Hormones are not decorative chemistry. They set the tempo for sleep, appetite, mood, cognition, bone turnover, and how
our bodies use fuel. When they drift out of range, you feel it in a hundred small ways that add up to a different life.
Bioidentical hormone replacement therapy, or BHRT, aims to restore those levels with molecules that match the body’s
own hormones. It can be transformative when used thoughtfully, and frustrating when expectations or dosing miss the
mark.

I have sat with patients who kept a spreadsheet of hot flashes because they were waking six times a night. I have also
fielded panicked messages from someone who started too high on testosterone cream and felt wired and irritable within
totalhealthnd.com bioidentical hormone replacement therapy a week. BHRT can help with perimenopause

symptoms, menopause symptoms, some cases of premenstrual dysphoric disorder, and occasionally with metabolic
issues tied to hormonal shifts. It is not a cure-all. It works best as part of a plan that respects physiology, measures
results, and adjusts with care.

What “bioidentical” really means

Bioidentical hormones have the same molecular structure as the hormones your ovaries, testes, thyroid, or adrenal glands
produce. Estradiol is estradiol whether a lab synthesizes it from plant sterols or your ovary releases it. The body
recognizes and metabolizes these molecules along the same pathways as endogenous hormones. That is different from
older synthetic analogs, like ethinyl estradiol in many birth control pills or conjugated equine estrogens from horse urine,
which are not structurally identical and behave differently at receptors and in the liver.

The term BHRT has been muddied by marketing. Some pharmacies compound custom creams or capsules and label them
“bioidentical,” implying a unique safety advantage. In truth, many FDA-approved products are bioidentical as well,
including estradiol patches and gels, micronized progesterone capsules, and some testosterone gels used off-label. The
“bioidentical” label tells you about molecular match, not about whether a product is compounded, FDA-approved, safer,
or better. Those are separate questions.

When BHRT is considered

Menopause treatment and perimenopause treatment are the most common use cases. As ovarian estradiol production
fluctuates and then declines, the brain and body react. Typical perimenopause symptoms include erratic cycles, heavier or
lighter periods, breast tenderness, night sweats, sleep disruption, mood swings, brain fog, and a frustrating change in
body composition. After 12 months without a period, we define menopause. Menopause symptoms overlap but often
center on hot flashes, vaginal dryness, painful sex, sleep fragmentation, and a tug on mood and memory.

Estradiol, with or without progesterone depending on uterine status, can ease vasomotor symptoms, improve sleep
quality, protect bone density, and benefit genitourinary tissues. Starting within 10 years of the final menstrual period, at
the lowest dose that controls symptoms, aligns with current evidence on benefit and risk for many women.

BHRT also enters the conversation with PMDD treatment. PMDD is not “bad PMS.” It is a severe, cyclical mood
disorder triggered by normal hormone fluctuations in the late luteal phase. Some respond to selective serotonin reuptake
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inhibitors taken either continuously or during the luteal phase. Others improve with ovarian suppression using certain
contraceptives. A smaller subset benefits from stabilizing estradiol levels with transdermal patches, combined with oral
micronized progesterone or, in some protocols, with careful progesterone limitation due to sensitivity. This is a narrow
path that requires close supervision. The goal is not higher hormones, but steadier hormones.

Clinicians also get asked about BHRT for high cholesterol treatment and insulin resistance treatment. Estrogen has
favorable effects on HDL, LDL particle size, and vascular reactivity. In early postmenopause, transdermal estradiol can
modestly improve lipid profiles and insulin sensitivity. That said, hormones are not a primary therapy for dyslipidemia or
prediabetes. If a patient’s Alc is creeping toward 6.0 and her LDL is 180, we start with diet, physical activity, sleep, and
if indicated, statins or other agents. BHRT may contribute a small metabolic nudge when used for symptom relief,
especially via the transdermal route, which avoids first-pass liver effects. It should not replace proven cardiometabolic
treatments.

Routes, molecules, and why they matter

The route of administration dictates pharmacology. Estradiol taken orally passes through the liver before reaching
systemic circulation. That first-pass effect raises hepatic production of clotting factors and increases sex hormone binding
globulin, which can reduce free testosterone and sometimes impact libido. Transdermal estradiol, delivered via patch,
gel, or spray, enters the bloodstream directly and produces steadier levels with less impact on clotting and triglycerides.
For most women concerned about thrombotic risk, transdermal estradiol is the better choice.

If a uterus is present, you must add a progestogen to protect the endometrium from unopposed estrogen. Here,
distinctions matter. Micronized progesterone is bioidentical. It binds to progesterone receptors and, at typical doses, tends
to be sedating. Many women find that 100 mg nightly improves sleep and anxiety. Synthetic progestins, like
medroxyprogesterone acetate, are effective at endometrial protection but can carry a different side effect profile,
including mood changes and breast tenderness, in certain individuals. When the goal is physiologic replacement for
menopause treatment, oral micronized progesterone pairs well with transdermal estradiol.

Testosterone deserves a nuanced paragraph. Women produce testosterone in the ovaries and adrenals, and levels fall with
age. Very low free testosterone can correlate with reduced sexual desire, anhedonia, and low energy. A low-dose
transdermal testosterone, adapted from male formulations or compounded, can help a subset of women with hypoactive
sexual desire disorder. Dosing Naturopathic practitioner must be precise. Too much leads to acne, hair shedding, clitoral
sensitivity, voice change, and irritability. I start low, recheck levels and symptoms after 8 to 12 weeks, and adjust only if
clinical response is inadequate. Pellets, which deliver high doses for months, make fine-tuning harder and raise the risk
of persistent side effects. I rarely recommend them.

Vaginal estrogen therapy plays a special role. A tiny dose of estradiol in a ring, tablet, or cream delivers local benefits for
dryness, recurrent urinary tract infections, and discomfort with sex, with minimal systemic absorption. For women who
cannot or prefer not to use systemic estrogen, local therapy is a safe, effective option. I have patients well into their 70s
who maintain urogenital comfort with a twice-weekly 10 mcg estradiol tablet plus a small amount of compounded DHEA
or hyaluronic acid as needed.

What a thoughtful workup looks like

A good BHRT plan starts with a history that goes beyond a symptom checklist. I want to know cycle patterns, pregnancy
history, migraines, clotting disorders, breast health, fractures, thyroid disease, autoimmune issues, prior hormone
exposure, sexual concerns, sleep, and mental health. Family history matters, especially for breast, ovarian, and colon
cancer, and for early cardiovascular disease.

Labs are not the whole story, but they clarify the landscape. For perimenopause and menopause, estradiol and FSH levels
fluctuate too much to diagnose the stage precisely. They can, however, add context if symptoms are ambiguous. Thyroid
function should be checked because hypothyroidism or hyperthyroidism can mimic or amplify perimenopause
symptoms. A baseline lipid panel, Alc or fasting glucose, liver enzymes, and if considering testosterone, total and free
testosterone with SHBG, help tailor decisions. For a woman with PMDD, I prioritize a clear symptom diary across two
cycles and consider targeting neurotransmitters first.

I do not use salivary hormone panels to guide replacement. They are inconsistent, highly variable by time of day and oral
intake, and not well correlated with tissue effects. Serum levels, paired with symptoms and clinical judgment, are more
reliable.

Dosing and the art of titration
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Off the page and in real life, the right dose is the lowest one that controls the symptoms that matter most to the person in
front of me. I begin with a transdermal estradiol patch in the 0.025 to 0.05 mg per day range. If hot flashes and night
sweats persist after two to four weeks, I increase to 0.05 to 0.075 mg. If a uterus is present, I add micronized
progesterone 100 mg nightly or 200 mg nightly for 12 nights of each month if a monthly bleed is acceptable. If sleep is a
main complaint, nightly micronized progesterone often helps even when estradiol is low. After six to eight weeks, we
review sleep, mood, sexual function, bleeding patterns, and any breast symptoms.

With testosterone, I might start at 300 mcg per day in a cream or 5 mg of a male gel applied in a very thin film, aiming
for total testosterone in the upper third of the female reference range, not above. We recheck in several weeks. I educate
patients to watch for acne along the jawline, chin hairs, and changes in anger threshold, because those early warning
signs tell us the dose is too high.

I avoid pellets for estradiol or testosterone in most cases. They front-load dose without an off switch and can cause
months of side effects if the initial calculation overshoots reality.

Safety signals, benefits, and where the data are mixed

The questions that come up repeatedly are about cancer, clotting, stroke, heart disease, and dementia. Nuance is essential,
and individual context alters the equation.

Breast cancer risk with systemic estrogen alone in women without a uterus is low and, in some data, not increased
compared with placebo over several years of use in the early postmenopausal window. When a progestogen is added, the
risk appears to rise modestly with duration. The type of progestogen matters. Observational studies suggest that
micronized progesterone may carry a lower relative risk signal than synthetic progestins, though randomized
head-to-head data are limited. Absolute risk remains small on a per-year basis, but it is real. This is why family history,
prior biopsies, and personal risk tolerance should guide the decision.

Venous thromboembolism risk is dose and route dependent. Oral estrogens raise the risk more than transdermal forms.
For a healthy woman in her 50s on a transdermal patch, the absolute increase is small. For someone with a prior clot, a
strong family history of thrombophilia, or active cancer, systemic estrogen is usually avoided, or we proceed only with
hematology input.

Cardiovascular disease risk is tied to timing. Starting systemic estrogen within 10 years of menopause onset or before age
60 associates with lower risk compared with initiating later. Transdermal routes are friendlier to triglycerides and clotting
factors. None of this turns hormones into a cardiology medicine. It does suggest that early, appropriate use for symptom
relief is not only reasonable, it can be heart-neutral or slightly favorable in the right patient.

Cognition and dementia remain unsettled territory. Estrogen started early may support verbal memory and sleep, which
benefits cognition. Late initiation has not shown cognitive benefit and may be harmful in certain groups. I do not
prescribe systemic estrogen purely for brain protection. I do take sleep improvement seriously, because chronic insomnia
is a well-established risk factor for cognitive decline.

Bone health is one of the more straightforward wins. Systemic estrogen reduces bone resorption and preserves bone
mineral density. In a woman with fast bone loss in early menopause who cannot tolerate or does not yet need a
bisphosphonate, BHRT can be a bridge that stabilizes the skeleton while we optimize nutrition, vitamin D, calcium intake
from food, and resistance training.

Lipids and insulin sensitivity typically nudge in favorable directions with transdermal estrogen. Still, for high cholesterol
treatment and insulin resistance treatment, [ keep the primary tools front and center: dietary pattern, muscle mass, daily
movement, sleep, and pharmacotherapy when indicated.

The rhythm of follow-up

The first follow-up usually happens at six to eight weeks. By then, hot flashes and night sweats should be down by at
least half if the dose is in the zone. Sleep and mood often improve more slowly. If a patient is still waking each night
drenched and irritable, we increase the patch or switch from gel to patch for steadier delivery. If breast tenderness or

bloating dominates, we reassess timing and dose of progesterone and consider lowering estrogen slightly.

Once symptoms are controlled, visits stretch to every six to twelve months. Annual breast imaging follows standard
guidelines. For those on testosterone, I monitor total and free levels, hematocrit, and lipids a few times in the first year,
then annually. Any unexpected bleeding after menopause warrants prompt evaluation with ultrasound and, if needed,
biopsy.



I also ask about goals shifting. BHRT is not an all-or-nothing forever commitment. Some patients stay on a low dose for
many years to maintain sleep quality and urogenital comfort. Others taper off after two to five years. A slow taper
minimizes symptom rebound. Cutting a patch stepwise every two to three months or spacing applications can work. If
someone had hot flashes measured in dozens per day before therapy, we plan for a longer taper with patience built in.

How BHRT intersects with PMDD, thyroid, and the rest of the body

With PMDD treatment, estradiol can help by smoothing the luteal roller coaster, but it is rarely a solo act. The most
reliable improvements come from multimodal care: targeted SSRIs, light therapy for those with seasonal overlay,
consistent sleep, and, when cycles are irregular, ovulation suppression with a continuous combined contraceptive that
keeps hormone levels flat. If we add BHRT, it is with low-dose transdermal estradiol across the cycle, plus careful
attention to progesterone sensitivity. Some women with PMDD react poorly to progestogens. In those cases, we keep
progesterone dosing minimal and monitor closely.

Thyroid disorders complicate the picture. Hypothyroidism can magnify fatigue, weight gain, and depression attributed to
perimenopause. Too much thyroid replacement can worsen palpitations and bone loss, which overlap with estrogen’s
effects. I check thyroid function before starting BHRT and any time symptoms feel out of proportion to measured
estradiol levels. Adjusting thyroid first can make a big difference in how someone experiences menopause.

Glucose metabolism deserves respect in midlife. Declining estrogen shifts body fat toward the abdomen and can lower
insulin sensitivity. Even in women with a normal Alc, a two-hour glucose tolerance test may reveal impaired glucose
tolerance. For insulin resistance treatment, resistance training and protein intake to support muscle are non-negotiable. If
someone is already on BHRT and still struggling, I consider metformin, GLP-1 receptor agonists when appropriate, and a
precise look at sleep apnea, which commonly emerges in the 40s and 50s and sabotages glucose control.

My approach to common concerns and misconceptions

I am often asked whether compounded creams are “more natural” and therefore safer. “Natural” is a branding word.
Safety and efficacy come from dose accuracy, route, and the molecular identity of the hormone. When an FDA-approved
bioidentical option exists in the right dose and route, I default to it because manufacturing standards reduce variability. I
use compounding when a dose size or combination is not commercially available, such as very low-dose testosterone for
women, or when a patient truly cannot tolerate excipients in commercial products. I work only with pharmacies that
provide certificates of analysis for potency.

Another theme is fear of weight gain. Estrogen is not a weight loss drug, but declining estrogen can promote visceral fat

gain and fluid shifts. Well-dosed transdermal estradiol can stabilize body composition when paired with strength training
and a protein target of roughly 1.2 to 1.6 grams per kilogram of goal body weight per day. If someone gains five pounds

in the first month on BHRT, we check sodium intake, alcohol, progesterone dose, and thyroid status rather than blaming

estrogen alone.

Finally, libido. Sexual desire is multifactorial: relationship dynamics, stress, sleep, medications like SSRIs, pelvic pain,
vaginal dryness, and testosterone levels all contribute. BHRT can restore vaginal comfort and raise baseline desire. It



cannot fix a resentful relationship or cure pain from undiagnosed endometriosis. A candid conversation about context
makes the difference between chasing numbers and improving a life.

Practical steps if you think BHRT might help

Here is a brief, practical sequence that reflects how I guide patients from curiosity to clarity.

e Keep a two-week symptom diary, including sleep, hot flashes or night sweats, mood ratings, and any cycle details.
Patterns beat memories.

e Book a visit that allows time. Bring your personal and family history, medications, supplements, and specific
goals.

e Ask about routes, not just doses. Understand why your clinician recommends transdermal vs oral, and what
progestogen they pair with estradiol.

e Set a review point, usually six to eight weeks, with clear metrics for success. Decide in advance what “better”
means to you.

e Maintain routine screening. Mammography, colon screening, and, when indicated, bone density scans continue on
schedule.

Case snapshots that illustrate the range

A 52-year-old attorney, 18 months past her last period, was waking four times a night with drenching sweats. Her fasting
glucose was 98, LDL 142, HDL 58, triglycerides 110. We started a 0.05 mg estradiol patch twice weekly plus 100 mg
micronized progesterone at bedtime. At eight weeks, she slept through most nights, had one mild hot flash in the
afternoon, and reported calmer moods. Lipids at six months: LDL 130, HDL 62, triglycerides 96. She did not need a
statin. We kept the dose steady and added a twice-weekly 10 mcg vaginal estradiol tablet for dryness. Two years later, she
is on the same regimen, lifts weights three times a week, and maintains a morning routine that keeps her grounded.

A 39-year-old teacher with PMDD tracked severe irritability and despair during the 10 days before menstruation, with
remission once her period started. SSRIs helped but blunted her affect. We tried a continuous combined oral
contraceptive to suppress ovulation, which reduced the severity by half. We layered in a 0.025 mg estradiol patch to
smooth residual fluctuations and used a very low dose of progesterone cyclically, watching for mood shifts. She
maintained a sleep-wake schedule and added bright light therapy on winter mornings. After three months, her mood
scores improved from 2 out of 10 to 6 or 7 in the luteal phase, enough to keep teaching without dread.

A 56-year-old nurse with surgical menopause after hysterectomy and oophorectomy started pellets elsewhere, developed
acne, hair shedding, and a hematocrit of 49. We discontinued pellets, allowed levels to wash out over four months, then
reintroduced a 0.0375 mg estradiol patch without testosterone. Her hot flashes resolved, acne cleared, and energy
stabilized. We avoided testosterone because her free level landed midrange and libido was fine once sleep returned.

When to avoid or postpone BHRT



Absolute no-go situations include active or recent estrogen-sensitive cancer unless cleared by oncology, unexplained
vaginal bleeding, active liver disease that is not controlled, or a history of venous thromboembolism without a carefully
considered plan and specialist input. For migraines with aura, transdermal estrogen at low dose may still be acceptable,
but we proceed cautiously, and we avoid oral routes that can raise stroke risk. For smokers over 35, I insist on
transdermal routes and a smoking cessation plan.

If someone’s dominant complaint is depression without a clear cyclical pattern, we evaluate mood disorders on their own
terms before attributing everything to hormones. If a patient is in the throes of severe caretaking stress, BHRT can help
sleep and temperature regulation, but it cannot fix the external load. Support, boundaries, and sometimes a leave from
work are the real levers.

Cost, access, and making choices that last

Insurance typically covers FDA-approved estradiol patches, gels, and oral micronized progesterone. Vaginal estrogen is
often covered with small copays. Compounded hormones are hit-or-miss and can be expensive. I help patients source
cost-effective options with discount programs and generics, and I explain that a steady, affordable regimen beats an
idealized, expensive plan that gets abandoned in six months.

I also ask patients to choose one or two primary outcomes they care about. Sleep through the night. Cut hot flashes by 80
percent. Comfortable sex. Clear targets make it easier to judge success and avoid chasing minor lab shifts that do not
change how someone feels.

Final thoughts from clinic practice

BHRT, done well, feels unremarkable in the best sense. You stop thinking about your thermometer and your sheets, your
brain gets its sharpness back, sex feels comfortable again, and your joints complain less when you get out of bed. You
still do the work: lift weights, walk after dinner, eat protein and fiber, go to bed on time, maintain friendships, and see
your primary care clinician for blood pressure and vaccines. Hormones support the system. They do not replace the
fundamentals.

If you recognize yourself in these stories or questions, bring detailed notes to a clinician who works with both
FDA-approved bioidentical options and, when necessary, well-vetted compounded solutions. Ask about transdermal
estradiol, oral micronized progesterone, local vaginal therapy, and careful, sparing use of testosterone. Expect iteration
rather than a one-visit fix. With realistic goals and attentive follow-up, BHRT can be a precise tool that helps you feel
like yourself again.

Business Information (NAP)

Name: Total Health Naturopathy & Acupuncture

Address: 784 Richmond Street, London, ON N6A 3HS5, Canada
Phone: (226) 213-7115

Website: https://totalhealthnd.com/

Email: info@totalhealthnd.com

Hours

Monday: 11:30 a.m. - 5:30 p.m.
Tuesday: 8:30 a.m. - 3:00 p.m.
Wednesday: 9:30 a.m. - 3:00 p.m.
Thursday: 11:30 a.m. - 5:30 p.m.
Friday: 8:30 a.m. - 3:00 p.m.
Saturday: Closed

Sunday: Closed

Plus Code: XPWW+HM London, Ontario



Google Maps URL: https://maps.app.goo.gl/pzZSARYMMcAeRU32PA

Google Maps Embed:

Social Profiles
Facebook: https://www.facebook.com/totalhealthnd

Instagram: https://www.instagram.com/dr_negin_nd/
X: https://x.com/NDNegin LinkedIn: https://www.linkedin.com/company/total-health-naturopathy-&-acupuncture/about/

Schema (JSON-LD)
Al Share Links

ChatGPT: https://chat.openai.com/?
q=Total%20Health%20Naturopathy%20%26%20A cupuncture%20https%3 A%2F%?2Ftotalhealthnd.com%2F

Perplexity: https://www.perplexity.ai/search?
q=Total%20Health%20Naturopathy%20%26%20Acupuncture%20https%3 A%2F%2Ftotalhealthnd.com%2F

Claude: https://claude.ai/new?
q=Total%20Health%20Naturopathy%20%26%20A cupuncture%20https%3 A%2F%?2Ftotalhealthnd.com%2F

Google AT Mode: https://www.google.com/search?
g=Total%20Health%20Naturopathy%20%26%20Acupuncture%20https%3 A%2F%2Ftotalhealthnd.com%2F

Grok: https://x.com/i/grok?
text=Total%20Health%20Naturopathy%020%26%20Acupuncture%20https%3 A%2F%2Ftotalhealthnd.com%2F

https://totalhealthnd.com/

Total Health Naturopathy & Acupuncture is a trusted naturopathic and acupuncture clinic in the London, Ontario area.



Total Health Naturopathy & Acupuncture offers root-cause focused approaches for insomnia support.
To book or ask a question, call Total Health Naturopathy & Acupuncture at (226) 213-7115.

Email Total Health Naturopathy & Acupuncture at info@totalhealthnd.com for inquiries.

Visit the official website for services and resources: https://totalhealthnd.com/.

Find directions on Google Maps: https://maps.app.goo.gl/pzZSARYMMcAeRU32PA .

Popular Questions About Total Health Naturopathy & Acupuncture

What does Total Health Naturopathy & Acupuncture help with?

The clinic provides natural, holistic solutions for Weight Loss, Pre- & Post-Natal Care, Insomnia, Chronic Illnesses and
more. Learn more at https://totalhealthnd.com/.

Where is Total Health Naturopathy & Acupuncture located?

784 Richmond Street, London, ON N6A 3HS5, Canada.

What phone number can I call to book or ask questions?

Call (226) 213-7115.

What email can I use to contact the clinic?

Email info@totalhealthnd.com.

Do you offer acupuncture as well as naturopathic care?

Yes—acupuncture is offered alongside naturopathic services. For details on available options, visit
https://totalhealthnd.com/ or inquire by phone at (226) 213-7115.

Do you support pre-conception, pregnancy, and post-natal care?

Yes—pre- & post-natal care is one of the clinic’s listed focus areas. Visit https://totalhealthnd.com/ for related resources
or call (226) 213-7115.

Can you help with insomnia or sleep concerns?

Insomnia support is listed among the clinic’s areas of care. Visit https://totalhealthnd.com/ or call (226) 213-7115 to
discuss your goals.

How do I get started?

Call (226).213-7115, email info@totalhealthnd.com, or visit https://totalhealthnd.com/.
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1) Victoria Park — Visiting downtown? Keep Total Health Naturopathy & Acupuncture in mind for trusted holistic
support.

2) Covent Garden Market — Explore the market, then reach out to Total Health Naturopathy & Acupuncture at (226)
213-7115 if you need care.

3) Budweiser Gardens — In the core for an event? Contact Total Health Naturopathy & Acupuncture:
https://totalhealthnd.com/.

4) Museum London — Proud to serve London-area clients with whole-person care options.

5) Harris Park — If you’re nearby and want to support your wellness goals, call (226) 213-7115.

6) Canada Life Place — Local care in London, Ontario: https://totalhealthnd.com/.
7) Springbank Park — For sleep support goals, contact the clinic at info@totalhealthnd.com.
8) Grand Theatre — Need a local clinic? Call Total Health Naturopathy & Acupuncture at (226) 213-7115.

9) Western University — Serving the London community with experienced holistic care.

10) Fanshawe Pioneer Village — If you’re visiting the area, learn more about services at https://totalhealthnd.com/.


https://www.google.com/search?q=Victoria+Park+London+Ontario
https://www.google.com/search?q=Covent+Garden+Market+London+Ontario
https://www.google.com/search?q=Budweiser+Gardens+London+Ontario
https://www.google.com/search?q=Museum+London+Ontario
https://www.google.com/search?q=Harris+Park+London+Ontario
https://www.google.com/search?q=Canada+Life+Place+London+Ontario
https://www.google.com/search?q=Springbank+Park+London+Ontario
https://www.google.com/search?q=Grand+Theatre+London+Ontario
https://www.google.com/search?q=University+of+Western+Ontario+London+Ontario
https://www.google.com/search?q=Fanshawe+Pioneer+Village+London+Ontario

