesterone and estradiol once protected 

and now no longer do. It is HRT/MHT, used strategically and personally, not as a one-size-fits-all prescription 

but as a carefully calibrated tool that takes into account your individual hormone profile, symptom burden, and 

health history. We will walk through all of this with precision and practicality. 

The psychological layer is where identity lives. It is the beliefs you have absorbed over decades about what 

makes you valuable, productive, and worthy. For high-achieving women, these beliefs often centre on output, on 

being indispensable, on pushing through discomfort because that is what strong women do. Perimenopause 

dismantles that strategy, not because you lack willpower but because your brain and body are running different 

software now, and the old operating system is incompatible. We need to examine the perfectionism that tells you 

a foggy day means you are failing, the guilt that floods you when you delegate or rest, the terror that if you slow 

down, everything you have built will collapse. This is not therapy, but it is psychological work, and skipping it 

is why so many women treat their hormones and still feel lost. 

The social layer is the context in which all of this unfolds. It is the workplace that expects you to perform as 

though your body is not in transition, the boss who interprets your brain fog as incompetence, the industry that 



quietly sidelines women at precisely the point their experience and judgment are most valuable. It is the 

Australian healthcare system, with its gatekeepers, its gaps, and its tendency to pathologise women's distress 

rather than investigate its biological roots. It is your marriage, your partnership, your co-parenting arrangement, 

your friendship circle, the entire ecosystem of relationships that either supports your midlife transition or adds to 

its weight. And it is the broader Australian cultural silence, the mateship-and-stoicism narrative that makes it 

hard to say 'I'm struggling' even to the people closest to you. 

Across the chapters that follow, we will move through each layer systematically. Chapter 1 takes you deep into 

the quiet unravelling, the symptom iceberg, the confidence crash, and the Australian silence that keeps so many 

women suffering alone. Chapter 2 gives you the full hormone orchestra, the biopsychosocial model in detail, the 

healthcare gap you need to understand to self-advocate effectively, and the partner factor of andropause. Chapter 

3 is your practical toolkit: tracking, self-advocacy, lifestyle medicine, career redesign, and the partner 

conversation that could change everything. Chapter 4 is about what happens when the first approach doesn't 

work, the shame spirals, the workplace pushback, and the non-linear reality of recovery. Chapter 5 is about the 

other side: the identity shift, the leadership strengths that emerge when you stop fighting your biology, the 

relationships that deepen, and the career act that fits who you are now. 

This book is written for Australian women because our healthcare landscape, our workplace cultures, and our 

cultural norms shape this experience in specific ways that generic international resources often miss. It is written 

for women in perimenopause who are just beginning to connect the dots, for women in post-menopause who are 

still picking up the pieces, and for the partners, family members, and colleagues who want to understand what 

the women they love and work with are navigating. It is also, I hope, a resource you can hand to your GP, your 

boss, your husband, and say: this. This is what I need you to understand. 

I am not promising you a quick fix. I am not selling you a three-step plan that will have you feeling twenty-five 

again by Tuesday. What I am offering is something more valuable: a coherent framework for understanding 

what is happening to you, a set of evidence-based tools for addressing it, and the kind of company that makes 

the hardest chapters of life feel less solitary. I no longer apologise for what perimenopause took from me, 

because what I have built in its wake is stronger, clearer, and more truly mine than anything that came before. I 

want that for you too, not despite this transition, but through it and because of it. Let's begin. 

Chapter 1: The Quiet Unravelling – What’s Really 
Happening to You 

1.1 The Symptom Iceberg 

Maria noticed it first in the staffroom. She’d been teaching Year 10 English for seventeen years she could recite 

the curriculum in her sleep but one Tuesday in March, she stood at the photocopier and couldn’t remember the 

name of the student whose essay she was holding. The name came back ten minutes later, during roll call, but 

the feeling of something being fundamentally off stayed. By June, she was waking at three in the morning with 

her heart hammering, drenched in sweat that had nothing to do with the Adelaide summer. By September, she’d 

snapped at a colleague over a timetable clash, something she’d never done in her career, and found herself 

crying in the disability-access bathroom for twenty minutes before her next class. Her GP ran standard bloods: 

iron, thyroid, a cursory FSH and told her she was probably just stressed. "You’re fifty-two," he said, not 

unkindly. "Things change." Maria nodded, took the pamphlet on sleep hygiene, and went home feeling more 

alone than she’d felt since her divorce. 

What Maria was experiencing is what I call the symptom iceberg, and if you’re reading this, you’ve probably 

seen its tip. Above the waterline sit the visible, culturally acknowledged signs: the hot flushes that make 

meetings unbearable, the weight that appears around your middle no matter what you eat, the brain fog that 

turns a simple email into a forty-minute ordeal. These are the symptoms we’re almost allowed to talk about now 

the ones that get a wry nod on morning television or a muttered joke about "senior moments." But beneath the 

surface lies something far more destabilising, and it’s what nobody warned Maria about: the deep structural 

shifts happening in her neuroendocrine system that were rewriting her experience of herself. Cortisol 

dysregulation was driving that three-am wakefulness and the anxiety that followed her through the day. 

Emerging insulin resistance was making weight management feel like a battle against her own body. Dopamine 

dips were stealing not just her joy but her motivation, her sense of purpose, the quiet satisfaction she used to feel 



after a good lesson. These aren’t separate issues to be fixed with separate interventions. They’re interconnected, 

cascading, and they have been dismissed as "just stress" or "just ageing" for far too long. 

The gaslighting that comes with this territory is almost as damaging as the symptoms themselves. When your 

blood tests come back "normal"and I’ll address the profound limitations of that word later, you start to believe 

the story being told that you’re exaggerating, that you’re not coping as well as other women, that maybe you are 

just stressed and should try harder. You begin to doubt your own body’s signals, and that self-doubt forms its 

own corrosive layer beneath the physical symptoms. I’ve sat with women who have apologised to me for crying 

in a coaching session, who have prefaced their stories with "I know this sounds silly, but…" while describing 

textbook neuroendocrine symptoms that would be obvious to anyone trained to look. The medical dismissal 

isn’t just a failure of diagnosis. It’s a theft of self-trust, and it takes deliberate work to get that back. 

Physically, the iceberg runs deep in ways that can feel bizarre and disconnected until you understand the 

unifying mechanism. Joint pain that migrates from your hips to your hands and back again not arthritis yet, not 

anything a rheumatologist can name but real enough that you groan when you stand up from a low chair. A 

crawling sensation under your skin, especially at night, that makes you want to peel yourself out of your body. 

Tinnitus that arrives suddenly in a quiet room. Heart palpitations that send you to emergency convinced 

something is catastrophically wrong, only to be discharged with "anxiety" on your file. Your hair thinning at the 

temples while your chin sprouts coarse dark strands you’ve never seen before. Dry eyes that make contact lenses 

impossible. A metallic taste in your mouth that ruins your morning coffee. These symptoms sound random, and 

individually they often are but together, they form a pattern that points unmistakably toward a neuroendocrine 

system in transition. The problem is that most clinicians are trained to look at each symptom in isolation, not to 

recognise the constellation. 

The cognitive impact deserves its own emphasis, because for professional women, this is where the damage to 

identity and livelihood often concentrates. Your executive functioning the suite of mental skills that includes 

working memory, flexible thinking, and self-control runs on a finely tuned neurochemical balance that midlife 

hormones disrupt. Estradiol is directly neuroprotective; it supports the formation of synaptic connections, 

modulates neurotransmitter systems including serotonin and dopamine, and maintains cerebral blood flow. 

When estradiol begins its erratic decline during perimenopause, the scaffolding that supports your sharpest 

thinking starts to wobble. You don’t lose intelligence let’s be absolutely clear about that but your access to it 

becomes inconsistent. The word you want is sitting somewhere in your brain, but the retrieval pathway is 

temporarily offline. The strategic insight you would have articulated instantly five years ago now requires a 

period of quiet incubation before it surfaces. You find yourself avoiding complex tasks not because you’re 

incapable but because the cognitive effort required feels disproportionately exhausting. 

What makes this particularly cruel is the timing. Women in their late forties and early fifties are often at the 

peak of their professional trajectory they’ve accumulated decades of expertise, built networks, earned the roles 

where their judgement finally carries the weight it deserves. Then their brains start glitching, and the culture 

around them interprets those glitches as evidence of decline rather than a temporary, biologically driven 

transition. I’ve watched a senior finance executive, a woman who’d steered her organisation through two 

mergers, sit in a board meeting unable to recall the word "depreciation," and the look that passed between two of 

her male colleagues was enough to make her consider resigning. She didn’t resign she eventually found the  right 

support and is still in that role, performing brilliantly but the fear that settled into her bones during those months 

has taken years to dissolve. The cost isn’t just professional; it’s existential. Your career isn’t just what you do. 

For many of us, it’s a core part of who we understand ourselves to be. 

The physical and cognitive symptoms are entangled with the emotional ones and separating them is often 

impossible. The irritability that makes you snap at your partner isn’t just a mood it’s the convergence of sleep 

deprivation from cortisol-driven insomnia, the frustration of not being able to think clearly, and the shame of 

watching yourself behave in ways that don’t align with who you know yourself to be. The sadness that settles 

over a Sunday afternoon isn’t necessarily depression in the clinical sense, though it can certainly tip that way. 

It’s grief, often unnamed, for the version of yourself who could trust her body and brain to show up for her. And 

layered over all of it is the exhaustion not the kind that a good night’s sleep fixes, but a bone-deep weariness 

that comes from running your entire system on emergency reserves for months or years. You’re tired in a way 

that sleep doesn’t touch, because the fatigue is metabolic and neurochemical, not just a sleep debt. 

Understanding the symptom iceberg matters for one crucial reason: it reframes the story you’ve been telling 

yourself. Those symptoms are not personal failings, they are not evidence that you’re not coping as well as you 

should, and they are certainly not "all in your head." They are the predictable, documented, biologically 

explicable consequences of a major neuroendocrine transition that your body is navigating without a map 



because nobody gave you one. The shame you’ve been carrying belongs somewhere else entirely. It belongs to a 

system that should have prepared you for this, to a medical education model that devotes, on average, a single 

hour to menopause across an entire degree, to a culture that has treated women’s midlife health as a niche issue 

rather than a universal biological reality. You are not failing. You are having a normal response to an abnormal 

lack of support and information. And the first step toward reclaiming yourself is simply this: learning to see the 

whole iceberg, not just the tip that everyone acknowledges. 

1.2 The Great Australian Silence 

Australia has a peculiar relationship with midlife women’s health peculiar because we often pride ourselves on 

being direct, no-nonsense, and practical, yet when it comes to perimenopause and menopause, we go strangely 

mute. A 2023 survey by the Australian Menopause Society found that nearly forty percent of Australian women 

felt unable to discuss menopause symptoms with their employer, and over half had never received any 

workplace education on the topic. We’ll talk about mental health now, which is genuine progress, and we’ll run 

RUOK? Day and wear our yellow with conviction but ask a room full of professionals whether anyone wants to 

discuss their vaginal dryness or their uncontrollable rage at the photocopier and the silence is deafening. This 

isn’t just awkwardness. It’s an economic issue with measurable consequences for women’s careers, 

superannuation, and long-term financial security and it’s sustained by a cultural taboo that serves nobody 

except, perhaps, those who’d prefer not to make accommodations for a workforce that is disproportionately 

female at midlife. 

The workplace dimension of this silence is where I see the most damage in my coaching practice. Women are 

making career decisions stepping back from leadership roles, declining promotions, reducing to part -time, 

leaving the workforce entirely based on symptoms that are temporary and treatable, but they’re making those 

decisions alone, in shame, because the environment offers no space for the conversation. A senior project 

manager in Melbourne told me she’d turned down a directorship because the interview process coincided with a 

period when her brain fog was so severe she couldn’t trust herself to perform in the panel. She didn’t ask for a 

delay. She didn’t disclose what was happening. She just quietly withdrew her application and told herself she 

didn’t really want the role anyway, even though she’d been working toward it for six years. That’s a loss to her 

financially and professionally but it’s also a loss to an organisation that had invested in her development and 

was about to lose that return on investment because nobody had created a culture where a woman could say, 

"I’m navigating a health transition, can we adjust the timing?" 

The economic data is sobering. The Australian Institute of Superannuation Trustees has reported that the 

average woman retires with approximately twenty-five percent less superannuation than the average man, and 

while multiple factors contribute to that gap career breaks for caring, the gender pay gap, part-time work 

patterns the midlife exodus of experienced women is a significant and under-recognised driver. When a woman 

steps out of full-time work at fifty because her symptoms have become unmanageable, she doesn’t just lose that 

year’s income. She loses the compound growth on her super, the promotional trajectory she was on, the network 

she’d built, and the confidence that sustained her professional identity. Returning at fifty-five or sixty, even if 

her health is restored, means re-entering a workforce that has continued to move without her and may view her 

gap as a liability. This isn’t theoretical. I’ve coached women who have done exactly this maths and cried at the 

kitchen table when they saw the long-term cost of what felt, in the moment, like the only decision they could 

make. 

The GP’s office is another site of this silence, and it’s a silence that carries particular weight in the Australian 

healthcare system with its mix of public and private, its ten-to-fifteen-minute standard consultation, and its 

uneven distribution of menopause-trained practitioners. The Royal Australian College of General Practitioners 

has acknowledged that menopause education in medical training has been historically inadequate, and while 

there are now efforts to improve this, the reality for most women walking into a suburban GP clinic is that 

they’re rolling the dice. You might get a doctor who has done the extra training, who understands the difference 

between "normal range" and optimal, who will order a full hormone panel and discuss it with you thoughtfully. 

Or you might get someone who, like Maria’s doctor, runs basic bloods and suggests stress management. The 

silence in that consultation room isn’t always malicious sometimes it’s simply a lack of knowledge but the effect 

on the woman sitting there is the same. She leaves with her symptoms unvalidated, her concerns minimised, and 

her trust in her own body further eroded. 

Workplace policy in Australia is beginning, very slowly, to catch up. Some large employers banks, universities, 

government departments have introduced menopause policies that include flexible working arrangements, 

temperature-controlled workspaces, and access to leave for symptom management. This is progress, and I don’t 



want to minimise it, but a policy is only as good as the culture that surrounds it. I’ve had clients whose 

organisations had exemplary policies on paper but whose immediate managers often younger, often male, often 

well-meaning but deeply uncomfortable responded to a disclosure of menopause symptoms with a frozen smile 

and a swift change of subject. The silence reasserted itself. The policy sat unused. The woman continued to 

struggle alone, now with the added weight of knowing that formal support existed but didn’t feel accessible. 

Policy without cultural change is an empty gesture, and cultural change requires leaders who are willing to name 

the thing that has been unnamed to say, in a team meeting, with the same matter-of-fact tone they’d use for any 

other health condition, "We support our people through all life stages, including midlife health transitions, and 

here’s what’s available." 

The silence extends into social and family life, too, and this is where it intersects with the tall poppy-adjacent 

Australian discomfort with vulnerability. We’re a culture that values toughness, resilience, getting on with it. 

Admitting you’re struggling is often framed as weakness rather than as the sensible first step toward getting 

help. I’ve heard women say they haven’t told their partners the full extent of what they’re experiencing because 

they don’t want to be seen as complaining. I’ve heard them say they’ve hidden symptoms from adult children 

because they want to model strength. I’ve heard them say they’ve lied to friends about why they’ve pulled out of 

social engagements, inventing migraines or work conflicts rather than admitting that the thought of making 

conversation for two hours feels physically impossible. This social masking is exhausting in its own right, and it 

compounds the isolation. You’re not just managing symptoms; you’re managing the performance of being fine 

while managing symptoms, and that performance has a metabolic and emotional cost that nobody is accounting 

for. 

Breaking the great Australian silence isn’t about every woman becoming a public menopause advocate though if 

you want to, please do, we need you. It’s about small, deliberate acts of honesty that create space for others to be 

honest too. It’s the woman in the leadership team who, when asked how she’s going, says, "Actually, I’m 

navigating perimenopause and it’s been challenging, but I’m getting good support and I’m on top of it," and 

then moves on with the agenda, having normalised the conversation without making it a crisis. It’s the GP who, 

instead of waiting for a woman to raise the topic, asks routinely, "How’s your sleep? Your energy? Your mood? 

Any changes in your cycle?" as part of a standard midlife health check. It’s the partner who reads about 

andropause alongside menopause and says, "I think we’re both going through some things let’s figure this out 

together." Silence is sustained by the belief that you’re the only one, and that belief is a lie. There are hundreds 

of thousands of Australian women navigating this right now, and the more of them who speak, the less power 

the silence holds. 

1.3 The Partner Factor 

Maria’s husband, Tony, was not, at first glance, part of the problem. He was a good mana plumber who’d built 

his business from a single ute to a team of twelve, a father who’d coached their daughter’s netball team through 

three grand finals, a partner who still made Maria a cup of tea every morning before she left for school. But by 

the time Maria was crying in the disability-access bathroom, Tony was also struggling, and neither of them had 

the language to connect his struggle to hers. He was fifty-five and sleeping badly waking at two, sometimes one, 

lying rigid with a diffuse anxiety he couldn’t name. He’d lost the easy patience that had made him a good 

manager; he found himself snapping at his apprentices over minor mistakes, then feeling guilty and 

overcompensating with jokey apologies that didn’t quite land. His libido, once reliably responsive to Maria’s, 

had become unpredictable sometimes absent, sometimes urgent at inconvenient moments, never the steady, 

reassuring presence it had been. He’d put on weight around his middle despite no change in diet or activity. And 

he was tired, tired in a way that made him wonder privately whether this was just what getting older felt like and 

whether he should stop expecting to feel good. 

What Tony was experiencing is andropause the male hormonal transition that parallels female perimenopause 

and menopause, though it follows a different trajectory and carries different cultural baggage and, in my 

experience, it’s one of the most overlooked factors in women’s midlife health. When your partner is also 

navigating a neuroendocrine shift, his symptoms interact with yours in ways that can amplify both. His sleep 

disruption becomes your sleep disruption. His irritability triggers your irritability, or your withdrawal triggers 

his anxiety. His libido changes land in the middle of your libido changes, and neither of you knows how to start 

the conversation. The silence we discussed in the Australian workplace extends into the Australian bedroom, the 

Australian kitchen, the Australian couch where two people who love each other sit watching television in 

separate worlds because neither knows how to say, "I think my body is changing and I’m frightened and I don’t 

know what to do." 



Andropause is driven by a gradual decline in testosterone typically about one percent per year from around age 

forty but the picture is more complex than a single hormone. As testosterone drops, the ratio of testosterone to 

estradiol shifts, because men convert some testosterone to estradiol, and when that balance is disrupted, the 

effects ripple through mood, cognition, body composition, and sexual function. Cortisol often rises as sleep 

deteriorates, creating a feedback loop where poor sleep drives higher cortisol, which further disrupts sleep, 

which further reduces testosterone production. Thyroid function can become sluggish. Insulin sensitivity can 

decline. Men don’t experience the dramatic, relatively rapid hormonal shifts that women do during 

perimenopause there’s no male equivalent of the estradiol crash but the cumulative effect of a fifteen-year slow 

decline, combined with the same life-stage stressors of demanding careers, teenage children, ageing parents, and 

financial pressures, can produce a crisis that looks and feels remarkably similar to what their female partners are 

enduring. 

The relationship dynamic that emerges from two people simultaneously navigating hormonal transitions is 

something I see over and over in my coaching practice, and it often follows a painful pattern. She is drowning in 

symptoms she can’t name and feels ashamed of; he is struggling too but has even less cultural permission to 

name it, because while menopause has at least entered public conversation, andropause remains almost entirely 

invisible. She withdraws, or lashes out, or both; he withdraws in response, or becomes defensive, or minimises 

both their experiences with a "we’re just getting older, we have to accept it" that shuts down the conversation. 

Intimacy erodes not just sexual intimacy, though that’s often the first casualty, but the daily intimacies of shared 

humour, of touch that doesn’t lead anywhere, of lying in bed talking about nothing important. The friendship at 

the core of a long partnership can become collateral damage to a hormonal transition that neither person 

understands, and by the time they reach my door, they’re often more roommates than partners, more co-parents 

than lovers, more coexisting than connecting. 

Sleep is the frontline of this shared struggle, and it deserves its own paragraph because it’s where the damage 

often concentrates. When both partners are sleeping badly she from cortisol-driven three-am waking and night 

sweats, he from the same cortisol dysregulation and perhaps from sleep apnoea, which becomes more common 

in men during andropause the bedroom becomes a battleground. She needs the window open because she’s 

drenched in sweat; he needs it closed because he’s finally found a position that doesn’t hurt his shoulders. She’s 

awake scrolling her phone at 3:17, trying to distract herself from the anxiety; he’s awake at 3:17, resenting the 

blue light from her screen. Neither of them is getting restorative sleep, which means neither of them is getting 

the hormonal regulation that only happens during deep sleep testosterone production, cortisol clearance, growth 

hormone release, ghrelin and leptin regulation for appetite control. The sleep deprivation compounds the 

hormonal disruption, which compounds the sleep deprivation, and the spiral tightens. I’ve had clients who, 

before they started working with me, were sleeping in separate rooms not because their relationship was broken 

but because their shared sleep environment had become intolerable, and they didn’t know that it was a symptom 

rather than a verdict. 

There’s an additional layer here for women whose partners are resistant to addressing their own health. I’ve sat 

with clients who have done the reading, understood that andropause might be part of the picture, and tried to 

raise it gently with a husband who shut the conversation down immediately "I’m fine, I don’t need to see 

anyone, this is just what happens." The frustration of watching someone you love struggle while refusing help is 

its own particular anguish, and it can curdle into resentment if it goes unaddressed. You’re doing the work, 

you’re tracking your symptoms, you’re advocating for yourself at the GP, you’re making lifestyle changes, and 

he’s still on the couch with his third beer insisting everything’s fine while his mood and energy and waistline 

tell a different story. I don’t have a magic script that will make a resistant partner engage I’ll offer some 

practical approaches in a later chapter, but I want to name the resentment here because it’s real and it’s valid. 

Supporting someone through a health transition they refuse to acknowledge is exhausting, and it’s not your job 

to drag him through it. Your job is your own health, and sometimes the most powerful thing you can do for your 

relationship is to get yourself stable first and let him see what’s possible. 

The good news and there is good news is that when both partners are willing to understand what’s happening, 

the shared hormonal transition can become a site of deepened connection rather than estrangement. I’ve watched 

couples who had been drifting apart for years rediscover each other because finally, finally, they had language 

for what they were both experiencing not as personal failings, not as relationship failures, but as a biological 

transition they could navigate together. She understands why he’s tired and irritable; he understands why she’s 

foggy and anxious. They start comparing notes on what helps the morning walk that resets cortisol, the 

supplement that seems to improve sleep, the GP who actually listened. They become, in a sense, each other’s 

accountability partners and cheerleaders, and the teamwork that defined the early years of their relationship re-

emerges in a new form. This outcome isn’t guaranteed, but it’s possible, and it starts with naming andropause as 

a real thing that really happens to the men we love and insisting that their health matters as much as ours. 



1.4 The Confidence Crash Is Biological 

The story we tell ourselves about confidence is that it’s psychological a matter of mindset, of self-belief, of the 

stories we choose to repeat in our heads. There’s truth in that, and I’m not dismissing the power of cognitive 

work, but for women in midlife, the confidence crash has a biological substrate that positive thinking alone 

cannot reach. Your self-assurance the quiet, unshakeable sense that you are competent and capable and belong 

in the room runs on a neurochemical infrastructure that midlife hormones dismantle. When estradiol drops, 

serotonin signalling is affected, because estradiol modulates serotonin production and receptor sensitivity. When 

progesterone becomes erratic, the calming, anxiolytic effect of its metabolite allopregnanolone which acts on the 

same GABA receptors that benzodiazepines target becomes unpredictable. When testosterone declines, the 

drive, motivation, and assertiveness it underpins can fade so gradually you don’t notice until you look back and 

realise you haven’t volunteered for a challenging project or pushed back on a bad decision in months. You 

didn’t lose your nerve because you stopped believing in yourself. Your neurochemistry shifted beneath you, and 

the psychological experience of confidence followed. 

For high-achieving women, this biological confidence crash is particularly destabilising because your identity 

has been built, in part, on being the person who pushes through. You’ve navigated sexism, you’ve worked twice 

as hard to be taken half as seriously, you’ve earned your seat at the table through sheer competence and refusal 

to be sidelined. Then suddenly the seat doesn’t feel like yours anymore. You’re in a strategy meeting and you 

have the insight you can feel it forming at the edge of your awareness but the words won’t assemble themselves 

into a sentence with the speed and precision they used to have, and by the time they do, the conversation has 

moved on. You say nothing. You tell yourself it wasn’t that important. You start to doubt whether you ever had 

the insight at all. This cycle insight arises, articulation fails, self-doubt rushes in to fill the gap repeats itself over 

weeks and months until the pattern becomes a new identity: the person who stays quiet, the person who’s lost 

her edge, the person who’s not quite as sharp as she used to be. And the tragedy is that the sharpness is still 

there. The insight is still there. It’s the delivery system that’s temporarily offline. 

The confidence crash intersects with perfectionism in ways that are particularly vicious for the women I coach. 

If your professional identity has been built on flawless execution on being the one who never drops a ball, who 

remembers every detail, who produces work that doesn’t need editing then the cognitive variability of 

perimenopause feels like a betrayal of your core self. A single forgotten deadline, a single meeting where you 

couldn’t recall a key figure, a single piece of feedback that you seemed "distracted" or "not yourself," and the 

entire edifice of your professional self-concept starts to crumble. You don’t file it under "brain is undergoing a 

temporary neurochemical adjustment that will stabilise with appropriate support." You file it under "I am failing 

and everyone can see it and I don’t belong here anymore." The gap between objective reality you’re still 

performing at eighty-five percent of your extraordinary baseline, which is better than most people’s hundred 

percent and your subjective experience you feel like you’re operating at forty percent and about to be found out 

is a chasm that positive affirmations will not bridge. You need to understand the biology so you can stop 

interpreting a neurochemical state as a moral failing. 

There’s a specific flavour of shame that attaches to the confidence crash when it shows up in leadership roles, 

and I want to name it directly because it’s the thing my clients often take longest to articulate. You’ve been 

promoted to a position where your judgement is supposed to be the final word. People look to you for decisions, 

for direction, for the steady hand. And inside, you feel anything but steady. You’re second-guessing decisions 

you would have made instantly five years ago. You’re asking for more data, more time, more input not because 

the situation genuinely requires it but because you don’t trust your own gut the way you used to. You’re 

delegating not strategically but defensively, pushing work away because you’re afraid you’ll mess it up. Your 

team notices something is different, even if they can’t name it, and you notice them noticing, and the 

performance of being fine becomes another item on your already overflowing cognitive load. The shame here 

isn’t just about competence; it’s about responsibility. You’re supposed to be the one who holds it together, and 

you feel like you’re the one who’s falling apart. 

What makes this biologically driven confidence crash so difficult to identify and so easy to attribute to personal 

deficiency is that it doesn’t arrive with a diagnostic label. If you broke your leg, you wouldn’t expect yourself to 

run a marathon and then feel ashamed when you couldn’t finish. You’d accept the limitation, do the rehab, and 

trust that your body would heal. But when the limitation is cognitive and emotional, when it shows up as a word 

you can’t find, a decision you can’t make, a presentation you can’t face there’s no cast, no visible marker of 

injury, and the culture around you interprets it as a performance issue. Even worse, you interpret it as a 

performance issue. You’ve internalised the narrative that your brain should be immune to biology, that your 

willpower should be able to override your neurochemistry, that if you were really as competent as your Resume 

suggests, you’d be able to push through this. That narrative is wrong. It is factually wrong, neurobiologically 



wrong, and it’s causing immense harm to women who are trying to solve a biological problem with 

psychological tools designed for a different category of challenge. 

The path back from the confidence crash doesn’t start with affirmations or power posing or any of the 

performative fixes that dominate the self-help industry. It starts with understanding truly, deeply, at a cellular 

level that what’s happening to you is real, biological, and temporary. The woman who could walk into any room 

and own it is still in there. The neurochemical scaffolding that supported her confidence is being renovated, not 

demolished, and with the right support the hormone balance we’ll explore in the next chapter, the lifestyle 

adjustments and medical options we’ll discuss later that scaffolding can be rebuilt stronger than before. I’ve 

watched women who couldn’t speak in meetings rediscover their voice. I’ve watched women who’d resigned 

themselves to a diminished career step back into leadership roles with a clarity and authority they didn’t have 

even before perimenopause, because they’d done the work of understanding their biology and stopped fighting 

against it. The confidence crash is not a verdict on your competence, your character, or your future. It’s a 

symptom one among many of a neuroendocrine system in transition, and it is addressable. But you have to name 

it first. You have to stop apologising for it, stop hiding it, stop treating it as a secret shame, and start seeing it for 

what it is: your body asking for support it hasn’t been given, in a language you were never taught to understand. 

Chapter 2: The Whole Hormone Orchestra – Your 
Biopsychosocial Framework 

2.1 Beyond Estradiol and Progesterone 

Priya sat across from me in my Adelaide clinic, a 47-year-old chartered accountant who had brought a 

spreadsheet to our first session. Not her clients' books her own symptoms, tracked for six months across 

eighteen columns. Migraines that arrived like clockwork on day nineteen of her cycle. Word-finding difficulties 

that peaked mid-morning, right when she needed to present to the partnership board. A resting heart rate that 

had crept from sixty-two to seventy-eight over two years despite no change in her fitness routine. Her GP had 

tested estradiol and progesterone, pronounced them 'within normal limits,' and suggested yoga. Priya knew, with 

the bone-deep certainty of a woman who has spent her career spotting patterns in data, that something larger was 

misfiring. 'It's not just my ovaries,' she told me, tapping the spreadsheet. 'It's everything. My sleep, my focus, 

my metabolism, my mood. They're all connected and they're all breaking at once.' She was right, and the 

spreadsheet was her proof. What nobody had told her and what nobody tells most women, is that the hormones 

governing her brain, her stress response, her energy metabolism, and her immune system were shifting in a 

coordinated cascade, and estradiol was only one player in an orchestra that had lost its conductor. 

The full cast of hormones that shape your daily experience extends far beyond what most GPs will test for or 

even mention. There are the sex hormones everyone has heard of estradiol, progesterone, testosterone but there 

are also the metabolic regulators: insulin, which governs how your cells access energy, and cortisol, your 

primary stress hormone, which when chronically elevated begins to cannibalise muscle, disrupt sleep 

architecture, and shrink the hippocampus. There's thyroid hormone, the master thermostat that sets your 

metabolic rate and body temperature and influences every cell's energy production. There's dopamine, the 

neurotransmitter that drives motivation, focus, and the sense of reward you feel when you complete a task the 

very neurochemical that makes ambitious women feel capable and driven. There's vitamin D, which functions 

more like a steroid hormone than a vitamin, modulating immune function and mood. And there's melatonin, the 

darkness signal that should rise in the evening but can be blunted by cortisol spikes from late-night work stress. 

When these hormones are in balance, you barely notice them. When they're not, you feel it in every system of 

your body, and you will be told by people who should know better that it's probably just stress or ageing or that 

you need to learn to relax. 

The critical insight that Priya's spreadsheet revealed and that I have now seen in hundreds of women is that 

these hormones do not operate in isolation. They form a complex, interlocking network where a shift in one 

inevitably ripples through the others. Estradiol and progesterone modulate insulin sensitivity, so as ovarian 

production declines, your cells can become more resistant to insulin, leading to weight gain around the middle 

even when your diet and exercise haven't changed. Cortisol and thyroid compete for the same precursor 

molecules, so chronic stress can effectively starve your thyroid of the raw materials it needs to produce adequate 

T3 and T4, leaving you exhausted and cold and foggy despite 'normal' lab results. Dopamine receptor density is 

influenced by estradiol levels, which is why women in perimenopause often report a sudden loss of drive and 

motivation the very qualities that powered their careers and are misdiagnosed with depression when what's 



really happening is a neurochemical shift in their reward pathways. This is not a collection of separate problems, 

it's a single, interconnected physiological transition, and treating it as a list of unrelated symptoms is a recipe for 

frustration. 

Let me give you a concrete example of how this cascade works in practice, because understanding this pattern is 

the first step to recognising it in yourself. A woman in her late forties let's call her Tessa starts waking at 3 a.m. 

with her mind racing. The cause is a cortisol spike: as progesterone production declines, its calming metabolite 

allopregnanolone drops, removing a natural brake on the stress response. The 3 a.m. awakening fragments her 

sleep, reducing the amount of restorative slow-wave and REM sleep she gets, which in turn raises her cortisol 

further the next day. The elevated cortisol makes her cells more insulin-resistant, so the carbohydrate-rich 

breakfast she's eaten for years now causes a sharper blood sugar spike and crash, leaving her ravenous by mid-

morning and craving sugar. The blood sugar instability worsens her brain fog, which she then attempts to 

override with caffeine, which further elevates cortisol. By evening, she's wired-tired exhausted but unable to 

wind down and the cycle repeats. When she finally sees her GP and says, 'I can't sleep and I can't think and I'm 

gaining weight,' she's offered a sleep hygiene handout, maybe an antidepressant or a GPL1. The underlying 

hormonal cascade progesterone decline driving cortisol dysregulation driving insulin resistance driving 

cognitive symptoms is never identified, never tested, and never addressed. 

This is why I want you to start thinking about your hormones as an orchestra rather than a solo performance. In 

an orchestra, you don't judge the music by listening to only the violins. If the woodwinds are out of tune, the 

whole piece sounds wrong, even if the strings are playing perfectly. Your estradiol might be within the 'normal' 

reference range, but if your cortisol is chronically elevated and your insulin is spiking three times a day and your 

thyroid is underperforming because it's starved of precursors, you will still feel terrible. The reference ranges 

used by most Australian labs are population-based statistical averages, not functional or optimal ranges, and 

they were not designed to catch the subtle, interacting dysfunctions of the perimenopausal transition. A woman 

whose free testosterone has dropped from the top of the range to the bottom third over two years will feel 

dramatically different: loss of muscle tone, loss of libido, loss of assertiveness and drive but her results will still 

fall within 'normal' because the range is so broad. The system is not designed to catch her decline. She has to 

catch it herself. 

The good news and there is good news, real, actionable good news is that once you understand the full 

orchestra, you can begin to see patterns that were invisible before. You can track not just your period but your 

sleep quality, your morning energy, your cognitive sharpness across the day, your cravings, your mood, your 

physical recovery from exercise, your libido, your joint pain. When you map these against your cycle or, if 

you're post-menopausal, against the rhythms of your week, patterns emerge. You might discover, as Priya did, 

that your worst brain fog always hits three days before your period, when progesterone is dropping and with-it 

GABA activity in the brain. Or you might notice that your joint pain flares when you've had back-to-back 

stressful days, because elevated cortisol drives systemic inflammation. These patterns are data, and data is 

power, power to target your interventions, power to communicate effectively with your healthcare provider, 

power to stop blaming yourself for symptoms that have a clear physiological basis. 

I want to pause here and acknowledge something: this information can feel overwhelming. If you're reading this 

while sitting in the thick of it brain fog making it hard to follow complex explanations, energy so low that the 

thought of tracking anything feels exhausting, a lifetime of being told your symptoms aren't real making you 

doubt whether you even deserve this level of investigation, I see you. You don't need to memorise every 

hormone pathway right now. You just need to internalise one fundamental truth: your symptoms are not 

random, they are not a personal failure, and they are not 'all in your head.' They are the downstream effects of a 

complex neuroendocrine transition that affects every system in your body. Understanding that is the first step to 

reclaiming your health, and you've already taken it. 

2.2 The Biopsychosocial Model Explained  

When I work with a new client, I don't start by asking for her lab results. I start by asking her to describe a 

typical Tuesday. What time does she wake up, and how does she feel? What does she eat, and when? What does 

her workday look like the meetings, the cognitive load, the emotional demands? Who does she come home to, 

and what does that home feel like? What does she believe about herself when the brain fog hits in the middle of 

a presentation? These questions map the three domains that together determine how any woman experiences her 

midlife transition: her biology, her psychology, and her social environment. Neglecting any one of these 

domains is like trying to sail a boat with a hole in the hull while ignoring the weather forecast and denying 



you're even at sea. You can patch the biology all you want, but if your psychological narrative is 'I'm failing and 

everyone can see it' and your workplace culture penalises visible signs of ageing, you will still be sinking. 

The biological domain is the foundation it's where we've just spent significant time, and for good reason. Your 

hormone levels, your sleep architecture, your nutritional status, your gut microbiome, your inflammatory 

markers, your genetic predispositions: all of these create the physiological terrain you're navigating. But here's 

what I need you to understand clearly, because it's the mistake that keeps women stuck: knowing your biology is 

necessary but not sufficient. You can have perfectly optimised estradiol, progesterone, testosterone, thyroid, and 

cortisol levels, you can be on the ideal combination of HRT/MHT with a dialled-in nutrition and exercise 

protocol and still feel terrible if you are working in a toxic environment, or carrying the belief that you're past 

your prime, or isolated in a marriage where your partner treats your transition as your problem to manage 

quietly. You are not a collection of lab values in a vacuum. You are a whole person living in a specific context, 

and that context shapes your hormonal expression as powerfully as any medication. 

Let me show you how this plays out in the psychological domain, because this is where I see the most suffering 

and also the most potential for rapid transformation. The woman who has spent decades building her identity 

around being competent, sharp, and reliable the 'I can handle anything' woman experiences her first significant 

bout of perimenopausal brain fog as a catastrophic threat to her sense of self. She doesn't just feel foggy; she 

feels like she's losing who she is. This psychological distress triggers a cortisol spike, which worsens the brain 

fog, which intensifies the identity crisis, which drives her to work harder and sleep less to compensate, which 

further dysregulates her cortisol, and now she's in a spiral that no amount of estradiol alone will resolve. The 

belief 'I am only valuable if I am performing at my peak' is what keeps the physiological stress response locked 

in the 'on' position. Addressing the belief is just as important as addressing the hormone levels, and in my 

experience, the two need to happen in parallel. 

This is not woo-woo or 'just think positive' advice I spent my career in process improvement and transformation, 

and I have no patience for magical thinking dressed up as wellness. What I'm describing is well-established in 

the research: the hypothalamic-pituitary-adrenal axis, which governs your stress response, is directly modulated 

by your perception of threat and your sense of control. If you believe consciously or not that your symptoms 

mean you're failing, and that failing means you're worthless, your brain interprets your own self-criticism as a 

threat signal and mobilises a stress response. This is not metaphor; it's measurable in your salivary cortisol. The 

psychological domain includes your core beliefs about yourself, your automatic thought patterns when things go 

wrong, your capacity for self-compassion versus self-punishment, your relationship with control and 

perfectionism, and the narratives you inherited about ageing, about women's bodies, about what makes a life 

valuable. All of these are biological events in your brain, and all of them can be examined, challenged, and 

rewritten. 

The social domain is the third pillar, and in Australia, it carries particular weight. It includes your intimate 

relationships whether your partner understands what you're going through or dismisses it, whether you can ask 

for help without shame, whether the division of domestic labour is sustainable or crushing. It includes your 

workplace: the culture around ageing and visibility, the flexibility or rigidity of your role, whether you can 

acknowledge cognitive changes without penalty, the presence or absence of other midlife women in leadership 

who are visibly thriving. It includes the healthcare system you're navigating whether your GP has had more than 

a few hours of menopause education in their entire training, whether you can afford the specialists and the 

medications, whether you live in a city with access to practitioners or in a regional area where your options are 

limited to one overbooked clinic. And it includes your broader social network: your friends, your community, 

the spaces where you can be honest about what you're experiencing without being met with platitudes or 

awkward silence. 

Consider the woman who has all three domains aligned. Her biology is supported with appropriate hormone 

therapy and lifestyle medicine, so her brain has the estradiol it needs for cognitive function, her sleep is 

protected by adequate progesterone, her energy is stable because her insulin and cortisol are managed. Her 

psychology is supported because she has done the work of separating her worth from her output, she has 

developed self-compassion for the days when she's not at full capacity, and she understands her symptoms as a 

health transition rather than a character flaw. Her social environment is aligned because she has had honest 

conversations with her partner, she has redesigned her work or found a role that values her experience over her 

capacity to grind, and she has a GP who treats her as a collaborator rather than a nuisance. This woman is not 

just surviving midlife she's thriving in it, often with more clarity and authenticity than she had in her thirties. 

This is not a fantasy. I've seen it, I've lived it, and I've helped women create it, but it requires addressing all 

three domains, not just chasing a lab value while your marriage crumbles and your workplace drains you dry. 



Here's the practical takeaway: whenever you encounter a problem in your midlife health, ask yourself three 

questions. What's happening in my biology right now hormones, sleep, nutrition, movement? What's happening 

in my psychology, what am I believing about this, what stories am I telling myself, what emotions are 

dominant? And what's happening in my social environment who is supporting me, who is draining me, what 

systems am I navigating? If you're only addressing one domain, you're leaving two-thirds of the problem 

untouched. The biopsychosocial framework is not an academic theory; it's a diagnostic lens and a treatment 

map, and once you learn to see through it, you will never again accept a healthcare interaction that treats you as 

a set of symptoms in isolation from your life. 

2.3 The Australian Healthcare Gap  

Let me tell you about Naomi, a 50-year-old primary school principal who drove four hours to see me after 

eighteen months of being told her crushing fatigue and joint pain and memory lapses were 'probably just 

menopause, and there's not much we can do except wait it out.' Her GP had ordered one blood test serum 

estradiol and declared it normal, which in the context of perimenopause is about as informative as checking your 

car's oil level to diagnose a transmission failure. Naomi had spent those eighteen months convinced she was 

developing early-onset dementia, reducing her working hours, and quietly planning an early retirement she 

couldn't afford because she could no longer trust her brain in staff meetings. When we finally ran a 

comprehensive panel estradiol, progesterone, testosterone, full thyroid panel including reverse T3, fasting 

insulin, cortisol with DHEA-S, vitamin D, iron studies, inflammatory markers the picture was stark and entirely 

fixable. Her testosterone was at the very bottom of the reference range, what I call 'normal but not optimal,' 

explaining her loss of muscle strength and motivation. Her thyroid was sluggish, with T3 conversion impaired 

by elevated reverse T3, a pattern often driven by chronic stress and systemic inflammation. Her vitamin D was 

deficient, which was contributing to both her joint pain and her low mood. And her cortisol rhythm was flat, 

with no morning peak and no evening dip a classic pattern of adrenal dysregulation from years of pushing 

through. None of this had been tested. None of this had been discussed. She had been told to wait it out. 

Naomi's story is not unusual; it is the norm in the Australian healthcare system as it currently operates. The 

reasons are structural and deeply embedded. Most GPs receive between two and six hours of menopause 

education in their entire medical training—a curriculum developed decades ago, before we understood the 

neuroprotective role of estradiol, before we recognised testosterone's importance for female cognition and libido 

and musculoskeletal health, before the Women's Health Initiative data was re-analysed and the risks of hormone 

therapy were properly contextualised for women under sixty and within ten years of menopause. This training 

gap means that the average Australian woman presenting with perimenopausal symptoms will encounter a 

doctor who is working from outdated information, or from no information at all beyond the vague sense that 

menopause is 'natural' and therefore should be endured. The system is not malevolent; it is ignorant, and the 

consequences of that ignorance are borne entirely by women. 

The testing gap compounds the education gap. When a GP does decide to investigate hormonal status and many 

won't, preferring to offer antidepressants or lifestyle advice they typically order serum estradiol and perhaps 

FSH, follicle-stimulating hormone. This is inadequate on multiple levels. In perimenopause, estradiol levels can 

fluctuate dramatically from day to day and cycle to cycle, so a single snapshot tells you almost nothing about a 

woman's overall hormonal environment. Progesterone is rarely tested, even though low progesterone is often the 

first hormone to decline and is responsible for the sleep disruption, anxiety, and heavy bleeding that plague so 

many women in their forties. Testosterone and its free androgen index are almost never tested in women, despite 

the fact that testosterone declines steadily from the mid-twenties onward and low testosterone is associated with 

loss of libido, loss of muscle strength, cognitive changes, and reduced sense of wellbeing. Thyroid testing, when 

it happens at all, often stops at TSH, missing the more subtle patterns of conversion dysfunction that can leave a 

woman profoundly symptomatic with a 'normal' TSH. Cortisol testing particularly the four-point salivary 

cortisol that reveals the daily rhythm is rarely offered in general practice, so women with adrenal dysregulation 

are told they're 'just stressed' without any biological investigation of what that stress is actually doing to their 

bodies. 

Then there is the interpretation problem, which is perhaps the most insidious barrier of all. When tests are 

ordered, they come back with reference ranges that are population-based statistical constructs, not indicators of 

optimal function. A testosterone level of 0.5 nmol/L might be 'normal' for a population that includes women of 

all ages, but for a woman who previously ran at 1.8 nmol/L in her thirties, a drop to 0.5 represents a catastrophic 

decline that will manifest in real, debilitating symptoms. She will be told she's normal while her body is 

screaming otherwise. The same applies to thyroid: a TSH of 4.0 is 'normal' by most lab ranges, but functional 

medicine practitioners recognise that many women feel symptomatic above 2.5, and that optimal thyroid 



function often requires looking at free T3, free T4, and reverse T3 rather than TSH alone. The reference range 

for vitamin D technically starts around 50 nmol/L, but optimal immune and mood function typically requires 

levels above 80 or even 100. You can see the problem: a woman can have comprehensive-looking blood work, 

be told everything is normal, and still be suffering from multiple suboptimal hormone levels that are driving her 

symptoms and driving her to question her own sanity. 

So what do you do with this information? You do not need to become an endocrinologist to advocate for 

yourself, but you do need to know what to ask for and how to interpret the answers. When you see your GP, ask 

specifically for: estradiol, progesterone, testosterone with free androgen index, a full thyroid panel (TSH, free 

T4, free T3, reverse T3, and thyroid antibodies), fasting insulin, fasting glucose, HbA1c, vitamin D, iron studies 

including ferritin, and if possible, a morning cortisol with DHEA-S. If your GP resists or tells you this is 

unnecessary, you have a choice: you can educate them, you can find another GP, or you can seek a referral to a 

menopause-aware specialist. The Australasian Menopause Society maintains a list of practitioners, and while it's 

not perfect and wait lists can be long, it's a starting point. What you cannot do, what I will not let you do, is 

accept 'normal' as the end of the conversation when you know, in your bones, that something is wrong. Your 

symptoms are data. Your lived experience is data. And you deserve a healthcare provider who treats them as 

such. 

The financial barriers deserve honest acknowledgment, because pretending they don't exist only adds shame to 

women who are already struggling. In Australia, HRT/MHT is subsidised under the PBS for some formulations 

but not others testosterone for women, for example, is not PBS-listed for female use, meaning women pay out of 

pocket, often hundreds of dollars per script, for a hormone that is essential for their cognitive function and 

quality of life. Specialist appointments with menopause-aware practitioners can cost several hundred dollars 

with Medicare rebates covering only a fraction. The comprehensive blood work I've described may not be fully 

covered by Medicare if your GP isn't willing to order it under the public system, leaving women to pay privately 

or go without. This creates a two-tier system where the women who can self-advocate and afford private care 

get treatment, and the women who can't are left to suffer with 'wait it out' advice. This is not acceptable, and I 

want you to know that I see it, I'm angry about it, and part of why I do this work why I write these words is 

because women deserve better than a system that treats their health as a luxury good. 

I want to close this section with something practical you can do tomorrow. Request a copy of every blood test 

you've had in the last two years. You are legally entitled to your own medical records in Australia, and most 

practices will provide digital copies upon request. Look at the numbers yourself, not just the 'normal' flags. Look 

at where your results fall within the reference range are you at the very bottom of testosterone, the very top of 

TSH, the low end of vitamin D? Look at the trends over time: has your ferritin been steadily dropping, your 

fasting glucose creeping up? This is your data, and learning to read it is a form of power. You don't need to 

interpret it perfectly that's what a good practitioner is for but you do need to develop enough literacy to 

recognise when you're being dismissed with 'normal' when you're anything but. The Australian healthcare gap is 

real, but it is not a wall. It is a series of gaps, and gaps can be navigated by women who know what they're 

looking at and what they deserve. 

2.4 Your Partner's Andropause Is Your Business Too 

I need to talk about something that rarely makes it into the menopause conversation: the man sleeping next to 

you or not sleeping, as the case may be who is going through his own hormonal transition at roughly the same 

time you're going through yours. This is not a coincidence of timing; it is a demographic reality that is reshaping 

millions of Australian relationships, and it is happening in a near-total information vacuum. I have sat with 

countless women who describe a household that has become a pressure cooker of mutual exhaustion: she's 

waking at three with cortisol spikes and night sweats, he's irritable and withdrawn and snoring badly enough that 

even on the rare nights she could sleep, she can't. Neither of them has a name for what's happening. She's  been 

told menopause, maybe; he's been told nothing at all, because men's midlife hormonal changes are even less 

recognised and less discussed than women's. This silence is damaging relationships, and it is entirely 

unnecessary. 

Let me give you the basic biology, because having a framework for what's happening in your partner's body can 

transform resentment into understanding and from understanding, practical solutions can emerge. Andropause, 

sometimes called late-onset hypogonadism or testosterone deficiency syndrome, is the gradual decline in 

testosterone that occurs in men as they age, typically beginning in the late thirties or early forties and 

progressing at roughly one to two percent per year. By the time a man is in his mid-fifties, his testosterone can 

be significantly lower than it was in his prime, and this decline produces a constellation of symptoms that will 



sound eerily familiar: fatigue, irritability, reduced libido, loss of muscle mass and increased abdominal fat, 

cognitive fog, low mood, and sleep disruption. Estradiol plays a role here too men convert a portion of their 

testosterone into estradiol via the aromatase enzyme, and this estradiol is essential for bone density, cognitive 

function, and cardiovascular health. When testosterone drops, estradiol can drop with it, or, in men with 

increased abdominal fat, aromatase activity can increase and drive estradiol too high relative to testosterone, 

creating its own set of problems. 

The cortisol piece is critical and largely unknown. Men in midlife are often navigating the peak pressure years 

of their careers at the exact moment their resilience is declining. They may be supporting teenage children, 

ageing parents, and a mortgage that still has years to run, all while their testosterone is dropping and their sleep 

quality is deteriorating. The chronic stress elevates cortisol, which directly suppresses testosterone production at 

the testicular level a vicious cycle where stress lowers testosterone, low testosterone increases irritability and 

reduces stress tolerance, which increases perceived stress, which further elevates cortisol. A man in this state 

will often present as angry, withdrawn, or checked out, which his partner can easily interpret as lack of care or 

lack of attraction, when what's happening is a neuroendocrine cascade that is flattening his drive and his 

emotional range in ways he may not even recognise, let alone understand. 

I want to be clear about something: explaining the biology of andropause is not the same as excusing harmful 

behaviour. A man who is irritable because his cortisol is dysregulated is still responsible for how he treats his 

partner. A man whose testosterone has dropped and whose libido has vanished is still accountable for 

maintaining emotional intimacy and communication, even if the form of that intimacy changes. What the 

biology does is provide a framework for understanding a way to depersonalise what can feel deeply personal. 

When your partner is distant and exhausted and you have been interpreting that as a reflection on you, on your 

attractiveness, on the state of your marriage, learning that he is experiencing a physiological transition that 

mirrors your own can be profoundly relieving. It can move the conversation from 'what's wrong with us?' to 

'what's happening to each of us, and how do we navigate this together?' 

The practical implications for your relationship are significant. Sleep, the foundation of hormonal health for 

both of you, is often the first casualty of co-occurring andropause and perimenopause. If he's snoring due to 

weight gain and loss of muscle tone in the airway both associated with declining testosterone—and you're 

experiencing night sweats and 3 a.m. awakenings, your bedroom becomes a battleground rather than a 

sanctuary. I have worked with couples who solved more than half their problems simply by addressing sleep 

separately for a period: separate beds or separate rooms, not as a sign of marital failure but as a strategic, 

temporary intervention to protect the sleep that both of their bodies desperately needed for hormonal regulation. 

In the couples who could reframe it this way—'we are doing this because we value each other's health and our 

relationship' rather than 'we've failed because we can't share a bed' the results were transformative. They 

returned to the shared bed when they were ready, and they returned with more energy and more patience and 

more capacity for the relationship. 

The communication gap is where I see the most preventable suffering. Women come to me with years of 

accumulated hurt they've been trying to talk about their symptoms, trying to explain why they can't manage the 

mental load they used to carry, trying to ask for support, and they've been met with what looks like indifference 

or defensiveness. Meanwhile, their male partners are often dealing with their own unacknowledged decline, 

feeling like failures because they can't perform at work the way they used to, can't muster the energy for the 

weekend projects they used to tackle, can't and this is the one they almost never say out loud maintain the sexual 

function they took for granted their entire adult lives. Erectile dysfunction, delayed ejaculation, loss of desire: 

these are common features of declining testosterone, and they sit at the centre of a cone of silence that is 

enforced by masculine norms that equate sexual function with worth. So, you have two people, each struggling 

with their own hormonal chaos, each interpreting the other's withdrawal as rejection, and neither of them talking 

about what's actually happening. This is not a relationship problem; it's an education problem, and it has a 

solution. 

The solution starts with language. You don't need to diagnose your partner or hand him a list of blood tests to 

demand from his GP though if he's open to that, the same principles of comprehensive testing apply to him as to 

you, and a men's health-aware GP can assess testosterone, estradiol, thyroid, cortisol, and metabolic markers. 

What you need is a way to open the conversation that doesn't assign blame and doesn't position his struggles as a 

burden you're tired of carrying. Something like: 'I've been learning about what's happening in my body during 

perimenopause, and I found out there's a similar transition that happens for men in midlife. I'm wondering if 

you've noticed any changes in your energy or your mood or your sleep over the last few years, because I've 

noticed some things and I want to understand them better.' This framing curious, collaborative, low-pressure is 

far more likely to open a dialogue than a list of complaints. And if he's not ready to talk, that's information too; 



you can focus on what you can control, which includes your own health, your own boundaries, and your own 

communication about what you need, regardless of whether he's ready to address his side. 

I have seen relationships not only survive the dual transition of perimenopause and andropause but emerge 

stronger on the other side more honest, more compassionate, less performative. The strength comes from the 

shared experience of vulnerability. When both partners can finally drop the armour and say 'I'm struggling and I 

don't fully understand why and I'm scared,' the connection that follows is often deeper than anything they had 

when they were both performing 'fine.' The midlife transition is happening to both of you, just through different 

biological pathways, and navigating it together with information, with patience, and with a commitment to each 

other's health as a shared project rather than a source of conflict is entirely possible. It starts, as so many things 

do, with understanding what's actually happening in the bodies you're living in. 

Chapter 3: The Method – Reclaiming Your Brain, Body, and 
Career 

3.1 Your Hormone Detective Kit  

James didn't buy the detective metaphor at first. A fifty-one-year-old New Zealand-born construction project 

manager, he had shared in this career coaching session his wife, Elena, who had been struggling for two years 

with symptoms neither of them understood. "She's been to three GPs," he told me during our third coaching 

session, his voice carrying that particular mix of exhaustion and loyalty. "They all say she's fine. But she's not 

fine. I'm watching her disappear and I don't know what to do." The thing is, when your body and brain start 

behaving in ways that make no sense, the medical system often hands you reassurance instead of investigation, 

and it's the investigation you need. You need data. You need patterns. You need to become a detective, not 

because you should have to solve your own healthcare, but because no one else is connecting the dots for you. 

Here is the kit, the actual process I have walked hundreds of women through. Step one: start a daily symptom 

log, but not the kind that feels like homework. Grab a notebook or a notes app and jot down three things each 

day your energy level on a scale of one to ten, your dominant mood word (foggy, teary, irritable, flat), and one 

body sensation (aching joints, racing heart, bloating, night sweats). That's it. Three data points. Do this for two 

weeks before you do anything else, and what you will see is a shape emerging from what felt like chaos. Elena, 

for example, discovered that her worst brain fog landed reliably between two and four in the afternoon, her 

irritability spiked mid-morning, and her joint pain flared on days after poor sleep. That cluster right there is a 

cortisol pattern, not a personality flaw, and once you can see it, you can name it, and once you can name it, you 

can act. 

Step two: track your cycle if you still have one or track the lunar month if you don't. Note the day of your period 

or the week of the month and overlay it with your symptom log. Perimenopausal women often discover that 

their anxiety predictably spikes in the late luteal phase, or that their sleep falls apart around ovulation 

information that a single blood test on a random Tuesday will never capture. Step three: print out your last 

twelve months of bloodwork if you have it or request it from your GP. Do not ask for the summary. Ask for the 

actual numbers. Look at the trends, not just whether each number fell inside the lab's reference range. A steadily 

declining estradiol that still sits inside "normal" tells a different story than a single snapshot, and if  you don't 

know what you're looking at, bring the numbers to someone who does. 

Step four: prepare your GP appointment script. This is not about antagonising your doctor it is about walking 

into that room with clarity instead of desperation. Write down your top three symptoms in specific language. 

Not "I'm tired," but "I wake unrefreshed after eight hours of sleep and hit an energy wall by two p.m. that makes 

it hard to drive safely." Not "I feel anxious," but "I experience a racing heart and a sense of dread that wakes me 

at three a.m. four nights a week." Then state what you want: "I would like my estradiol, progesterone, 

testosterone, thyroid panel, fasting insulin, vitamin D, and cortisol tested. Can you order those for me today?" 

Say it out loud before you go in. Practise it. You are not being difficult you are being the person who knows her 

body best and is advocating for it. 

Step five: build your personal baseline beyond the lab numbers. Note the functional details of your life right 

now: how many consecutive minutes you can read before your attention fragments, how many times you lose 

your train of thought in a meeting, how your body feels when you walk up a flight of stairs, what your libido 

looks like compared to five years ago. These are not small details—they are the metrics that matter for your 



quality of life, and when you begin treatment, whether that is lifestyle medicine, HRT/MHT, or both, these are 

the numbers you will track to know if things are actually working. Lab values are one piece; your lived 

experience is the other. Both belong in your detective file. 

Here is why this kit matters beyond the obvious: when Elena finally brought her two-week log, her cycle 

overlay, her old bloodwork trends, and her script to a menopause-informed GP, she got a diagnosis and a 

treatment plan in a single appointment after two years of being told she was fine. The data did something else 

too it shifted something inside her. She went from feeling like a mystery to feeling like a woman with a 

hypothesis, which is a profound psychological shift. You stop being the patient who hopes to be believed and 

start being the investigator who knows there is an answer, even if she hasn't found it yet. That shift alone 

changes how you walk into every appointment, every conversation, every decision. 

I want to name something clearly here: you should not have to do any of this. You should be able to walk into 

your GP's office, describe your experience, and be met with informed, thorough, compassionate care. But the 

reality is that as explored in the Introduction, our system is not set up for that, and waiting for it to change while 

your health deteriorates is not the answer. Self-advocacy is not a replacement for a functioning healthcare 

system it is a bridge until it arrives. Your detective kit is not a permanent way of life. It is a tool to get you from 

here to the right support, the right treatment, and a life where you no longer need to track every symptom 

because you are actually feeling well. Until then, be the one who connects the dots. No one else is going to do it 

for you. 

3.2 Lifestyle First, But Not Lifestyle Alone 

There is a version of the midlife advice conversation that goes something like this: eat more plants and protein, 

do some yoga and weighs, get your eight hours, and maybe try meditation. And if that worked, you would not 

be holding this book. I say that with complete respect for the power of lifestyle medicine I rebuilt my own health 

on its foundation, and it is the first thing I work on with every client but the "lifestyle alone" narrative has 

become its own kind of gaslighting, implying that if you just tried harder, ate cleaner, and stressed less, your 

hormones would behave. Your hormones are not a moral failing. They are a biological reality, and sometimes 

they need more than a green smoothie. 

Let me tell you about Cass, a forty-six-year-old lawyer in Adelaide. She came to me eating a scrupulously clean 

diet, exercising five mornings a week, meditating daily, and still waking at three a.m. with her heart slamming, 

still losing her words in client meetings, still feeling like she was dragging herself through every day. "I'm doing 

everything right," she said, and the frustration in her voice was palpable. "Why isn't it working?" The answer lay 

in what she didn't yet know: her estradiol had dropped low enough that no amount of kale was going to stabilise 

her nervous system, and her testosterone had tanked to a level that made muscle maintenance and cognitive 

sharpness nearly impossible regardless of how many early-morning gym sessions she pushed through. Lifestyle 

was her foundation, but it was not her ceiling, and she needed the scaffolding of hormone therapy to let her 

climb back up. 

So, let's talk about what lifestyle medicine actually means in the context of a perimenopausal, menopausal, or 

post-menopausal body, because it looks different than it did at thirty-two. Food timing matters more than food 

restriction now. Your body is more insulin-resistant than it was a decade ago, which means that skipping 

breakfast and fasting until noon something that worked brilliantly for you in your late thirties might now spike 

your cortisol and leave you feeling jittery and fogged for the rest of the day. Eating protein within an hour of 

waking, keeping carbohydrates to the earlier part of the day when your insulin sensitivity is higher, and not 

undereating (because undereating is a major stressor on a hormonal system already under pressure) are not  niche 

biohacks they are the basics of working with your biology instead of against it. 

Movement type shifts too. The high-intensity interval training that once left you feeling powerful may now 

leave you inflamed and exhausted, not because you are weaker but because your cortisol response to extreme 

stress has changed. This does not mean you stop moving it means you get strategic. Heavy resistance training, 

two to three sessions a week, is one of the best investments you can make in your metabolic health, your bone 

density, and your cognitive function. Walking after meals flattens glucose spikes. Yoga or Pilates supports your 

nervous system and your pelvic floor. The goal is not to punish your body for changing it is to give it the 

specific inputs it needs now, in this season, to stay strong and clear. 

Sleep hygiene deserves more than a bullet point, because for so many midlife women, sleep is where everything 

falls apart. The hormonal shifts of perimenopause disrupt your thermoregulation and your neurotransmitter 



balance in ways that make staying asleep deeply difficult, and no amount of blue-light-blocking glasses will fix 

a progesterone deficiency or a cortisol spike at three a.m. What you can do, while you are working on the 

hormonal piece, is protect your sleep architecture fiercely: same bedtime and wake time every day, including 

weekends; no alcohol (it fragments sleep even if it helps you fall asleep); a cool, dark room; and if you wake 

and cannot fall back asleep within twenty minutes, get up and do something boring in low light until sleepiness 

returns rather than lying there marinating in anxiety. This is damage control, not a cure, and it needs to sit 

alongside proper hormone support. 

And then there is HRT/MHT hormone replacement therapy, or menopausal hormone therapy, depending on 

which terminology your practitioner uses. I want to be clear about this: HRT/MHT is a tool, not a crutch, and it 

is a legitimate, evidence-based option that has been unnecessarily demonised and withheld from a generation of 

women. The right combination of estradiol, progesterone, and often testosterone, prescribed at the right doses 

and delivered via the right route for your body, can stabilise your mood, restore your sleep, protect your bones, 

your brain, and your cardiovascular system, and give you back the cognitive clarity that your career and your 

relationships depend on. It is not for everyone, and it is not a magic wand, but for many women it is the 

difference between white-knuckling through midlife and actually living it. Cass started transdermal estradiol, 

oral micronised progesterone, and a low dose of testosterone, and within eight weeks her sleep had normalised, 

her word-finding had returned, and she told me she felt like she had "come back online." Lifestyle gave her the 

base. HRT/MHT gave her the capacity to actually benefit from it. 

Here is the integrated picture: lifestyle first means you optimise your food, your movement, your sleep, and your 

stress management as the non-negotiable foundation, because no hormone prescription works well in a depleted, 

inflamed, exhausted body. But lifestyle alone means you accept that foundation as the whole house when what 

you actually need is to build upward. The biopsychosocial framework means you treat all three layers: biology 

with nutrition, movement, sleep, and hormone therapy where indicated; psychology with the mindset and 

identity work that stops you blaming yourself for your symptoms; social with the relationships and workplace 

structures that support your health rather than undermining it. This is not a pick-one approach. This is all-of-it, 

in the right order, with the right support. 

3.3 Rewiring Your Career for Midlife 

Nadine had been a senior project director at a national infrastructure firm for eleven years when she found 

herself sitting in her car in the office carpark, unable to open the door. This was a woman who had once run 

million-dollar tenders, managed teams of forty, flown interstate weekly and now the thought of walking into the 

Monday morning leadership meeting made her hands shake and her stomach churn. "I thought I'd lost my 

nerve," she told me later. "I thought I'd just gone soft." What Nadine was actually experiencing was a 

completely predictable convergence of cognitive fatigue from plummeting estradiol, decision-making overload 

from years of high-stakes work without genuine recovery, and a workplace culture that treated any sign of 

human limitation as a performance issue. She didn't need to quit her career. She needed to redesign it for the 

brain and body she had now and that redesign, it turned out, made her better at her job, not worse. 

Career reinvention in midlife is not about admitting defeat. It is about aligning your work with your actual, 

current biopsychosocial profile, instead of continuing to force yourself into a shape that fit you a decade ago and 

is now cutting off your circulation. The first step is a brutally honest audit of what your role actually demands 

from you neurologically, physically, and emotionally on a typical day. How many consecutive hours of deep 

cognitive work are required? How many back-to-back meetings with no recovery time? How much emotional 

labour in managing stakeholder egos or team dynamics? How much travel, how much screen time, how much 

context-switching? Write it all down, and then sit with it and ask yourself: which of these demands are currently 

compatible with my energy, my cognition, and my nervous system, and which are not? 

The second step is identifying the non-negotiables, the parts of your work that you cannot outsource, defer, or 

redesign and the negotiables, the parts where you have more leverage than you think. Nadine discovered that the 

biweekly interstate travel, the seven a.m. start times, and the expectation of constant email availability were 

negotiables; the strategic oversight of her projects and her client relationships were non-negotiables, and also the 

parts she was best at. Too many midlife women collapse the entire role into an all-or-nothing proposition: either 

I can do everything I used to do, or I need to walk away. The truth is almost always somewhere in the middle, 

and finding it requires you to get specific, get practical, and then get brave enough to have the conversation. 

The conversation with your boss is not a confession. It is a proposal. "I'm committed to delivering X outcomes, 

and here is the structure that allows me to do that at my highest level" is a leadership move, not a weakness 



disclosure. Frame it around value and sustainability: "I've noticed that my most impactful work on strategic 

tenders happens when I can do deep-focus blocks of four hours without interruption. I'd like to propose that I 

protect Tuesday and Thursday mornings for that work, shift my interstate trips to once a month instead of twice, 

and delegate the weekly reporting to my deputy, which also develops her capability. Here's how I'll maintain 

communication and accountability in that structure." That is not a woman asking for special treatment that is a 

senior leader optimising her performance, and any boss who cannot hear the difference is telling you something 

important about your future in that organisation. 

For some women, role redesign within the current organisation is the right move, and it buys them years of 

satisfying, high-impact work. For others, the organisation itself is so inflexible or so dismissive of midlife health 

that the better option is to step into portfolio work: a mix of consulting, board roles, coaching, project-based 

contracts, or part-time executive work that gives you control over your schedule and your cognitive load. 

Portfolio work is not a consolation prize it is often the most intellectually stimulating, financially rewarding, and 

personally sustainable phase of a midlife career, and it plays to the very strengths that this season amplifies: 

your strategic judgement, your network, your ability to see patterns and cut through noise. Nadine eventually 

left her firm, not in defeat but with a consulting contract from them as her first client, and built a portfolio that 

gave her more income, more autonomy, and more energy for her life outside work. She told me later that 

redesigning her career around her biology was the most intelligent business decision she had ever made. 

There is also the question of identity, which Chapter 5 will explore in depth, but I want to touch on it here 

because it is often the biggest obstacle to career redesign. If you have built your sense of self on being the 

woman who never drops a ball, who powers through, who outworks everyone else in the room, the prospect of 

stepping back from any part of that can feel like erasure, like you are losing the very thing that made you 

successful. But what if success in midlife looks different than success at thirty-five, not because you are 

diminished, but because your priorities and your physiology have evolved? What if being the woman who 

designs her work around her health, who models sustainable high performance, who chooses impact over 

martyrdom, is actually a more impressive and more enjoyable identity than being the woman who burned herself 

out trying to prove she could still run on empty? You don't have to answer that today. But I want you to start 

asking it. 

The practical steps, then: audit your role demands against your current capacity, identify negotiables and non-

negotiables, draft your proposal in the language of value and performance, and either have the conversation or 

begin exploring what portfolio work could look like for you. Do not quit your job in a fog of exhaustion, make a 

plan first, build your external options, know your numbers. And do not assume that the solution is always to 

leave; sometimes the fix is simpler and closer than you think. What midlife career redesign actually requires is 

not a personality transplant but a clear-eyed, unapologetic assessment of what you need to do your best work, 

and the willingness to ask for it. That is not weakness. That is leadership. 

3.4 The Partner Conversation 

Let me tell you about Tom and Louise. Louise was fifty-three, deep in the chaos of late perimenopause, and 

Tom was fifty-seven, and according to Louise, "grumpy all the time, sleeping terribly, and completely checked 

out." She was furious at him for being unsupportive, and he was resentful that every conversation seemed to 

circle back to her symptoms and her exhaustion. When they finally came to see me together, it took about fifteen 

minutes of careful questions to realise that Tom was almost certainly in andropause his testosterone had 

dropped, his estradiol conversion was off, his cortisol was chronically elevated, and he was every bit as depleted 

and foggy as Louise was, but he had no framework for understanding it, and neither did she. They had been 

blaming each other for a shared biological transition that nobody had named. 

This is the dynamic I see again and again: two people, both in major neuroendocrine shifts, each feeling unseen 

and unsupported, each interpreting the other's withdrawal or irritability as a relationship failure rather than a 

health issue. The practical guide to talking about andropause with your partner starts with timing. Do not launch 

this conversation at ten p.m. when you are both exhausted and resentful. Do not bring it up in the middle of an 

argument. Say something like: "I've been learning about what's happening to my body and brain in midlife, and 

I learned something about what might be happening for you too. Can we find a time this weekend to talk about 

it, just the two of us, when we're both calm?" You are not ambushing him with an accusation, you are inviting 

him into a shared understanding that might explain things for both of you. 

The conversation itself needs to be built on curiosity, not blame. Instead of "You're so moody and you never 

want sex anymore," try "I've noticed you seem more tired than you used to be, and your sleep sounds rough. I've 



been reading about what happens to men's hormones in their fifties and sixties things like irritability, low 

energy, brain fog, low libido, and I wondered if any of that resonates for you." Hand him a list of andropause 

symptoms if you have one or point him toward a resource. Make it about his wellbeing, not just about how his 

behaviour affects you, even though that is also legitimate and also matters. If he can see this as a health issue 

rather than a character attack, the defensiveness often drops and the conversation opens up. 

Then talk about the shared fatigue. This is the piece most couples miss. You are both exhausted, both 

overwhelmed, both wondering where your spark went, and instead of seeing that as common ground, you see it 

as competition: whose tired is worse, whose day was harder, who is carrying more of the load. What if you 

could name it as a shared challenge instead? "It seems like we're both running on empty right now, and I don't 

think it's either of our fault. Can we figure out together what's happening biologically and what we can do to 

support each other through it?" This reframe alone can shift the entire emotional tone of a household from 

mutual resentment to mutual problem-solving. 

Practical support needs to be specific. "I need more help around the house" is vague and easy to deflect. "I am 

hitting a wall every afternoon around three, and if I could lie down for twenty minutes then, I could handle the 

evening. Could you take over dinner prep on weeknights, or could we batch-cook together on Sundays so it's 

less of a daily crunch?" is specific, actionable, and hard to argue with. Similarly, if what you need from him is 

not more chores but more emotional presence, say that clearly: "I don't need you to fix anything, I need you to 

sit with me for ten minutes after the kids are in bed and just listen while I download my day. I feel less alone 

when you do that." Most partners want to help; they just genuinely do not know what would actually help, and 

the midlife fog makes guessing even harder than usual. 

One of the most powerful tools in the partner conversation is to name what you appreciate alongside what you 

need. When you are drowning, it is easy to only communicate distress, and your partner can start to feel like 

nothing but a complaint receptacle. "I know this has been hard on you too, and I see how patient you've been 

when I've been irritable. I don't take that for granted." That single sentence, offered genuinely, can open a door 

that months of frustration have been slamming shut. It signals that you are still a team, that you still see him as a 

person, that this is a crisis you want to navigate together rather than a war you want to win. 

And if he is resistant, if he dismisses the idea of andropause, refuses to see a doctor, insists that he is "fine" and 

you are the one with the problem do not abandon the conversation, but do adjust your strategy. Some men will 

only engage with their own health when they see the concrete impact on their life: a missed promotion, a fitness 

decline, a sexual issue, a moment of professional embarrassment. Lead with the data that matters to him, not the 

data that matters to you. And while you are waiting for him to come around, protect your own energy. You 

cannot drag a partner through a health transition he refuses to acknowledge, that is his work, not yours but you 

can set boundaries around what you will and will not absorb, and you can make sure your own treatment and 

support are in place regardless of his choices. Your health cannot wait for his readiness. 

When this works, when both partners get the testing, the treatment, and the understanding they need the shift is 

remarkable. Tom eventually saw a men's health GP, started testosterone therapy, cleaned up his sleep and 

alcohol intake, and Louise told me six months later that they were "back to being us again, except better, 

because we actually understand what's happening in our bodies now." They stopped blaming each other and 

started fighting for each other. That is the partnership midlife can build, if you are both willing to name the 

biology, ask for what you need, and stop pretending you are too strong to need help from the person who 

promised to stand beside you. 

Chapter 4: Recovery – Setbacks, Troubleshooting, and the 
Non-Linear Path 

4.1 When the First Protocol Doesn't Work 

Karen had done everything right. She'd tracked her symptoms for three months, filled out the self-advocacy 

script from the hormone detective kit, and walked into her GP's office with a clear request for blood work across 

estradiol, progesterone, testosterone, thyroid, and cortisol. When the results came back showing her testosterone 

was barely detectable and her estradiol was sitting at post-menopausal levels despite still having irregular 

cycles, she felt a strange mix of vindication and terror. Finally, proof it wasn't all in her head. Her doctor 

prescribed an estradiol patch and oral progesterone, and Karen went home feeling like she'd finally cracked the 



code. Three months later, she was sitting in my office in tears. Her anxiety was worse, she'd gained four kilos, 

her breasts were tender, and she was bleeding unpredictably. 'I thought this was supposed to fix me,' she said, 

her voice cracking. 'What did I do wrong?' 

You didn't do anything wrong. That's the first thing I told Karen, and it's the first thing I need you to hear. 

Hormone therapy is not a light switch, and your body is not a simple machine where you insert estradiol and out 

comes wellbeing. The initial protocol your doctor prescribes is an educated starting point, not a final destination, 

and the gap between those two things is where so many women lose hope because nobody warned them that 

trial and error is built into the process. Transdermal estradiol might not absorb well through your skin. Oral 

progesterone might make you drowsy and foggy during the day, or it might not be enough to protect your 

uterine lining, hence the breakthrough bleeding. Your testosterone replacement might be a cream that your body 

converts too aggressively into estradiol, spiking your levels and making you feel worse before you feel better. 

None of this means the treatment has failed. It means your body is giving you data, and you need someone who 

knows how to read it. 

The most common troubleshooting issues I see fall into a few predictable buckets, and knowing them in advance 

can save you months of suffering in silence. First, dosing: the starting dose is exactly that, a start. Some women 

need to titrate up slowly over weeks or months to find their sweet spot, while others find they're actually on too 

much and need to step down. I've worked with women who felt dramatically better on half the standard starting 

dose of estradiol, and others who needed to push past the typical maximum before their brain fog lifted. Your 

body doesn't read the prescribing guidelines. Second, delivery method: patches, gels, sprays, oral tablets, 

troches, pellets, injections. Each route delivers hormones differently, with different absorption rates, different 

metabolic pathways, and different side effect profiles. A woman who feels nothing on a patch might thrive on a 

gel applied to her inner thighs. A woman who gets nauseous from oral progesterone might sleep beautifully on a 

vaginal pessary. The delivery method matters as much as the molecule itself. 

Third, and this is where the Australian healthcare gap bites hard, you may need to push for a second opinion or a 

specialist referral when your GP runs out of road. Most GPs receive minimal training in menopause 

management, sometimes as little as a few hours across their entire medical degree, and many have never 

prescribed testosterone to a woman because the prescribing guidelines are restrictive and the PBS listing is 

limited. If your GP has tried one or two adjustments and you're still struggling, that is not a failure on your part. 

It's a signal that you need a menopause-aware practitioner, whether that's a GP with additional training, a 

gynaecologist, an endocrinologist, or a specialist menopause clinic. I've seen women spend years on the wrong 

protocol because they were too polite to question their doctor, too exhausted to advocate, too afraid of being 

labelled difficult. Your suffering is not a politeness test. 

There's also the timing factor, which almost nobody talks about. Hormone therapy can take weeks or months to 

reach a steady state, and during that adjustment period, your symptoms might temporarily worsen. Your 

estrogen receptors have been starved, and when they suddenly get fuel again, they can overreact before they 

settle. Your progesterone sensitivity might mean you feel sedated and flat for the first few cycles until your body 

adapts. Your testosterone cream might initially convert to estradiol faster than your body can handle, causing 

breast tenderness and mood swings that resolve once your aromatase enzyme activity levels out. This is normal, 

and it is temporary, but if nobody told you to expect it, you would reasonably assume the treatment is making 

you worse and stop. Don't stop without troubleshooting first. Call your doctor, describe what's happening, and 

ask: is this an expected adjustment reaction, a dosing issue, or a delivery method problem? You deserve 

answers, not an instruction to just wait and see for another six months. 

And let's address the elephant in the consulting room: the side effects that feel too embarrassing to mention. The 

unexpected bleeding when you thought those days were behind you. The return of acne at forty-nine. The 

vaginal discharge that changed consistency. The libido that still hasn't come back despite being on testosterone 

for months. The hair thinning at your temples while simultaneously sprouting a single determined chin hair. 

These are not trivial, and they are not something you should have to endure in silence because you're grateful to 

be getting any treatment at all. Bring them up. A good practitioner will adjust your protocol and not dismiss you. 

Vaginal bleeding on continuous combined HRT might mean your progesterone dose needs increasing relative to 

your estrogen. Acne might mean your testosterone dose is too high or you'd do better on a different delivery 

method. Libido is complex and involves more than just testosterone, as you now understand, but if you've been 

on treatment for six months with no change, it's time to review everything, including your thyroid, your iron 

levels, and your stress load. Troubleshooting is not complaining. It's the work. 

Finally, I want to say something about the emotional weight of this phase. When you've spent months or years 

feeling invisible and dismissed, finally getting treatment can feel like a lifeline. When that lifeline doesn't hold, 



the disappointment is crushing in a way that goes beyond the physical symptoms. It reactivates every experience 

you've had of not being believed, of being told to try harder, of wondering if maybe this really is just who you 

are now. I have sat with women who weep in my office not from pain but from the exhaustion of hoping and 

then having that hope deflate. This is not weakness. This is what happens when you've been swimming against a 

current for years and someone throws you a rope that turns out to be frayed. The antidote is not to give up. It's to 

get a better rope, and someone who knows how to tie it. Troubleshooting your protocol is not a sign that you're a 

difficult case. It's a sign that you're committed to finding what works for your actual body, not  the textbook 

version of it. 

4.2 The Shame Spiral and How to Climb Out 

There is a particular flavour of shame that shows up when you've been doing better and then you're not. It's 

sharper, somehow, than the shame of never having improved at all. When you've had weeks of clearer thinking, 

steadier moods, better sleep, and then suddenly you're lying awake at three in the morning with your heart 

hammering and your brain cycling through every mistake you've ever made, the voice in your head doesn't say 

"this is probably just a hormone fluctuation." It says: see? You haven't changed. You're still broken. You're still 

failing. And the worst part: you let yourself believe you could actually get better. That voice is not the truth. It's 

cortisol and cognitive distortion wearing a very convincing costume, and I need you to learn how to recognise it 

before it drags you under. 

The shame spiral in midlife recovery has a predictable architecture, and mapping it helps you see it for what it is 

instead of mistaking it for a moral failing. It usually starts with a trigger: a bad night's sleep, a stressful week at 

work, an argument with your partner, a missed HRT dose, a glass of wine that hit differently than it used to. 

Your nervous system registers the stressor and floods you with cortisol. Cortisol disrupts your sleep further, 

which impairs your executive functioning, which makes you less effective at work, which creates more stress, 

which raises cortisol again. Meanwhile, your blood sugar swings because cortisol triggers glucose release, and 

now you're craving carbohydrates and feeling sluggish and bloated, which triggers body-image shame, which 

makes you withdraw from your partner, which creates distance and resentment, which feels like proof that 

you're failing at your relationship too. Within days or weeks, you're back in the exact same place you were 

before treatment, and the narrative in your head is that nothing has worked, you're back to square one, and you 

were foolish to hope. 

Let me tell you what's actually happening. You are not back to square one. You are on a non-linear recovery 

path, and you have hit a dip. The difference between a dip and a full regression is that when you're in a dip, you 

have resources you didn't have before. You have a doctor who knows what you're dealing with. You have a 

protocol that has worked, even if it needs adjusting. You have the tracking skills to identify patterns. You have 

language for what's happening in your body. You have the knowledge that improvement is possible, which is 

not nothing. The shame spiral wants you to forget all of that. It wants you to collapse this moment into every 

moment you've ever struggled, to make it feel eternal and personal and deserved. Your job is to refuse that 

compression. This is a bad week, or a bad month, or a bad season. It is not your whole story. 

Practically, climbing out of the shame spiral requires you to do the opposite of what shame wants. Shame wants 

you to hide, so you need to reach out. Call a friend who gets it, or your coach, or your doctor, and say out loud 

what's happening: I was doing well and now I'm not, and I'm scared this means I'll never be okay. Saying it to 

another human being shrinks it. Shame wants you to stop tracking, because tracking makes the problem visible 

and shame prefers darkness, so you need to pick up your symptom journal again, even if you've abandoned it for 

weeks. Write down what you're feeling, when it started, what was happening in the days before. You'll almost 

always find a trigger, and finding the trigger turns a terrifying mystery into a solvable problem. Shame wants 

you to catastrophise, to decide you need to quit your job or leave your relationship or throw away your HRT 

because none of it is working, so you need to pause and ask: what is the smallest, most reversible step I can take 

right now? Maybe it's going to bed an hour earlier. Maybe it's skipping the evening glass of wine. Maybe it's 

booking a follow-up appointment. Small and reversible. That's the antidote to catastrophic thinking. 

There's also a deeper layer here that I want to name, because I see it in almost every woman I work with and it 

rarely gets spoken about. When you've built a career and an identity around being competent and capable, 

setbacks don't just feel like symptoms. They feel like proof that you're losing the very thing that made you 

valuable. Your brain fog isn't just annoying; it's a threat to your professional identity. Your emotional volatility 

isn't just uncomfortable; it's evidence that you can't be trusted in leadership meetings or with high-stakes 

decisions. Your exhaustion isn't just physical; it's a moral failing, because strong women push through, don't 

they? This is the intersection where psychology meets biology, and it's exactly why the biopsychosocial 



framework matters. Your hormones are fluctuating, and that's real and physical, but the meaning you attach to 

those fluctuations is shaped by decades of conditioning about what makes a woman worthy. You are not your 

executive functioning. You are not your productivity. You are not your ability to perform calm when you're 

falling apart inside. Recovery means disentangling your sense of self from your output, and that work is just as 

important as getting your estradiol dose right. 

I want to give you a specific practice for the shame spiral that I use with my clients and that I've used myself 

more times than I can count. When you notice the spiral starting, the corrosive inner monologue, the urge to 

withdraw, the conviction that you're failing, stop and name it. Literally say to yourself, out loud if you can: this 

is the shame spiral. It is a predictable neuroendocrine response to stress and hormone fluctuation. It feels real 

and it feels permanent, but it is neither. Then ask yourself three questions. One: what happened in the forty-eight 

hours before this started? Two: what is the smallest thing I can do right now to support my nervous system? 

Three: who can I tell? The first question engages your rational brain and interrupts the emotional flood. The 

second gives you agency. The third breaks the isolation. You may not believe the answers at first. Do it anyway. 

The shame spiral doesn't need you to believe you'll get out of it. It just needs you to stop cooperating with it. 

And finally, please hear this: the shame spiral is not a relapse into who you were before you started this work. It 

is a normal, expected part of any significant health recovery. Nobody gets better in a straight line. Nobody. The 

women who make it through are not the ones who never have setbacks. They're the ones who stop interpreting 

setbacks as personal failure and start interpreting them as data. Your body is communicating with you. It's 

saying something has shifted, something needs attention, something needs adjusting. That is not a moral crisis. 

That's information. Treat it as such, and you'll find that each spiral gets shorter and less convincing, because 

you've built the muscles of self-awareness and self-compassion that shame cannot survive. 

4.3 When Your Workplace Doesn't Get It 

Rachel was a senior project manager at a mid-tier construction firm in Western Sydney, a woman who had spent 

seventeen years earning her seat at the table in an industry that wasn't exactly rolling out welcome mats for 

female leaders. She was good at her job, respected by her crews, trusted by her clients, and she had learned to 

manage the constant low-grade stress of being the only woman in most rooms. Then perimenopause hit, and 

suddenly the coping strategies she'd relied on for years, the early starts, the late finishes, the ironclad 

composure, stopped working. She found herself crying in the site office toilet. She forgot a critical deadline and 

had to ask a junior colleague to remind her what was on the schedule. She snapped at a client during a tense 

negotiation, something she would never have done before, and the client complained. Her boss called her in for 

a meeting and told her, with what he clearly thought was kindness, that maybe she needed to think about 

whether this role was still right for her at this stage of life. 

The Australian workplace is not designed for midlife women. It is not designed for women at all, frankly, but it 

is particularly hostile to women whose bodies are going through a major neuroendocrine transition that affects 

their cognition, their emotional regulation, their energy, and their confidence. And because we don't talk about 

it, because menopause is still whispered about in office kitchens like a shameful secret, women like Rachel are 

left to navigate a professional crisis without any context for what's actually happening to them. Their 

performance dips get interpreted as capability issues. Their emotional responses get framed as instability. Their 

requests for flexibility get met with scepticism, as though asking to start an hour later so you can recover from a 

night of drenching sweats is somehow a sign that you're not committed to your career. And the women 

themselves, lacking any other explanation, often agree with this assessment. They think they're failing. They 

think they can't hack it anymore. They think they should step back, step down, step out. 

Let me be blunt: if your workplace cannot accommodate a health transition that affects every woman who lives 

long enough, the problem is not you. The problem is a system that has ignored female biology for its entire 

existence, built by and for people who never had to think about hormone cycles because theirs barely fluctuated. 

That doesn't mean you're powerless. It means you need a strategy. The first step is knowing your rights, and in 

Australia, you have more than you might think. Menopause is not explicitly named in the Fair Work Act, but the 

general protections provisions prohibit discrimination based on sex, age, and disability, and a growing number 

of legal experts and unions are arguing that menopause-related discrimination falls under all three. If your 

employer fails to make reasonable adjustments for menopause-related symptoms and you are disadvantaged as a 

result, you may have grounds for a complaint. This is not a theoretical argument. The Australian Human Rights 

Commission has identified menopause and perimenopause as emerging areas of workplace discrimination, and 

several high-profile cases are currently reshaping the legal landscape. Know your rights, not so you can march 

into HR threatening litigation, but so you can advocate from a position of strength, not desperation. 



The second step is deciding how much you want to disclose and to whom. This is deeply personal, and there is 

no single right answer. I have worked with women who chose to be completely open with their managers and 

teams, framing their experience as a health transition that they were managing with medical support, and who 

found unexpected allies and accommodations as a result. I have also worked with women who disclosed to a 

single trusted HR contact and kept it entirely private from their direct manager, because they reasonably judged 

that their manager would not respond well. Your decision should be based on your specific workplace culture, 

your relationship with your manager, your industry norms, and your gut instinct about safety. If you choose to 

disclose, frame it in terms that make the business case clear. You are not asking for special treatment. You are 

informing your employer of a temporary health condition that affects a significant percentage of the workforce, 

and you are proposing reasonable adjustments that will allow you to continue performing at a high level. Stick 

to the facts: these are my symptoms, this is how they impact my work, these are the adjustments that would 

help, this is the timeline I anticipate. You don't owe anyone your emotional journey. You owe them enough 

information to support you effectively. 

Reasonable adjustments are not a favour. They are a recognition that all employees go through periods where 

their capacity fluctuates, and that good organisations design for that reality instead of punishing it. For a woman 

in perimenopause, reasonable adjustments might include flexible start times to accommodate poor sleep, the 

option to work from home on days when hot flushes or anxiety are severe, a desk near a window or a fan, access 

to a quiet room for breaks, or a temporary redistribution of tasks that are most affected by brain fog, such as 

detailed data entry or high-stakes presentations, while you stabilise on treatment. These are not extravagant 

requests. They are minor modifications that cost the organisation almost nothing and prevent them from losing a 

senior, experienced, valuable employee. If your employer refuses them, that tells you something important about 

how they value midlife talent, and it gives you information you need for the next decision. 

Which brings me to the hardest question: when is it time to leave? I am not a proponent of quitting at the first 

sign of resistance. You have invested years, possibly decades, in your career, and you should not walk away 

from that lightly. But there is a difference between a workplace that is awkward and uninformed but willing to 

learn, and a workplace that is actively hostile. If you've made reasonable requests and been denied, if you've 

disclosed in good faith and been sidelined, if you're spending more energy managing your boss's discomfort 

than managing your own health, it may be time to consider whether this organisation deserves you. The good 

news is that the Australian labour market is increasingly hungry for experienced professionals, and there are 

employers, particularly in the public sector, education, health, and progressive private companies, who have 

menopause policies in place and who see supporting midlife women as a competitive advantage. You do not 

have to stay in a place that treats your biology as a liability. Leaving is not failure. It is strategic resource 

allocation. You are redirecting your talent to somewhere it will be valued. 

Finally, I want to address the financial fear that underlies so many of these decisions. Many women in midlife 

are at peak earning capacity, carrying mortgages, supporting children through school or university, and possibly 

also supporting ageing parents. The idea of leaving a stable job feels reckless, even when that job is slowly 

destroying your health. I understand that fear. It is real and it is rational. What I would ask you to consider is the 

cost of staying. What is it costing your health to keep white-knuckling through days when your brain won't 

cooperate? What is it costing your relationships to come home depleted and raging? What is it costing your 

future earning potential to stay in a role that is eroding your confidence and your executive functioning skills, 

making you less competitive for the next opportunity? Sometimes the financially responsible choice is to leave 

before you burn out completely and can't work at all. If you're in this position, please don't make the decision 

alone. Talk to a career coach like myself who understands midlife transitions. Talk to a financial planner. Talk 

to your partner, if you have one. Map out your options with concrete numbers, not catastrophic fantasies. You 

may find you have more room to move than you think, especially if you're open to portfolio work, contracting, 

or a lateral move that preserves your income while changing your environment. Your career is not a single 

fragile thing that will shatter if you step away from one employer. It's a body of experience and skill and 

relationships that travels with you. 

4.4 The Ripple Effect in Your Relationship  

Michelle had been with her husband Dave for twenty-three years. They'd met in their late twenties, built a life 

together in Newcastle, raised two sons who were now at university, and navigated the usual ups and downs of a 

long marriage with what Michelle would have described as solid teamwork. When perimenopause hit, 

everything shifted. Michelle was exhausted, irritable, and suddenly uninterested in sex after decades of a 

satisfying intimate life. Dave, who was fifty-five and going through his own hormonal changes, though neither 

of them had language for it yet, was also tired, also irritable, also struggling with a libido that had quietly 



tanked. But while Michelle was reading books and seeing doctors and trying to understand what was happening 

to her body, Dave was doing what most Australian men of his generation do: saying nothing, withdrawing, and 

privately wondering if his wife didn't love him anymore. They slept in the same bed but felt miles apart, two 

people who had once finished each other's sentences now avoiding each other's eyes. 

The relationship impact of midlife hormonal changes is enormous and enormously under-discussed. We talk 

about hot flushes and brain fog, but we don't talk about what happens when a woman who has managed the 

emotional labour of her household for twenty years suddenly can't, or won't, or doesn't have the capacity to do it 

anymore. We don't talk about what happens when her partner, who may be experiencing his own andropause 

with its attendant mood swings, muscle loss, fatigue, and erectile difficulties, interprets her withdrawal as 

rejection and responds with his own defensive withdrawal. We don't talk about the resentment that builds when 

one person is doing all the work to understand what's happening and the other person is pretending everything is 

normal. The silence in Australian bedrooms and living rooms around this topic is deafening, and it is costing 

people their marriages at exactly the point when, with the right support, their relationships could become deeper 

and more honest than ever before. 

If you have a resistant partner, someone who refuses to engage with what you're going through, who dismisses it 

as an excuse or tells you to just get on with it or worse, takes your symptoms personally as evidence that you 

don't care about them anymore, you need a different strategy than the one you've been using. Nagging, 

explaining, sending articles, or this book and getting increasingly frustrated as he fails to respond is not 

working, and it's not going to start working. What often does work, in my experience, is a direct conversation 

that bypasses emotional appeals and goes straight to the practical reality. Something like: I am going through a 

significant health transition that is affecting my brain, my body, and my emotions. I am getting medical support 

and I expect to improve, but this will take time. Right now, our relationship is suffering, and I need you to 

engage with this so we can get through it together. I am not asking you to become an expert. I am asking you to 

come to one appointment with me, or read one chapter of one book, or have one conversation with a couples 

counsellor who understands midlife. If you are unwilling to do that, I need you to be honest with me about why, 

because I can't stay in a marriage where I'm navigating a major health crisis alone. 

This is not an ultimatum. It's a clear statement of your needs and an invitation. Some men will rise to it. They've 

been waiting for permission, or they've been paralysed by not knowing what to do and afraid of doing the wrong 

thing. They need a specific, concrete ask, not a vague complaint. Other men will not rise to it, or not right away, 

and that's when you need to decide what you're willing to tolerate and for how long. I have seen women give 

their partners six months to engage, with clear milestones, and I have seen those relationships transform when 

the man finally understood that this was serious. I have also seen women decide, after years of trying, that they 

were done, and that leaving was the healthiest choice they could make for themselves. There is no single right 

outcome here. There is only you, your needs, your safety, and your sense of what is possible. 

If your partner is willing but struggling himself, if he's got his own symptoms of andropause and is also feeling 

lost and exhausted and not like himself, you have a different opportunity. You can become a team in this, two 

people navigating parallel transitions and learning to support each other. This requires both of you to get 

educated about what's happening in each other's bodies, which is not a small ask when you're both already 

depleted. But the payoff is significant. When Dave finally agreed to see a men's health specialist and got his 

testosterone checked, it came back at the very bottom of the reference range. He started treatment, and within 

months his energy improved, his mood lifted, and his interest in life, and in Michelle, returned. They began 

walking together in the evenings, something they'd done when they were first dating, and slowly, awkwardly, 

started talking again. Not about logistics and children and bills, but about how they were feeling, what they were 

afraid of, what they wanted for the next chapter. Michelle told me later that she felt like she was meeting her 

husband for the first time in years, and he said the same about her. 

Rebuilding intimacy after months or years of distance is slow work, and it requires you to let go of the idea that 

things should just snap back to how they were. They won't, and that's not a failure. Your bodies are different 

now. Your nervous systems are different. Your desires and capacities are different. The goal is not to recreate 

your thirty-year-old sex life, which frankly might not have been that great anyway. The goal is to discover what 

feels good and connecting and genuine for you now. This might mean more non-sexual touch, more time spent 

talking before anything physical happens, more explicit communication about what you want and don't want. It 

might mean using lubrication, vaginal estrogen, or pelvic floor physiotherapy to address physical changes that 

make sex uncomfortable. It might mean redefining what intimacy looks like entirely, such that it includes more 

emotional closeness and less pressure to perform a certain kind of sexuality. None of this is a downgrade. It's an 

upgrade to honesty. 



The relationship work of midlife is not separate from the hormone work. It is part of the same project, the 

biopsychosocial project, of becoming whole. You cannot separate your estradiol levels from your ability to feel 

desire or your capacity to tolerate your partner's annoying habits. You cannot separate your partner's 

testosterone levels from his mood or his willingness to engage with you emotionally. You cannot separate the 

stress of a strained marriage from your cortisol, your sleep, your blood sugar, your weight. Everything is 

connected, which means that addressing your relationship directly, even when it's uncomfortable, even when 

you're exhausted, even when you're not sure it will work, is as essential to your health as your HRT prescription. 

You don't have to fix everything at once. You just have to stop pretending that the distance between you and 

your partner is normal, or inevitable, or not worth addressing. It is worth addressing. You are worth addressing. 

And the conversation you've been avoiding might be the one that changes everything. 

Chapter 5: Identity Shift – Stronger, Clearer, More Yourself 
Than Ever 

5.1 The Post-Crisis Self – Letting Go of the Old You 

Professor Elaine Kamara sits in her office at the university, the late-afternoon Canberra light slanting through 

the window onto a desk that, eighteen months ago, she was ready to walk away from forever. She is fifty-four, a 

dean now, Aboriginal and Torres Strait Islander heritage, married thirty years to a man who paints large abstract 

canvases in a shed they built together when the kids were small. Back then eighteen months ago she could not 

hold a thought for longer than a minute. She would stare at faculty reports and feel the words dissolve into grey 

static, her once-fierce intellect muffled behind a wall of exhaustion she could not name. She performed 

competence through sheer muscle memory while privately believing she was losing her mind, her career, and 

the self she had spent decades constructing. Today she sits in the same chair, in the same office, and the 

difference is not that the work got easier it is that she stopped being the person who needed it to be easy in order 

to feel worthy. 

This chapter is about what comes after. Not after the symptoms resolve, because resolution is never a single 

event it is a slow gathering, a recalibration that unfolds over months and years but after the crisis of identity that 

midlife hormonal change ignites. The woman who emerges from the unravelling, from the detective work and 

the trial and error and the hard conversations, is not the same woman who entered it. She cannot be. And that, I 

want you to hear clearly, is not a loss to grieve. It is the whole point. The post-crisis self is not a diminished 

version of the woman you were at thirty-five or forty she is a woman who has been forged in a fire that burned 

away the parts of her that were never truly hers to begin with. The people-pleasing reflexes, the over-

functioning, the identity fused entirely with output and approval, these were not your essence. They were 

adaptations. And midlife, if you let it, will strip them away and ask you to meet yourself without the armour. 

Letting go of the old identity is terrifying because, for most of us, that identity was the source of every external 

validation we ever received. This was me and I see this in the women I coach, high-achieving professionals who 

climb ladders, built teams, solved problems, and rewarded for it repeatedly, until the rewards became the mirror 

in which we saw ourselves. When the executive functioning takes a hit, when the energy collapsed, when the 

emotional volatility made us unrecognisable to ourselves, the mirror cracked. What we felt was not just 

confusion or fatigue it was a profound existential vertigo, the sudden terror of not knowing who we are if we 

could not perform who we had always been. I want to name that vertigo openly here, because if you are in i t 

right now, I need you to know it is not a sign that you are on a downward spiral. It is a sign that you are standing 

at the threshold of a self that is realer than the one you constructed to survive. 

The letting go is not passive. It is not about surrendering to decline or accepting less. It is an active, deliberate 

practice of noticing which parts of your old identity were genuinely yours, your curiosity, your strategic mind, 

your deep care for doing work that matters and which parts were costumes you wore because the world told you 

they were required. The woman who apologised before speaking in meetings, who said yes to every request 

because no felt dangerous, who managed everyone’s emotions before her own, who equated exhaustion with 

virtue. That woman was built in a particular context, for particular reasons. She kept you safe, she got you far, 

and you can thank her without agreeing to inhabit her forever. The post-crisis self gets to choose. 

One of the most liberating discoveries women make at this stage is that their values have shifted, not 

disappeared, not weakened, but shifted and that this is biologically appropriate. The neuroendocrine changes of 

midlife recalibrate what the brain prioritises. The dopamine-driven chase for external markers of success often 



quiets, and in its place arises something older and steadier: a desire for meaning, for connection, for work that 

aligns with what you actually believe, for relationships in which you can stop performing. Women tell me, again 

and again, that they care less about things they used to care about obsessively; promotion titles, other people’s 

opinions, being liked by everyone in the room and they initially interpret this as apathy or depression. It is 

neither. It is your brain finally asking a different question: not "what will make me look successful?" but "what 

will make me feel alive?" 

There is a phrase I hear often from women in this phase, and it is this: "I don’t know who I am anymore." It is 

said with grief, and I honour that grief. But I also hear it as an opening. Not knowing who you are is the 

prerequisite for discovering who you might become. The old self was a known quantity, predictable, legible, 

validated by systems that may have been using you more than they were seeing you. The new self is emergent, 

still taking shape, and that ambiguity can feel like free fall if you do not have a framework to hold it. The 

framework I offer is this: your post-crisis self is not something you invent from scratch. It is something you 

excavate. Underneath the exhaustion and the fog and the shame, there is a woman who has always known what 

she values, what energises her, what kind of work makes her lose track of time, what kind of people make her 

feel safe. She has just been buried under decades of shoulds, and the unravelling has loosened the soil. 

Practically, this excavation looks like asking questions you have not allowed yourself to ask. Not "how do I get 

my old life back?" because that question assumes the old life was the right one, which it may not have been but 

"what do I actually want my days to feel like?" "When have I felt most myself in the past year, and what were 

the conditions that made that possible?" "If I stopped trying to prove my worth, what would I spend my energy 

on instead?" These are not rhetorical questions. They are prompts for a journal you keep, for conversations you 

have with a coach or a trusted friend, for moments of stillness you carve out even when stillness feels 

uncomfortable. Because the discomfort of stillness and the urge to fill it with tasks and noise, is itself 

information. It tells you how long you have been running on a treadmill you did not choose. 

The post-crisis self also comes with a quality that I see women almost apologise for, and I want you to stop 

apologising for it immediately: you will have fewer f***s to give. This is not a personality defect. It is the 

natural, neurobiologically supported outcome of realising that you spent decades caring deeply about things that, 

in the end, did not care back. The company that took your loyalty and gave you burnout. The social expectations 

that required you to shrink your body, your voice, your needs. The internal critic that told you that you were 

never quite enough, never quite ready, never quite deserving. When your hormones stabilise and your clarity 

returns, you will look at all of that and think genuinely, without drama,,,,,,"I do not have time for this anymore." 

And you will be right. This is not bitterness. It is discernment. It is the wisdom that only comes from having 

been through something hard and come out the other side knowing what actually matters. 

Elaine, sitting in her office with the afternoon light, tells me that the thing she most grieves is not the career she 

almost left, she redesigned that, as we explored earlier, and it fits her now in ways it never did before. What she 

most grieves, she says, is the years she spent believing she was failing when she was actually just changing. "I 

thought I was losing everything," she says, "and it turned out I was just losing the parts that were never mine." 

She pauses, looks out the window at the eucalypts stirring in the wind, and adds: "I didn’t know I was allowed 

to be this free." This is what waits for you on the other side of the identity shift, not a perfect life, not a life 

without difficulty, but a life in which you are no longer at war with your own nature. A life in which you have 

stopped apologising for who you are becoming. 

5.2 Leadership in Midlife Is Different and Better  

There is a particular kind of leadership that only becomes possible after you have been humbled by your own 

biology. It is not the leadership of certainty, of the fast answer and the unshakeable facade that kind of 

leadership is often just performance, and midlife strips away the energy required to sustain a performance. The 

leadership that emerges on the other side of this transition is quieter, more embodied, and far more powerful. It 

is rooted in experience rather than in impressing, in perspective rather than in speed, in the kind of empathy that 

does not drain you because you have learned where you end and another person begins. I want to name this 

explicitly because too many midlife women in leadership positions feel like they are losing their edge when, in 

reality, they are gaining something rarer and more valuable: depth. 

The corporate world has a bias toward youth that it dresses up as a bias toward innovation, but anyone who has 

spent real time inside organisations knows that innovation without wisdom is expensive chaos. The forty-eight-

year-old executive who no longer jumps to solve every problem the moment it lands on her desk is not 

disengaged, she is discerning. She has seen enough cycles to know which fires will burn out on their own and 



which need immediate attention. The fifty-three-year-old director who asks quiet questions in a meeting instead 

of dominating the conversation is not diminished, she is strategic in a way that only comes from having watched 

a hundred loud voices lead their teams into avoidable disasters. Midlife leadership is leadership that has been 

pressure-tested by life itself, and that testing produces a steadiness that no amount of executive coaching can 

replicate. 

What often surprises women is that this steadiness is not just psychological, it is neurobiological. When your 

hormone balance is restored, when your cortisol is no longer spiking unpredictably and your dopamine 

pathways are functioning again, your brain literally has more capacity for the kind of complex, integrative 

thinking that defines real leadership. You can hold multiple perspectives without drowning in them. You can sit 

with ambiguity without panicking. You can make decisions that factor in the human cost without becoming 

overwhelmed by it. This is not softness; it is the hard-won capacity to lead whole human beings rather than just 

managing outputs. And in a world where burnout, disengagement, and mental health crises are costing 

organisations billions, this kind of leadership is not a nice-to-have. It is an urgent necessity. 

There is also something specific that happens to empathy in midlife, and it is worth naming carefully. Before 

this transition, many high-achieving women I work with were what I call untrained empaths, they absorbed the 

emotions of everyone around them, carried the unspoken anxieties of their teams, and felt personally responsible 

for fixing every interpersonal tension. This was exhausting, unsustainable, and often confused with being a 

"good leader." What midlife offers, if you do the work, is the transformation of untrained empathy into skilled 

empathy. Skilled empathy means you can see someone’s pain, understand its source, and respond with 

compassion without taking that pain into your own nervous system as if it were yours. You learn the difference 

between caring for someone and carrying them. This boundary, far from making you cold, makes you more 

effective. It frees up bandwidth for the strategic thinking, the mentoring, and the advocacy that only you can do. 

Mentoring becomes one of the great gifts of midlife leadership, and I see women discover this with a kind of 

surprised delight. After decades of being the one striving, proving, climbing, they find themselves in rooms with 

younger women and younger men who are hungry for exactly the perspective they now carry so naturally. The 

mentoring is not about telling someone what to do; it is about asking the questions that open up possibilities 

they could not see. It is about normalising struggle without catastrophising it. It is about saying, with the 

authority of someone who has been through it, "You are not failing. You are in a hard season, and hard seasons 

end." There is a deep satisfaction in this that has nothing to do with titles or salaries, it is the satisfaction of 

contributing to someone else’s growth from a place of genuine abundance rather than competitive scarcity. 

I want to address something that many women in midlife leadership roles feel but rarely articulate: the fear that 

if they stop pushing, grinding, and proving, they will become invisible. This fear is real, and it is rooted in a 

workplace culture that has historically treated women over fifty as either irrelevant or disposable. But here is 

what I have observed consistently in my work with midlife leaders across Australia: the ones who step into their 

authority who own their experience instead of downplaying it, who speak with the clarity that comes from 

knowing what matters, who refuse to apologise for having boundaries are not ignored. They are listened to 

differently. Their voices carry a weight that cannot be manufactured. The invisibility they feared turns out to be, 

in many cases, a superpower because the people who matter, the ones making real decisions, recognise the 

difference between noise and wisdom. 

There is also the question of ambition, which I want to handle honestly because it is one of the most tender 

topics in this entire book. Some women find that their ambition, as they previously understood it, simply 

evaporates and they panic, thinking they have lost their drive, their purpose, their identity as a high achiever. 

Other women find that their ambition sharpens and redirects they want different things now, bigger things in 

some cases, but the fuel has changed. They are no longer driven by fear or the need to prove worth; they are 

driven by a genuine desire to shape something meaningful, to leave a legacy, to use their influence in ways that 

align with their deepest values. Both trajectories are valid. The key is to stop measuring your ambition against 

the yardstick you used at thirty-five and to start asking: what does ambition look like for me now, in this body, 

with this brain, with your life experience in this season of life? 

For the women whose ambition intensifies, midlife often brings a willingness to take risks that felt impossible 

earlier. This is partly hormonal, testosterone, when balanced, supports assertiveness and risk tolerance and 

partly existential. When you have faced the possibility of losing your health, your career, or your sense of self, 

the fear of failure recalibrates. A pitch that gets rejected, a role you do not get, a project that does not land these 

things still sting, but they no longer threaten your entire identity. You have been through something harder than 

professional disappointment. You have been through the unravelling, and you survived. That survival leaves a 

residue of courage that makes the ordinary risks of leadership feel, finally, proportionate. 



Own this, please. Do not downplay your experience to make others comfortable. Do not preface your insights 

with self-deprecating qualifiers. Do not apologise for being the person in the room who has seen the most, 

knows the most, and carries the most hard-won wisdom. Leadership in midlife is not about having all the 

answers it is about having the capacity to sit with the questions longer, to hold complexity without collapsing it, 

and to guide others not by commanding but by embodying what grounded, clear-eyed authority actually looks 

like. You are not past your prime. You are entering a phase of leadership that the world desperately needs, and 

you get to step into it without apology. 

5.3 Redefining Relationships After the Storm  

When Christine first came to me, she was forty-nine and carried a guilt so heavy it seemed to bend her shoulders 

forward when she spoke. She had been married to her husband, a high school science teacher named Tom, for 

twenty-two years. They had raised two sons together, built a home in the Adelaide Hills, survived the usual 

tensions of careers and mortgages and the relentless logistics of family life. But during the worst years of her 

perimenopause before she knew what was happening, before anyone gave her language for it she had pulled 

away from him completely. She slept in the spare room because his breathing irritated her. She snapped at him 

over small things like dishes left in the sink, a question asked at the wrong moment. She declined invitations to 

dinner, to walks, to the small intimacies that had once held them together. She was not angry at him, exactly she 

was drowning, and she did not know how to ask for help, and so she pushed away the person closest to her 

because his presence made her feel the distance between who she had been and who she was becoming. When 

her health began to stabilise, the guilt rushed in to fill the space the symptoms had left behind. 

This is a story I hear in some form from nearly every woman I coach who is in a long-term relationship. The 

hormonal chaos of midlife does not happen in a vacuum it happens in kitchens and bedrooms, in tense silences 

over dinner, in the quiet devastation of a partner who does not understand why the person they love has become 

unreachable. And when you start to come out the other side, when your mood steadies and your energy returns 

and your capacity for connection begins to flicker back to life, you may find yourself facing not just relief but a 

complicated grief. Grief for the years you lost to the fog. Grief for the pain you caused without meaning to. 

Grief for the version of your relationship that existed before the storm. Redefining relationships after midlife 

means making space for that grief without letting it define what comes next. 

The first step, and it is the hardest, is to stop pretending. For years, decades for some women you may have been 

performing a version of yourself that was more patient, more accommodating, more emotionally regulated than 

you actually felt. You swallowed your irritation, suppressed your needs, managed your partner’s feelings 

because it seemed easier than dealing with conflict. Midlife burns away the capacity for that performance. The 

hormones that once smoothed your edges are fluctuating or declining, and you simply do not have the 

neurochemical resources to maintain a facade. This is often experienced as a crisis; the marriage is falling apart, 

I have become a monster, he does not know who I am anymore, but it is also, if you are willing to see it this 

way, an opportunity. Because the woman who can no longer pretend is the woman who can finally be honest. 

And honesty, while terrifying in the short term, is the only foundation on which real intimacy can be rebuilt. 

I want to say something directly to the women who are carrying shame about how they behaved during the 

worst of it. You were not yourself, but not in the way that phrase is usually used as an excuse. You were 

biologically compromised in ways that affected your mood regulation, your impulse control, your capacity for 

empathy, your very perception of reality. This is not a moral failure; it is a neuroendocrine fact. Your guilt is 

understandable, and it speaks well of you that you feel it, and it means you care about the impact you have on 

the people you love. But guilt that lingers beyond the point of repair becomes a barrier to the very connection 

you are trying to restore. At some point, you have to say to your partner and to yourself "I was not okay, and I 

hurt you, and I am sorry, and I am here now. Can we begin from here?" That last part is crucial: begin from 

here, not from some imagined past before things got hard. 

For relationships to deepen after this transition, both people need to be willing to update their understanding of 

who the other person is. This is particularly acute when the woman has undergone a significant identity shift 

which, as we have explored, she almost certainly has. The partner who fell in love with the thirty-year-old 

version of you is now married to a fifty-year-old woman with different needs, different priorities, different 

tolerances, and a different relationship to her own body and mind. If he continues to interact with you as though 

you are still that thirty-year-old, the disconnection will only grow. This is where the practical communication 

skills we discussed earlier become essential not just for navigating andropause or shared fatigue, but for 

renegotiating the very terms of the relationship. What do you each need now that you did not need before? What 



are you each no longer willing to tolerate? What does intimacy look like when desire is not spontaneous but 

responsive, when connection requires intention rather than assumption? 

There is also something that happens with children whether they are teenagers, young adults, or fully grown 

with families of their own that deserves attention here. Many midlife women carry an enormous load of 

emotional labour for their children, even when those children are perfectly capable adults. The checking in, the 

worrying, the anticipatory problem-solving, the feeling of being perpetually on call for any crisis. Midlife, with 

its clarity and its fewer f***s, often brings a reckoning with this pattern. You may find yourself asking: am I 

supporting my children, or am I enabling their dependence? Am I available because I want to be, or because I 

have been conditioned to believe that a good mother is always available? Letting go of over-functioning in your 

parenting is not abandonment, it is the natural, healthy recalibration that allows your adult children to build their 

own competence while you reclaim the energy that rightfully belongs to your own life. 

Friendships also shift in this season, and I want to normalise that because it can be isolating when it happens. 

The friends with whom you once bonded over shared complaints about work, shared anxieties about ageing, 

shared rituals of wine and venting, these friendships may start to feel hollow. Not because the people are bad or 

the history is meaningless, but because you have changed what you need from connection. You may find 

yourself craving friendships that are based on genuine mutual curiosity rather than commiseration, friendships 

where you can talk about ideas and meaning and what you are building rather than what you are surviving. You 

may find that some friendships naturally fade while others, often unexpected ones, with women who have done 

their own work deepen rapidly. This is not disloyalty. It is alignment. Becoming more yourself will always 

involve losing relationships that were built on the old, less-authentic version of you, and this loss is real and 

worth grieving, but it is also the clearing that makes space for something truer. 

For women who are not in a partnership by choice, by circumstance, or by loss this redefinition is equally 

profound and follows its own logic. The work is still about stopping the performance, still about asking what 

you actually want your relationships to feel like, still about releasing guilt for the ways you protected yourself 

when you had no other tools. Whether your most intimate bonds are with friends, with siblings, with a 

community you have built, or with yourself in a solitude you are learning to treasure rather than fear, the 

invitation is the same: stop pretending, start telling the truth, and let the relationships that remain be ones in 

which you are fully seen. 

Christine, the woman from the Adelaide Hills, sat across from me six months after we first met and told me 

something I have never forgotten. "We had a fight last week," she said, "a real one, about money, about the 

future, about things we have been avoiding for years. And it was awful and messy and I cried and he stormed 

out to the shed and then he came back in, and we sat on the couch, and we actually talked. Like two people who 

finally weren’t hiding." She paused, and her eyes filled, but she was smiling. "I think that was the most honest 

conversation we have had in our entire marriage. And I think I think we might actually make it. Not back to 

where we were. Forward to somewhere we have never been." This is the possibility that midlife holds for your 

relationships: not restoration, but transformation. Not going back but going deeper. And it begins the moment 

you stop pretending and start letting yourself be known, in all your unravelled, rebuilt, still-becoming glory. 

5.4 Your Next Career Act – Building a Life That Fits Your Balance 

Marianne was fifty-seven when she walked out of a corner office in a Sydney CBD tower for the last time. She 

had spent thirty-one years in financial services, rising from graduate program to senior leadership, navigating 

mergers and restructures and the quiet misogyny of an industry that never quite knew what to do with a woman 

who was both competent and direct. She had the salary, the title, the team, the parking space with her name on 

it. She also had a body that was screaming at her, insomnia that no amount of sleep hygiene could touch, cortisol 

patterns that had her exhausted and wired in alternating waves, and a growing certainty that if she did not 

change something fundamental, she would not just burn out she would break entirely. The decision to leave was 

not made in a moment of drama. It was made slowly, over two years of coaching, of hormonal stabilisation, of 

asking the question she had never allowed herself to ask: what would my life look like if it were actually 

designed for the person I am now, not the person I was when I started? 

Your next career act is not about retirement, unless you want it to be. It is not about stepping back, unless 

stepping back is what genuinely serves you. It is about stepping into alignment designing work that fits your 

balanced hormones, your clarified values, and your hard-won understanding of what your particular brain and 

body need to thrive. For some women, this means climbing higher in their current field, but with radically 

different boundaries and a leadership style that no longer costs them their health. For others, it means moving 



sideways into a role that uses their core skills in a more sustainable context shifting from a high-pressure law 

firm to an in-house counsel position, from a global consulting partnership to a boutique advisory, from running 

a large team to leading a specialised project. And for still others, it means something entirely new: portfolio 

work, entrepreneurship, board positions, mentoring, or a deliberate blend of paid and unpaid contributions that 

adds up to a life that feels whole. 

The throughline of all these options is intentionality. The old career model; climb the ladder, get the promotion, 

work harder, repeat was built on the assumption that your energy, your health, and your tolerance for stress 

would remain constant, or at least manageable, indefinitely. Midlife explodes that assumption. Your energy is 

not constant; it is cyclical, and it requires management. Your health is not a given; it is a practice. Your 

tolerance for stress the pointless kind, the political kind, the kind generated by dysfunctional systems that refuse 

to change drops dramatically, and that is not a weakness. It is your body and brain finally refusing to pay a price 

that is no longer worth the reward. Your next career act begins with the radical act of accepting these truths as 

design parameters rather than deficits. You are not building a career for the woman you were at thirty. You are 

building a career for the woman you are now, and she has different specifications. 

Portfolio work is a concept that many midlife women discover like a secret door they did not know existed. It 

means piecing together a career from multiple components perhaps a part-time executive role, a board position, 

some private coaching or consulting, and a creative or community project that brings joy without needing to 

generate income. The initial resistance is often financial and identity-based: "I cannot afford to earn less," and 

"who am I if I am not the title I held?" These are legitimate concerns, and I never dismiss them. But I also invite 

women to run the real numbers not just the salary, but the costs of maintaining the high-stress role: the therapy, 

the health interventions, the convenience spending to compensate for time poverty, the holidays required just to 

recover rather than to enjoy. When you factor in the full cost, the gap between a high salary and a slightly lower 

but saner income often narrows considerably. Or a thriving portfolio of value led successful businesses. And the 

identity question, while real, is something you work through rather than something that should keep you trapped 

in a role that is extracting more than it gives. 

For the women who want to keep climbing and there are many, and I honour that ambition completely the work 

is about doing it differently. It is about leading from the steadiness we discussed earlier, about setting 

boundaries that are non-negotiable, about designing your week around your energy rather than forcing your 

energy to conform to an arbitrary schedule. It is about being strategic not just in your business decisions but in 

how you manage your own biology: scheduling cognitively demanding work for your peak hours, protecting 

sleep with the ferocity it deserves, saying no to the meetings and the committees and the after-hours 

expectations that drain you without advancing anything that matters. It is about recognising that your value to 

the organisation is not your willingness to sacrifice yourself it is your judgement, your experience, your ability 

to see around corners, and your capacity to develop the people who will lead after you. These things do not 

require you to destroy your health. They require you to protect it. 

Mentoring and legacy become central themes in this phase of career, whether you are climbing, pivoting, or 

stepping sideways. There is a deep, quiet satisfaction in turning your attention to the next generation not from a 

place of "I am done and now I will dispense wisdom," but from a place of genuine contribution. The women and 

men coming up behind you need what you have: the stories of what worked and what did not, the honest 

accounting of the costs you paid and whether they were worth it, the modelling of what it looks like to be 

competent without being compulsive, ambitious without being extractive, successful without being hollow. This 

kind of mentoring does not require a formal program or a title. It requires availability the willingness to have 

coffee with someone who is struggling, to answer an email asking for advice, to speak at an event not because it 

advances your profile but because your words might land at the exact moment someone needs them. 

I want to address the fear that many women carry silently: the fear that if they step off the traditional track, even 

briefly, they will never get back on that the world will forget them, that their relevance will expire, that the 

window of opportunity will close and never reopen. This fear is real, and it is fed by a culture that treats career 

interruption as a liability rather than what it actually is a period of integration that can produce exactly the depth 

and perspective that leadership requires. The women I see who navigate this successfully do not approach their 

career as a ladder they must climb without pausing. They approach it as a landscape they are navigating 

sometimes climbing, sometimes traversing, sometimes pausing to take in the view and recalibrate the route. The 

question is not "am I behind?" but "am I heading in a direction that makes sense for who I am now?" 

There is also the question of money, which deserves more honesty than it usually gets in conversations about 

midlife career change. Many of the women I coach are financially secure enough to make choices; many are not, 

or feel they are not, and the anxiety about money can freeze all other decision-making. I encourage you to get 



specific. Work with a financial planner who understands midlife transitions. Model different scenarios. 

Understand what you actually need versus what you have been conditioned to want. The goal is not to pretend 

money does not matter it matters enormously, and financial stress is real and damaging but to make decisions 

from clarity rather than from a panic that assumes the worst without ever checking the numbers. The woman 

who knows her financial reality can make choices from a place of agency. The woman who avoids looking can 

only make choices from a place of fear. 

Marianne, two years after walking out of that corner office, runs a small consulting practice from a converted 

garage studio in the Blue Mountains. She works four days a week with clients she chooses. She serves on the 

board of a not-for-profit that aligns with her values. She has time to walk in the bush, to cook meals that take 

more than twenty minutes, to sleep seven hours a night without medication. Her income is lower than it was but 

not by as much as she feared, and the costs she no longer pays in health, in therapy, in the sheer exhaustion tax 

of corporate life more than make up the difference. "I thought I was choosing between money and sanity," she 

told me recently. "It turned out I was choosing between two different kinds of wealth. One kind paid my 

mortgage. The other kind gave me my life back. I needed both. I just had to be brave enough to redesign the 

equation." Your next career act is not about settling for less. It is about designing for more and more alignment, 

more energy, more meaning, more of the woman you have fought so hard to become. 

Conclusion: This Is Not the Downward Spiral – It’s the 
Rebuild 

The Rebuild You Didn’t Know You Were Signing Up For  

You didn’t choose this. The brain fog that swallowed your sharpest thoughts, the confidence that crumbled in 

meetings where you once commanded the room, the body that felt like a stranger’s none of it was a decision you 

made. And yet here you are, on the other side of understanding, holding a map you didn’t have when this 

started. That map isn’t just about hormones, though they matter deeply. It’s about the whole architecture of your 

life: the biology that underpins your energy, the psychology that shapes what you believe you’re capable of, and 

the social world your workplace, your relationships, your place in Australian culture that either holds you steady 

or lets you fall. The rebuild wasn’t something you signed up for, but you’ve been doing it anyway, one  hard-

won conversation, one adjusted prescription, one career redesign at a time. 

What you’ve actually been rebuilding isn’t just your health. It’s your relationship with yourself, the self who 

stopped trusting her own body, who apologised for forgetting names, who shrank her ambitions to fit the 

diminished version of herself she was handed by a system that didn’t know what to look for. That version of you 

was never the real one. She was a woman in a neuroendocrine transition with no language, no support, and a 

medical system that kept handing her back test results labelled ‘normal’ while her life quietly unravelled. The 

rebuild, then, is the process of reclaiming authorship over your own story, not the one where you’re failing, but 

the one where you’re navigating something biologically real with more grit and grace than anyone gave you 

credit for. 

I want to name something that doesn’t get said enough in midlife conversations: the sheer exhaustion of 

advocacy. Showing up to GP appointments armed with research, tracking symptoms in a journal, asking for the 

right tests, pushing back when someone says ‘it’s just stress’ that labour is invisible and it is monumental. 

You’ve been doing the work of a patient, a researcher, and a project manager all at once, often while your 

executive functioning was barely online. That effort deserves recognition. Not because you need a gold star, but 

because acknowledging the cost of advocacy is part of how you stop internalising the struggle as personal 

failure. You weren’t failing. You were fighting a system that wasn’t built to see you clearly, and you kept 

fighting anyway. 

And here’s the thing about the rebuild that nobody warns you about: it doesn’t end with a neat bow. There’s no 

moment where you suddenly feel ‘fixed’ and return to the person you were at thirty-five. What happens instead 

is something more interesting. You start to recognise yourself again, but differently sharper in some places, 

softer in others, with a bullshit detector that’s been recalibrated by everything you’ve been through. You know 

which battles are worth your energy and which ones you’ll let burn without you. You understand, finally, that 

asking for what you need whether it’s a flexible work arrangement, a different HRT dose, or a partner who steps 

up isn’t weakness. It’s the most strategic move you can make. 



This is the part where I remind you of something that’s easy to forget when you’re in the thick of it: you are not 

alone in this. The woman sitting two desks over who seems fine? She’s probably not. The friend who went quiet 

and stopped coming to dinners? She might be drowning in symptoms she can’t name. The silence around 

midlife in Australian workplaces and social circles is so loud it’s deafening, but the actual experience is shared 

by millions of women navigating exactly what you’ve navigated. You’ve been part of a quiet, underground 

rebuilding project one that’s happening in bathroom breaks before big presentations, in whispered conversations 

after book club, in GP waiting rooms across the country where women clutch symptom diaries and hope 

someone listens. 

The biopsychosocial framework you’ve learned in this book isn’t just a tool for getting through. It’s a lens for 

living forward. When you understand that your energy dips are biological and not a moral failing, you stop 

apologising. When you see how workplace culture either supports or undermines your health, you make 

different career decisions. When you recognise that your partner’s hormonal landscape is shifting alongside 

yours, you build a different kind of teamwork one based on mutual understanding rather than silent resentment. 

This framework doesn’t stop being useful once your symptoms stabilise. It becomes the operating system for a 

life where you stop overriding your body’s signals and start collaborating with them. 

A Direct Word to Partners: This Matters More Than You Know  

If you’re reading this as a partner a husband, a boyfriend, a person who loves someone navigating midlife I want 

to speak directly to you for a moment. What you’ve just read isn’t just her story. It’s your story too, because 

when the woman you love is unravelling, your life unspools alongside hers. You’ve probably felt helpless. 

You’ve probably said the wrong thing or said nothing because you didn’t know what to say or offered solutions 

when what she really needed was for you to sit in the dark with her and not try to fix it. That’s okay. You’re 

here now, and that’s not nothing. In fact, it’s everything. 

I’ve coached enough women to know that a supportive partner family member or friend can be the difference 

between someone finding her way through midlife and someone losing herself entirely. Not because women 

need saving, we don’t but because the isolation of this experience is one of its most damaging features and 

having one person who believes you when you say something is wrong is a kind of medicine no prescription can 

replicate. My own husband’s steadiness through my worst years was, quite literally, life-saving. He didn’t have 

answers. He just kept showing up, kept believing me, kept refusing to let me disappear into the shame of what 

was happening. That kind of presence is powerful beyond words. 

You might also recognise yourself in the andropause conversations threaded through this book. Maybe your 

own sleep is disrupted, your patience thinner than it used to be, your motivation quieter. Men’s hormonal 

transitions are real testosterone declines, cortisol spikes, and the man who once recovered from everything starts 

to feel the weight of years. It’s not a competition between your struggles. It’s an invitation to see yourselves as 

two people in parallel transitions, navigating a shared life with bodies that are both changing. When you can talk 

about that openly without blame, without competition you build something far stronger than the silence that 

midlife so often imposes on couples. 

Thank you for reading this far. Thank you for wanting to understand what she’s been through, and what you 

might be going through too. The rebuild isn’t just hers. It’s yours, together, if you’re willing to do it side by 

side. 

This Is Not the Downward Spiral 

Let’s name the narrative we were all handed: midlife is decline. It’s the end of relevance, the slow fade, the 

chapter where women become invisible and men become irrelevant and everyone quietly accepts that the best 

years are behind them. That narrative is so pervasive, so deeply lodged in our cultural consciousness, that even 

questioning it feels audacious. But here’s what I’ve seen across hundreds of women and their partners, and what 

I know in my own bones: that narrative is a lie, kept alive by a system that benefits when you believe you’re 

broken and need to be fixed, managed, or quietly lock yourself away. 

What’s actually happening in midlife, when you get the right support, when your hormones are balanced, when 

your psychology and social environment are aligned with your biology is not a downward spiral. It’s a 

recalibration. Your body isn’t failing you; it’s transitioning to a different operating state, one that requires 

different inputs and produces different outputs. The sharpness that returns when your estradiol is optimised, the 



clarity that floods back when your cortisol rhythm is restored, the confidence that rebuilds when you stop 

treating your symptoms as character flaws these aren’t aberrations. They’re evidence of what’s possible when 

you work with your biology instead of against it. 

I want you to sit with this for a moment: you are not declining. You are not fading. You are not less than the 

woman you were at forty or thirty-five. You are a woman who has walked through a fire that most people don’t 

talk about, carrying the weight of symptoms and shame and systemic failure, and you’ve come out the other side 

with knowledge that can’t be unlearned. That knowledge about your body, about advocacy, about what really 

matters is power. It’s the kind of power that makes you more effective in your career, not less. It’s the kind of 

clarity that deepens your relationships instead of hollowing them out. It’s the foundation for a second act that 

isn’t about surviving midlife but about leading through it, and beyond it. 

This book was never meant to be the end of the conversation. It’s a beginning a door you walk through into a 

chapter where you stop apologising for your biology and start building a life that works with it. Whether that 

means continuing to climb in your career, stepping sideways into something new, or redefining what success 

looks like entirely, the tools are now in your hands. The framework is yours. The understanding of your 

hormone orchestra the full cast, not just the sex hormones is yours. The right to self-advocate, to push back, to 

ask for more than a ‘normal’ test result, is yours. 

So here’s my final invitation, not as a coach but as a woman who has sat exactly where you’ve sat: take this 

knowledge and use it. Use it in your next GP appointment. Use it in the conversation with your boss about 

flexible work. Use it with your partner when you need to say, ‘I’m struggling and I need you to hear me.’ Use it 

to mentor the younger women coming up behind you, so they don’t have to spend a decade thinking they’re 

losing their minds. Use it to rewrite the story of midlife, not just for yourself but for every woman who’s been 

handed the downward-spiral script and told to play her part. 

You don’t have to do this alone. You never did. And this right now, right here is not the end of anything. It’s the 

rebuild. And from everything I’ve seen, from everything I know, the rebuild is where you become stronger, 

clearer, and more yourself than you have ever been. 
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conversation about midlife needs to shift from whispered confusion to confident, informed action, empowering 

individuals to embrace this transformative stage of life. 
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