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**Disclaimer: This guide is for informational purposes only and should not be considered
medical advice. Always consult your primary healthcare provider to determine the best

approach to Hormone Replacement Therapy (HRT) tailored to your individual needs.

Navigating the changes that come with perimenopause and menopause
can be confusing, especially when it comes to understanding hormone

replacement therapy (HRT). This guide is designed to help you make sense
of your options by explaining the what, why, and how of modern hormone
therapy in clear, practical terms. Inside, you’ll find an overview of common

symptoms, guidance on when different hormone treatments may be
appropriate, and tips on how to discuss them with your healthcare

provider. Use this guide as a reference to better understand your body,
prepare for medical conversations, and make informed decisions that

support your long-term well-being.



RECOGNIZING THE SIGNS OF
PERIMENOPAUSE

Irregular menstrual cycles
Hot flashes
Night sweats
Mood swings or irritability

COMMON SYMPTOMS
Sleep disturbances
Fatigue
Reduced libido
Weight gain

Joint pain
Hair thinning or hair loss
Increased anxiety or
depression

LESS COMMON SYMPTOMS
Digestive issues
Skin dryness or itchiness
Cognitive changes such as
memory issues or brain fog

** Perimenopause is primarily a clinical diagnosis - for most women over 45,
symptoms are more informative than lab tests.

SLEEP

EARLY SIGNALS YOU’RE
ENTERING PERIMENOPAUSE

New or worsening insomnia
Frequent 2–4 a.m. awakenings
Non-restorative or light sleep

MOOD
Heightened anxiety, irritability, or low
mood
Cyclic mood changes, often worse
before periods

ENERGY & COGNITION
Fatigue, brain fog, difficulty
concentrating

CYCLE CHANGES
Periods become irregular, heavier, or
lighter

BODY CHANGES
Hot flashes, night sweats, vaginal
dryness, decreased libido, joint aches



PROGESTERONE-ONLY THERAPY
Who it’s for:
Women in perimenopause who still have a uterus.
Benefits:

Regulates cycles and reduces heavy or irregular bleeding
May ease mood changes and improve sleep
Sometimes used as a first option for early sleep disturbances

Notes:
Some may experience progesterone resistance (linked to reduced
effectiveness or hair loss)

ESTROGEN-ONLY THERAPY
Who it’s for:
Women who have had a hysterectomy.
Benefits:

Reduces hot flashes, night sweats, and vaginal dryness
Improves mood and bone health

Hormone therapy (HRT) helps restore balance when natural hormone
levels decline during perimenopause and menopause. The right

combination of estrogen, progesterone, and sometimes testosterone can
ease symptoms like hot flashes, sleep disturbances, mood swings, and

vaginal dryness - helping you feel more like yourself again. Because every
woman’s experience is different, HRT isn’t one-size-fits-all. Understanding

how each hormone works, who it’s suited for, and how treatments are
tailored empowers you to make informed, confident choices with your

healthcare provider.

UNDERSTANDING HORMONE
THERAPY OPTIONS



ESTROGEN + PROGESTERONE THERAPY
Who it’s for:
Women who still have a uterus and significant menopausal symptoms.
Benefits:

Relieves hot flashes, mood swings, and vaginal dryness
Supports muscle mass maintenance

VAGINAL ESTROGEN
Key Points:

Minimal systemic absorption → very safe
Excellent for vaginal dryness, painful intercourse, urinary urgency, and
recurrent UTIs

TESTOSTERONE THERAPY (TRT)
When it’s considered:
For women with low libido, fatigue, mood changes, or muscle loss that
persist despite estrogen/progesterone optimization.
Important:
Always used under medical supervision due to variable benefits and
potential risks.

(cont.)
UNDERSTANDING HORMONE

THERAPY OPTIONS



Why it matters: 
If you have a uterus and use systemic estrogen, you also need a
progestogen (body‑identical micronized progesterone or a progestin) to
protect the endometrium. Skipping it risks endometrial thickening over
time.

Who needs it:
All non‑hysterectomized women on systemic estrogen
(patch/gel/spray/oral).
Not required with vaginal‑only low‑dose estrogen for GSM. 

Key choices:
Micronized progesterone (body‑identical) : often best tolerated,
sedating (helpful at bedtime).
Transdermal progesterone creams – do not rely on them for
endometrial protection (absorption is too variable), but they can help
with anxiety

Progesterone plays a vital role in balancing estrogen and supporting
overall hormonal health, especially during perimenopause and

menopause. For women who still have a uterus, it’s an essential partner to
estrogen therapy, helping protect the uterine lining while also promoting

better sleep and emotional stability. This section explores why
progesterone matters, who benefits most from it, and how it’s typically

prescribed and used for optimal safety and symptom relief.

PROGESTERONE IN DETAIL:
WHY, WHO, AND HOW



SEQUENCING RULE OF THUMB

Finding the right hormone dosing schedule is key to feeling balanced and
minimizing side effects. HRT can be taken in either a sequential (cyclical)

pattern, which mimics a natural menstrual rhythm, or a continuous
regimen, designed for women who are postmenopausal and prefer not to

have bleeding.

DOSING & REGIMENS
(SEQUENTIAL VS CONTINUOUS)

MICRONIZED PROGESTERONE
(ORAL, BODY‑IDENTICAL)

Sequential: ~200 mg at bedtime for 12–14 days each 28‑day cycle.
Continuous: ~100 mg at bedtime nightly If you’re on higher‑dose
estrogen, consider 200 mg nightly continuous.
Sleep edge: Progesterone’s neuroactive metabolite allopregnanolone
acts at GABA‑A receptors—hence the sedation; taking it at bedtime
can improve sleep.
Emerging evidence for VMS relief (even without added estrogen):
RCTs of 300 mg at bedtime showed significant reductions in hot
flashes/night sweats in early postmenopause and perimenopause.
(Use clinically with care; not a universal first‑line.)

Sequential/cyclical (predictable monthly bleed): best if you’re still having
periods or are within ~12 months of your last one.
Continuous combined (aims for no bleeds): switch after ~12 months of
amenorrhea or once settled on HRT; spotting can occur early and should
settle by ~4–6 months (but always keep your physician aware of this so
they can manage with you!)



Bedtime only for oral micronized progesterone - drowsiness is expected;
avoid driving/alcohol near dosing. Prometrium® contains peanut oil →
contraindicated with peanut allergy. 
Troubleshooting bleeding on HRT: Adjust the progestogen dose or
regimen first; if bleeding continues > 4–6 months, investigate for
endometrial causes. 
Creams/gels labeled “transdermal progesterone” aren’t reliable for
endometrial protection - don’t use them as your progestogen with
systemic estrogen.

SAFETY & SMART USE
(PROGESTERONE‑SPECIFIC)



Use ET (with a progestogen if you have a uterus) when symptoms are
bothersome or quality of life is impaired,  especially vasomotor symptoms
(VMS) like hot flashes/night sweats, sleep disturbance, genitourinary
syndrome of menopause (GSM), and for bone loss prevention when
started < 60 years or within ~10 years of menopause. Benefits typically
outweigh risks in healthy women in that window.

Clues you’re running low on estrogen (and may benefit from ET):
Persistent VMS, sleep disruption tied to VMS, vaginal dryness/painful
sex/UTI tendency, and new joint aches or brain fog during the
transition.

Route matters: Transdermal estradiol (patch/gel/spray) bypasses
first‑pass liver metabolism and is associated with lower VTE risk in
observational data vs oral therapy - useful if you have VTE risk factors or
migraine.

WHEN TO CONSIDER
ESTROGEN THERAPY (ET)



Principle: Start low, titrate to effect, reassess regularly; use the lowest
effective dose.

THE HRT MENU:
TYPICAL STARTER DOSES

(FOR YOUR CLINICIAN TO TAILOR)

SYSTEMIC ESTROGEN
(17   ‑ESTRADIOL PREFERRED)

Patches (transdermal): 0.025–0.05 mg/day (25–50 µg/day) to start; titrate
(0.025–0.1 mg/day ranges exist). Change 1–2×/week depending on brand.
Gels:

EstroGel 0.06% metered pump: 1 pump once daily (0.75 mg estradiol per
pump); titrate.
Divigel 0.1% sachets: 0.25–0.5 mg once daily to start (packets available
0.25–1.25 mg).

Spray (Lenzetto): 1 spray daily (may ↑ to 2–3 sprays if needed).
Oral estradiol: 0.5–1 mg daily (may ↑ to 2 mg if needed). 
Conjugated estrogens (CEE): 0.3–0.625 mg daily. 

ENDOMETRIAL PROTECTION
(IF UTERUS INTACT)

Micronized progesterone (MP) oral (body‑identical):
Continuous: 100 mg nightly (sedating—bedtime is ideal).
Cyclical: 200 mg nightly for 12–14 days each 28‑day cycle. (Higher
estrogen doses may require more progestogen—individualize.) 



(cont.) 
THE HRT MENU:

TYPICAL STARTER DOSES
(FOR CLINICIANS TO TAILOR)

GENITOURINARY SYNDROME (GSM)/
DYSPAREUNIA
(Minimal systemic absorption; progestogen usually not required.)

Vaginal estradiol 10 µg tablet: 1 tab daily for 2 weeks, then twice weekly.  
Prasterone (DHEA) 6.5 mg vaginal: one insert nightly. 

TESTOSTERONE
Transdermal (“through the skin”): Start at ~1/10 of a male 1% gel dose (e.g.,
5 mg/day ≈ 0.5 mL of 1% gel), applied to outer thigh/calf/buttock; reassess 3–
6 weeks, adjust to keep levels in female physiologic range; stop at 6 months if
no benefit. Avoid pellets/injections and avoid compounded products when
approved options suffice. Monitor total T every 4–6 months once stable and
watch for acne/hirsutism. 

SAFETY CHECKPOINTS
(WHAT TO AND NOT TO DO)

Red flags to discuss with your physician: Unexplained vaginal bleeding,
active liver disease, prior estrogen‑sensitive cancer, prior stroke/MI/VTE, or
inherited very high thrombotic risk—discuss alternatives.
Migraine: Migraine is not a contraindication to HRT; transdermal estrogen is
preferred, especially with aura, to keep levels stable and lower thrombotic risk.
FSH/AMH/estradiol testing: Not needed to diagnose peri/menopause in most
> 45; use symptom‑led decisions.
Duration: No universal stop date; continue if benefits > risks with periodic
re‑evaluation—even beyond age 65



WHAT TO ASK YOUR DOCTOR
(BRING THIS LIST)

1.My pattern: “Given my symptoms (sleep/mood/energy), does my history fit

perimenopause and which route (transdermal vs oral) best fits my risk

profile?”

2.Dose & titration: “What’s a sensible starting dose and how/when will we

titrate?” (e.g., every 2–8 weeks).

3.Endometrial protection: “What’s the progestogen plan and is bedtime

progesterone reasonable to help sleep?”

4.Monitoring & safety: “What are red flags that I should look out for to tell you

on our next visit? (e.g., persistent bleeding after 6 months, chest pain, new

severe headache)?”

5.Testosterone: “Do I meet criteria for HSDD? Are there any off label uses for

testosterone that will help me right now? If yes, can we try transdermal

testosterone with baseline T/SHBG and planned monitoring at 3–6 weeks?”

6.GSM options: “Should we add local vaginal estrogen or DHEA for

dryness/pain?”

7.Alternatives/adjuncts: “If I can’t or won’t use hormones, what non‑hormonal

options do you recommend for VMS/sleep/mood?”



CONNECTING HORMONES
TO YOUR HEALTH JOURNEY

Understanding your hormones is the first step - but rebuilding strength,
energy, and confidence comes from putting that knowledge into action.

That’s where my LIFT Program comes in. 

Designed specifically for women in perimenopause and menopause, LIFT
combines evidence-based training, recovery, and lifestyle strategies to

support your hormonal health from the inside out. As you explore this HRT
guide, think of LIFT as the next layer - helping you regain muscle, stabilize

mood, and boost vitality while your hormones find their new balance.

 Use code LIFTHRT at checkout for 15% off my LIFT program -
it includes a 4 day split with in-depth tutorials for both at

home and the gym. 
Let’s lift, learn, and level up together!

CLICK HERE TO JOIN LIFT

http://drstephanieestima.com/getlift


QUICK REFERENCE SUMMARY

GOAL BEST OPTION KEY NOTES

Regulate cycles/
improve sleep

Hot flashes/night
sweats

Vaginal dryness/pain

Low libido /
energy/brain

Bone & muscle support

Progesterone

Estrogen
(± progesterone)

Local vaginal estrogen

Testosterone

Combined HRT

Take at bedtime; avoid
driving after

Transdermal preferred

Minimal systemic
absorption

Only under medical
supervision

Start early (<60 or <10 yrs
since menopause)

Hormone therapy can feel complex, but the essentials are simple when you
see them side by side. This quick summary highlights the most common
treatment goals, hormone options, and key considerations—designed to

help you (and your clinician) find the approach that best fits your
symptoms, health profile, and lifestyle.


