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    Disclaimer

    This book is intended as a reference volume only, not a definitive medical manual. The information is provided to help you make decisions regarding your health, but it is not intended to replace your medical doctors. This book should help you engage your doctors in meaningful discussion, but not replace their advice. If you suspect that you have a medical problem, you are encouraged to seek a professional healthcare provider. Prescribed medications and treatments should not be changed or discontinued without consulting the prescribing doctor and no new medication or treatment should be started without consulting a qualified healthcare provider.

    Mention of specific brand name products, authorities, companies, and organizations does not imply endorsement of these by the authors or publisher. In addition, mention of specific companies, organizations, and authorities does not imply that these entities endorse the authors or the publisher. The brand names for drugs mentioned in this book are registered trademarks of their respective companies. The Internet addresses provided in this book are accurate as of the time this book went to press.
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    Foreword

    Having practiced obstetrics and gynecology for decades, I can tell you that our world can be a frightful place for any woman who doesn’t know what to expect. Having come from a large extended family, I answer questions weekly from third cousins once removed about every aspect of their obstetrical and gynecologic concerns from pregnancies to ovarian cysts. However, not every woman has such a resource! One alternative to having a gynecologist for a relative is the Internet. But I have found that the explosion of data pouring out from the Internet can be paralyzing. Whom do you trust? Are you looking in the right place? Why are there so many different answers? These are only a few of the obstacles that women face before gathering the courage to make an appointment with their gynecologist.

    I have known Dr. Scott Thornton since my medical student days. He was my chief resident and a terrific mentor: wise, well informed, and unflappable. Dr. Kathleen Ann Schramm adds her unique perspective as a psychiatrist. Together, they make a perfect team to render obstetrics and gynecology understandable to the lay audience, to serve as every woman’s family doctor.

    Over the years, I have dedicated much of my time to writing, reviewing, and editing numerous journals and textbooks to educate current and future physicians and I do it now on a daily basis as a dean. I have also spent countless long and sleepless nights caring for women with complicated and high-risk pregnancies. Needless to say, I have a little bit of experience in this field. Despite being an OB/GYN veteran, I never appreciated how critical the information in this book will be to women until I read it.

    Throughout this book, Scott and Kathleen review the very basic to the very complex while keeping it easily digestible for those who do not have an RN, PA, CNM, MD, or DO behind their names. They give you honest and accurate information and advice on a variety of problems from yeast infections to breast cancer. Even more importantly, they keep you well apprised of some of the controversies in our field that could be important to you as you seek advice from your physician. Ultimately, you are getting an insider’s view of the field of gynecology from a great physician team. Forget trying to find a doctor to join your family, as you now have a trusted gynecologist at your beck and call.

    Dr. Charles Lockwood, MD, MHCM

    Dean, College of Medicine

    Vice President for Health Sciences

    Professor, Obstetrics and Gynecology

    Ohio State University, Wexner Medical Center

  


  
    Authors’ Note

    Throughout Ask Your Gynecologist, we often include complementary and alternative medical (CAM) treatments for various gynecologic disorders. Complementary and alternative options are gradually gaining acceptance, not just with the public, but also with traditional medical practitioners. In some cases, their use is long overdue, but in other cases we seem to be putting the cart before the horse. In other words, herbs and supplements are often utilized without well-designed studies demonstrating their efficacy and safety. Keep in mind that the FDA (Food and Drug Administration) does not approve or regulate the manufacturing or sale of herbs and supplements.

    The United States Pharmacopeia does enforce some standards in the manufacturing process. Companies that produce herbs meeting their requirements have the “USP Dietary Supplement Verified” seal of approval on their label. Looking for herbs with this stamp can help reassure you that you are buying a product with some quality.

    You can join www.ConsumerLab.com, which conducts independent research on herbs and supplements. Also, if a label or advertisement says that a product has been scientifically tested, consider contacting the company for a copy of the study. Your doctor can review the study and help you determine the value of the research, the potential benefits of the herb or supplement for your condition, and the likelihood of adverse reactions based upon the study. Many doctors remain open to CAM treatments, even those that do not appear in traditional medical journals, but they will usually demand reasonable evidence of efficacy and safety based upon well-designed research. Just like traditional FDA-approved medications, herbs and supplements can have the potential for side effects and adverse reactions; you can’t assume that a product is effective or safe just because it says so on the label or is available over the counter.

    Many traditional gynecologists and general practitioners have little or no experience with using herbal supplements. Before using herbal products, consult a health professional with a background in complementary and alternative medicine, or at least consult a reputable online practitioner such as Dr. Andrew Weil (www.drweil.com) or Cathy Wong (www.altmedicine.about.com). You can also see if the Mayo Clinic (www.mayoclinic.com) or the National Center for Complementary and Alternative Medicine at the National Institute of Health (www.nccam.nih.gov) has reviewed the herb or supplement.

  


  
    Introduction

    You have a question to ask a gynecologist. Maybe it’s about premenstrual syndrome, menopause, or that annoying pain that appears below your belly button. It isn’t an emergency. Being considerate, you don’t bother the doctor with a phone call. It only seems fair that you make an appointment to discuss this properly.

    You nearly hit a car trying to decipher the multitude of signs outside the office building. There must be two hundred names on the directory at the entrance, but eventually you find the correct office. Terrific, you’re right on time.

    You spend another twenty minutes completing the questionnaire handed to you by the receptionist. Who dreams up these information sheets anyway? Even Uncle Sam doesn’t get this personal.

    Finally, the nurse calls you back to an examining room. Apparently, the staff forgot to pay the heating bill. The temperature is more conducive to chilling a Chardonnay than examining a naked woman. The nurse asks you to empty your bladder. She instructs you to totally disrobe. (Is it too late to back out now?) You put on a disposable gown made of tissue paper. You’ve been instructed to leave it open in the front. Well, you didn’t really expect to maintain modesty, did you?

    After an eternity, the doctor finally arrives. “Hello, I’m Doctor Stewart. What brings you in today?” Now is your chance. You ask your question, and the doctor magically transforms into one of the following:

    
      	
The Great Evader: He or she starts to give a reasonable reply, only to deftly switch in mid-response to a topic of no significance—one that is easier to discuss, such as the weather.

      	
The Humorist: He or she makes light of the situation. This relieves some of the tension that naturally occurs in a sensitive discussion, but still doesn’t answer your question.

      	
The Great Escape Artist: He or she defers the question until the end of the examination and then mumbles a perfunctory response while backing out of the door, wishing you a pleasant day.

      	
The Well-Intentioned but Desperately Short-of-Time Physician: We hope most doctors fall into this category. They are well informed on a variety of topics pertinent to their specialty, but because of a large volume of patients, their schedule allows only ten to fifteen minutes per patient. They will do their best to give you informative answers, but often lack time to adequately address the issue.

    

    As physicians, we empathize with both the patient and her doctor in this predicament. Periodically, we present seminars within our community. A worthy overview of almost any topic generally consumes one hour. Your doctor can’t possibly spend that much time with a patient in the office on a regular basis and survive in today’s medical climate—it is uncommon to schedule more than twenty minutes per patient. Brochures or videos can help educate patients, but they often don’t provide enough information and tend to be impersonal.

    We also realize that many women have questions that they never ask. Anxiety (let’s be honest—going to the gynecologist is not the easiest task in the world) may cause anyone to forget to ask important questions. Some topics just seem too embarrassing to bring up. Many women deem their questions too “stupid” to ask.

    With this in mind, Ask Your Gynecologist was conceived. It is dedicated to all of the women who have walked into a gynecologist’s office with a question and left with an unsatisfactory answer (or left without asking the question). We will examine the most commonly asked questions and give valuable insight and advice.

    Before starting, we want to tell you a little about ourselves. After all, you should know the background of the authors who are giving you advice. Dr. Thornton is an expert in the field of gynecology. He graduated from the University of Pennsylvania School of Medicine and completed a residency in obstetrics and gynecology at Pennsylvania Hospital, one of the premier training programs in Philadelphia. Since that time, he has maintained an extremely successful private practice at Holy Redeemer Hospital and Medical Center, just outside Philadelphia. Dr. Thornton currently serves as Director of New Horizons Menopause Center and Chairman of the Cancer Committee at Holy Redeemer Hospital and Medical Center. He maintains a fellowship at the American College of Obstetrics and Gynecology. Dr. Thornton is the founder and director of Women’s Health Seminars, an organization dedicated to the education of women.

    Dr. Schramm graduated from the Medical College of Pennsylvania, where she earned her medical degree, completed a residency in psychiatry, served as Chief Resident, and was awarded multiple honors. She then completed a fellowship in Child and Adolescent Psychiatry and subsequently served as Director of the Child and Adolescent Residency Program. She thrives in a private practice in child, adolescent, and adult psychiatry at Southampton Psychiatric Associates in Ivyland, Pennsylvania. Her multiple roles of female physician, psychiatrist, and wife of a gynecologist (she is married to Dr. Thornton) provide Dr. Schramm with a unique perspective on the physical and emotional difficulties women face in gynecology.

    Although we are providing you with valuable information on a variety of gynecologic conditions, never forget that your best resource is still a personal gynecologist. Keep in mind the following pointers when you consult a gynecologist:

    
      	
Don’t make assumptions! When you develop a symptom such as unusual bleeding, pelvic pain, or vaginal discharge, don’t assume that a disaster is brewing. Your symptom may not indicate a problem. Keep in mind that most gynecologic disorders are not life-threatening and can be remedied. On the other hand, don’t assume that your symptom is normal. Most delays in treatment occur because patients fail to seek appropriate attention.


      	
Avoid self-treatment. It’s been said, “He who treats himself has a fool for a patient.” Always see a professional for evaluation and treatment. The people you hear plugging various cures over television, radio, and the Internet aren’t paid to solve your problem. They’re paid to sell a product. Using over-the-counter products without the advice of a medical professional is playing Russian roulette with your health. Likewise, this book is not intended to replace your gynecologist. It should supplement the information he or she provides and give you a basis for meaningful discussion.

      	
Educate yourself. Educate yourself, but choose your resources carefully. We have tried to provide unbiased information in this book. Books, pamphlets, and audiovisual resources produced by the American College of Obstetricians and Gynecologists or other reputable medical institutions are reliable sources of information. Your doctor may have these or other resources available in the office. Be leery of information transmitted through television news shows, magazines, and Internet blogs and forums, which is often oversimplified or distorted.

      	
Don’t be afraid to ask “dumb” questions. The odds are pretty good that your doctor has heard the same question from many other women. Make a note of your questions when you think of them. There is a good chance that you’ll forget a question when you get to the office if it is not written down.

      	
Communicate clearly with your doctor’s office. When you call the office, state whether your problem is urgent. Your doctor will find time to see you promptly if the problem is really an emergency. But don’t cry wolf. If you portray everything as an emergency, your doctor may eventually learn to ignore your complaints. If you anticipate a lengthy visit because you have a complex problem or an extensive medical history, inform the receptionist and ask for more time. If the receptionist cannot accommodate you, ask to speak with the physician or find a new doctor.


      	
Don’t compare yourself to other people. Doctors cringe when they hear “My Aunt Ginny had this same problem and her doctor said . . .” Every patient and problem presents a unique set of circumstances. Recommendations applicable to one patient may not be appropriate for another. We have also seen patients ignore recommendations because their mother (or uncle, or neighbor . . . the list goes on) didn’t “think it was a good idea.” If you feel uncomfortable with your doctor’s recommendation, ask more questions or seek a second opinion. Don’t be influenced by people—no matter how much they love you—who do not have medical credentials.

      	
Trust your doctor, but don’t blindly follow the advice. When your doctor recommends a specific treatment, he or she should explain the rationale behind it. If further clarification is necessary, ask more questions. If you still feel uncomfortable, seek a second opinion. But avoid the tendency to run around obtaining multiple second opinions. If your doctor meets the following criteria, you are probably in good hands. He or she should:

    

    
      	Have a good reputation among other healthcare professionals.

      	Offer rational, concise explanations for his or her recommendations.

      	Provide you with alternatives and options when they exist.

      	Have extensive experience in dealing with the disorder in question.

    

    Without further delay, let’s embark on our exploration of the world of gynecology.

  


  
    1

    THE BIG PICTURE: WHEN TO SEE A GYNECOLOGIST

    Why should I go to a gynecologist?

    Carol doesn’t see the sense in going to a gynecologist. She doesn’t plan on having any babies and isn’t in a relationship. Her Aunt Martha never went to the doctor and lived into her nineties. She doesn’t have a family history of breast cancer and let’s face it, if she gets any other kind of cancer, she’ll probably die from it anyway. Having someone examine you while you are nearly naked is at best embarrassing and at worst mortifying. Why should she subject herself to it?

    There are many women like Carol who talk themselves out of a gynecologic exam, rationalizing their negligence with flawed logic. It’s amazing how many people like Carol don’t even want to talk about cancer, never mind be screened for it. They have “ostrich syndrome”: They believe that if they bury their heads in the sand and don’t look for it, then it won’t happen.

    If you are destined to develop cancer, it will occur whether or not you’re screened. Screening, however, helps the doctor discover cancer early, increasing the chances of successful treatment. A glance at the history of cervical cancer treatment clearly shows the importance of early detection. The incidence of cervical cancer in the 1950s was thirty to thirty-five cases per one hundred thousand per year in women over the age of twenty. With the advent of the Pap smear (a test that detects this cancer), the incidence of cancer dropped to only ten cases per one hundred thousand women—and this despite an epidemic rise in the sexual transmission of HPV viruses that predispose women to cervical cancer. Although the media seem to be fond of locating women who develop cervical cancer in spite of screening, such problems are rare. Without a doubt, the institution of regular screening with Pap smears was tremendously successful. With the recent addition of HPV screening, it is even more successful. At various points in your life, you will also be screened for breast, colon, vaginal, vulvar, and ovarian cancer. We’ll delve into the specifics of these conditions later.

    Family planning is another important reason for consulting a gynecologist. A large number of pregnancies are accidental. Reasons given by younger women include these:

    
      	“I didn’t think I could get pregnant the first time.”

      	“We did it only once.”

      	“He said he loved me.” (The “he” in question has long since left.)

      	“I don’t know how this happened.” (This is our personal favorite.)

    

    Unintended pregnancies also occur in the later reproductive years. Older women can be taken by surprise just like younger women:

    
      	“But I was told I couldn’t get pregnant at my age.”

      	“Well, we were meaning to get around to doing something more permanent.”

      	“I didn’t think a woman could get pregnant this late in life.”

    

    Your best chance of having the right size family at the right time in your life is to practice family planning. Your gynecologist is the best person to help you in this endeavor. There are a wide variety of contraceptive options and other techniques to help you plan for the best time to have your baby.

    Finally, regular appointments with your gynecologist can provide you with a greater understanding of your body and health. Throughout your life, you will face a wide range of normal and possibly abnormal developments. During your reproductive years, you may confront premenstrual syndrome, menstrual irregularities, fibroids, endometriosis, infertility, and concerns related to pregnancy. In the post-reproductive years, you will go through menopause. You may also have concerns regarding bladder dysfunction or other problems related to changes in the pelvic area as you get older. As the years advance, the risk of developing cancer increases. Visiting your gynecologist on a regular basis ensures that these issues can be addressed promptly.

    How should I choose a gynecologist?

    Locating a competent and caring gynecologist can be a challenge. Many women find a doctor based on the recommendation of a friend or neighbor. However, such recommendations can be misleading. Doctor “X” may be very congenial, but incompetent. A general practitioner whom you trust is more qualified to suggest someone to you. If your doctor is a man, ask whom his wife visits for her exams. If your general practitioner is a woman, ask her whom she sees.

    If you are new to the area, first determine which of the nearby hospitals has the best reputation. Then call the hospital and ask to speak with the nurse in charge of the labor and delivery suite. He or she works with the physicians on a daily basis and should be able to make a reasonable assessment of the doctor’s capabilities and bedside manner. Also contact the nurse in charge of the operating room for an assessment of the doctor’s surgical skills. Communicating with these people is more valuable than contacting the hospital’s referral service. The referral service can provide you with the names of gynecologists in your vicinity but cannot comment on their level of competence. You will want to make sure that the physician is Board Certified in Obstetrics and Gynecology and that he or she participates in your insurance plan. You can search the name of the physician via Internet sites such as Administrators in Medicine (www.docboard.org) to make sure that they are in good standing with your state’s licensing bureau and see if the physician is reviewed on consumer sites such as Angie’s List (www.Angieslist.com). Once you identify a physician it is reasonable to call their office and ask the office manager the following questions:

    
      	How long is the usual wait for an appointment? What if it is an emergency?

      	What is the average waiting time once you have reached the office?

      	How long does it take for a doctor or nurse to call you back when you call with a question?

      	Does the practice cross cover with another group?

    

    Should you try to locate a female gynecologist? You may assume that a female gynecologist will be more empathetic in treating your problems. That is not necessarily true. Most men who choose gynecology as a profession are very personable and enjoy treating women. Often older women seek a male gynecologist, presuming that he will be more competent than a female simply because few women of their generation became physicians. Try to choose a doctor on the basis of ability and disposition, not gender. If you are particularly anxious about visiting a gynecologist and feel that you will be more comfortable seeing a female doctor, then try to find one. Otherwise, concentrate on locating the best physician, regardless of gender.

    What can I do if I’m too anxious and embarrassed to see a gynecologist?

    Cindy can’t help herself. She knows that it’s crazy. She must be the only twenty-five-year-old woman in the entire world who has not seen a gynecologist. Most of her friends didn’t have much of a choice. They needed contraception or had a problem that required them to see a doctor. Cindy, however, was a bit of a late bloomer and only now feels like she is in a relationship that could lead to sexual intimacy. She knows she should see a gynecologist, but just can’t get herself to do it.

    Cindy is not alone. Many women never, or rarely, visit a gynecologist for this very reason. The embarrassment of having a gynecologist examine you can be overwhelming. The fact that he or she examines thousands of women every year doesn’t provide much consolation. You may also fear that the doctor will discover a serious problem.

    Understanding the purpose of your visit may help you overcome your reservations. It will be especially important for you to choose a gynecologist who can make you feel comfortable.

    To help overcome your anxiety, consider accompanying a friend on her visit to a gynecologist. The gynecologist’s office will not seem as ominous if you know you are not there for an exam. Then consider making an appointment just to talk. Conversing with the doctor while you are fully clothed eases some of the tension and enables you to feel more at ease. The doctor can take your history and explain the procedures involved in an examination.

    If you feel comfortable with the doctor, schedule an examination. For emotional support, consider bringing a friend who can either stay in the waiting room or come in with you during the exam. A nurse from the office can also serve in this capacity (many doctors routinely have a nurse in the room during exams; if not, you may request one).

    Why do I have such a hard time getting an appointment?

    You finally get through to the doctor’s office after hearing busy signals all day. Well, at least you’re close to getting an appointment, right? Not! The receptionist gives you an appointment just this side of eternity. Why?

    Most good physicians have a backlog of routine appointments. They have developed a large base of patients, and other doctors refer additional patients to them as well. Therefore the appointment schedule may extend well into the future. It is critically important to communicate clearly to the receptionist if your problem is urgent. He or she usually will add you to the next office session. For a true emergency, be prepared to visit the emergency room. If you think your problem demands prompt attention and the receptionist seems to be putting you off, leave your name and phone number. Ask for the physician to call you back at his or her earliest convenience. You can then discuss the situation. If it is necessary, the doctor will find a way to see you. If you prefer a specific date or time for a routine appointment, call the office well in advance. Usually your request can be honored.

    When is the best time to schedule an appointment?

    It depends on what type of visit is necessary. When an extensive discussion of a topic is required, inform the receptionist while scheduling your appointment. Extra time can be allotted. Inquire as to the best point in the schedule for a lengthy discussion. This may be the last appointment of the day. You will possibly have to wait longer if the doctor is behind schedule, but at least you will have more time to talk. This applies only if the doctor does not have surgery or an important meeting scheduled after hours, so check with the staff. When you come, bring a written list of your concerns and questions. Time is valuable, so stay on the subject of your healthcare and avoid small talk.

    Ideally, you should not schedule an appointment on the day that the doctor covers deliveries. If a woman in labor needs attention, the doctor will be eager to finish the office session. You also run the risk that the doctor will leave for a delivery in the middle of office hours, which really fouls up the works. Your best chance for getting in and out quickly is to get an appointment at the beginning of the office session.

    
      Communicate!

      If you have:

      
        	A complicated problem

        	Many questions

        	More than one problem

      

      Ask the receptionist for more time.

    

    Try not to schedule your appointment on a day that is near your next menstrual period, presuming your periods are reasonably predictable. The exam will be messier and more embarrassing. If your menstrual flow comes on the day of your visit, call the office. If your flow is light or your problem urgent, you may be asked to come in for your visit anyway.

    Why do I have to wait so long in the doctor’s waiting room?

    Julie rushes out of work, runs down the stairs to the parking garage, hops in her car, and heads to the doctor’s office. She knows there may be traffic at this time of day but doesn’t want to be late for her appointment. She cuts through the back streets to avoid traffic lights and turns into the office complex. She quickly parks and races up to the office. Glancing at her watch, she is relieved to see that she is right on time. She opens the door to find that the doctor’s waiting room appears only slightly less crowded than a bus terminal.

    Sound familiar? You arrive on time, only to find a waiting room full of patients. It is frustrating to discover an office running far behind schedule when you had the courtesy to arrive on time. This problem isn’t easily rectified. It is partly caused by the amount of time allotted for each patient, which is determined by how much time the average visit is expected to consume. However, the doctor cannot predict what types of problems will appear on a given day. If a series of complex problems arises, it will be very easy to fall behind schedule. Some patients arrive late for their appointments. This sets the schedule further behind. Certainly, many doctors underestimate the amount of time needed for the average patient and should allow more time for each appointment. If waiting is a problem, schedule your appointment early in the day. You can also call ahead on the day of your visit to see if the office is running on schedule. If the doctor is far behind, see if you can arrive later or reschedule your visit.

    How often do I need to see a gynecologist?

    Many people will only see a doctor when they think they have a problem. However, that is not a good way to stay healthy and live longer. After initial visits, women should be examined annually. If a problem warrants closer observation, the doctor will recommend more frequent visits. A family history of a gynecologic cancer may also indicate a need for more than one exam per year. There are many problems that are easier to treat when they are found early. Others can be prevented from getting worse with early intervention. Finally, cancer rarely presents with symptoms when it is early, so regular examinations by your doctor, along with appropriate screening tests such as Pap smears and mammography, are essential.

    When should my daughter first see a gynecologist?

    The standard recommendation is to consult a gynecologist at age eighteen or at the onset of sexual activity, whichever comes first. We see you parents cringing. It’s amazing how many parents say, “There is no way that my daughter could be sexually active!” Unless your daughter is locked in the attic, make no assumptions. Certainly if an adolescent is having a physical problem or has concerns, she should be evaluated earlier. Usually, initial discussions of menstruation, normal female development, and sexuality are addressed at home and at school. If parents feel uncomfortable discussing gynecologic topics, they should bring their teen (or preteen) to the doctor for education. This also gives your daughter an opportunity to discuss concerns she may not be willing to share at home. Assure her that she will have complete confidentiality. Let her know that she can talk to the gynecologist without being examined. Do not attempt to pry information from the doctor. If your daughter wants to, she can ask the doctor to speak with you.

    My daughter has a problem and refuses to see a gynecologist. What should I do?

    Talk to your gynecologist. It may be that your daughter has a problem that doesn’t require an office visit. Ask her if she would be more comfortable seeing a female gynecologist, or a doctor other than your own. She may think that information shared with your doctor will be transmitted back to you. Or she may feel more at ease with the family doctor or pediatrician rather than a stranger. If the problem is beyond his or her scope, a gynecologist can be consulted.

    Depending on the problem, a pelvic ultrasound scan may provide the physician with the information required to manage a problem. An ultrasound can be performed without having a patient remove her clothes (thereby diminishing the embarrassment) and is painless.

    Can my family doctor do the pelvic exam?

    Many physicians trained in family practice and internal medicine are able to practice basic gynecology. If comfortable with their skills, they can perform routine gynecologic exams and obtain Pap smears. They also may handle common gynecologic problems. This is reasonable as long as they are aware of their limitations. It is logical to assume, however, that a gynecologist will be more skilled in this area. For that reason, many women would rather see a gynecologist for their examinations.

    
      Maggie and Tina’s Story

      Maggie’s daughter Tina has a steady boyfriend, or at least what counts as steady in this day and age. Tina has been seeing Robbie for three months now. She’s only sixteen and has never asked any questions about sex. In fact, Maggie tried to get her to use a thin tampon during swim season, but Tina refused, saying it hurt too much. Maggie wonders what she should do next. If Tina won’t use a tampon, she can’t be having sex, right? Should she take Tina to see a gynecologist? Maggie’s gynecologist has a younger female partner, Dr. Jaffe, who would be perfect for Tina, but Maggie doesn’t think Tina will allow an exam. When she raises the possibility with her daughter, Tina reacts. “No way, Mom! You’ve got to be kidding.”

      Several weeks later, Tina finally opens up to her mother. Was it the threat of seeing a gynecologist or the Rocky Road ice cream? Probably the Rocky Road. Their best mother-daughter moments were always shared over ice cream. Tina reassures her mother that she and Robbie are just friends. She is not engaging in any sexual activities. Maggie lets her know that she can talk about these things openly. She tells Tina that she hopes her daughter will wait until she is in a long, committed relationship before considering sex. However, she wants Tina to know that the most important thing is for her to be protected against pregnancy and sexually transmitted infections if and when Tina becomes sexually active.

      Six months later, Tina misses three periods in a row. Maggie gives her a pregnancy test even though Tina swears that she has not been sexually active. The test is negative. Maggie is relieved but at the same time understands that this is not normal and that she should take her daughter to the gynecologist. Tina refuses. Maggie asks herself, “What should I do now?”

      Maggie calls her gynecologist, Dr. Johnson, who suggests that Tina will feel comfortable with Dr. Jaffe and informs Maggie that she can first bring Tina to the office just to talk with Dr. Jaffe. Maggie then asks if it would be okay for Tina to see Dr. Winwood, their family doctor. Tina already trusts Dr. Winwood, who has managed her asthma for many years. Dr. Johnson concurs and recommends that Dr. Winwood call them after he has seen Tina if he needs any advice on treating Tina’s gynecologic problem.

      Tina agrees to see Dr. Winwood. After her visit, Dr. Winwood calls Dr. Jaffe and together they resolve Tina’s problem.

    

    Is douching a good idea?

    No! For the most part, douching does more harm than good. The manufacturers of feminine hygiene products would like to convince you that these products are necessary for cleanliness. Wrong! Except when certain problems occur, the vagina maintains a normal bacterial population on its own. Douching temporarily reduces the normal bacteria, thereby giving less desirable bacteria or yeast an opportunity to dominate. If you have excess discharge or an odor, there might be a vaginal condition requiring treatment. Don’t douche or use other over-the-counter products. Make an appointment with the gynecologist. Women may also develop an allergic or irritant reaction to one or more substances in the douche. Your doctor may instruct you to douche under certain circumstances, but avoid douching on a regular basis.

    What do all those fancy words mean?

    Sandy and Scott have been trying to conceive for an eternity. Sandy’s gynecologist tried to help them without success, so he sends them to an infertility specialist, Dr. Kennedy. Sandy and Scott aren’t there for more than five minutes when Dr. Kennedy goes into his spiel on the ten thousand causes of infertility. Unfortunately, he might as well be speaking Greek. It doesn’t take long before Sandy and Scott are confused.

    We often accuse lawyers of creating their own vocabulary so we will need them to interpret it for us. This is somewhat hypocritical of us, since doctors have done the same thing. After all, what is an endometrium, anyway? Here we’ll explain terms used in describing the pelvic anatomy (see the illustrations below). Throughout the book, other terminology will be clarified. You will also find a glossary at the end of the book.

    
      	
Uterus: The uterus is the reproductive organ located in a woman’s pelvis that serves as an incubator for the developing fetus. It is primarily composed of muscular tissue called the myometrium. You can thank the myometrium for those wonderful labor pains and menstrual cramps. The inside of the uterus is lined with a layer of tissue referred to as the endometrium. It is predominately composed of glandular tissue. Each month, it is modified by hormones in preparation for pregnancy. If pregnancy does not occur, the endometrium is shed, creating the menstrual period.

      	
Cervix: The cervix is the portion of the uterus that protrudes into the vagina, commonly referred to as the opening of the uterus.

      	
Ovary: The ovaries are the female glands containing the eggs necessary for reproduction. The eggs reside in structures called follicles, which also produce the female hormones estrogen and progesterone.

      	
Fallopian tubes: These tubular structures transmit the egg to the uterus from the ovaries. An ovary and a fallopian tube are on each side of the pelvis.

      	
Vagina: The vagina is a tubular canal connecting the outside of the body and the uterus. It allows for penetration by the penis so that sperm can be deposited and sent on their journey toward the egg. Most people are familiar with the term vagina, but we never make assumptions about this. We still recall a teenager who decided to name her newborn daughter Vagina (not Virginia). On her way out of the delivery suite she overheard the term and liked the sound of it. We can only hope she changed her mind once enlightened about its meaning.


      	
Vulva: The region immediately external to the vagina, the vulva includes smaller inner folds referred to as the labia minora and larger outer folds referred to as the labia majora, which are covered with pubic hair. These are also called the inner and outer “lips” of the vagina.

      	
Bladder: Similar to a water balloon, the bladder is a structure that serves as a holding station for urine until you’re ready to void. (At least you hope it waits until you’re ready.) It is located immediately in front of the uterus. The ureters are the tubes that bring urine to the bladder from the kidneys. The urethra is the tube that carries urine outside the body from the bladder. Its opening is located directly above the vagina.


      	
Clitoris: This small, protuberant structure is located between the uppermost reaches of the labia minora. It is directly above the urethral and vaginal openings. In most women, this is the genital structure most associated with generating sexual pleasure (sure, now we have your attention).


    

    What is the doctor doing during the examination?

    Many women don’t have a clear understanding of what goes on during the pelvic exam. However, one thing is crystal clear. When someone is examining that part of your body, any amount of time is too long. What takes so long?

    [image: image]

    First, the doctor will inspect the external genitalia. This includes the vulvar lips, clitoris, and the opening of the vagina (referred to medically as the vestibule). The opening of the urethra (referred to as the urethral meatus) and the perianal region are also examined. Any unusual change in color, thickness, or texture of the skin in these areas is noted. The doctor also searches for skin lesions such as warts, cysts, and ulcerations.

    A speculum is then inserted into the vagina. Opinions concerning this instrument range from “uncomfortable” to “instrument of torture.” The speculum is a long, narrow device inserted into the vagina in a closed position and then opened to allow the doctor to see the vagina and cervix. Speculums are available in a variety of sizes. Your doctor should be able to find one that allows a clear view without making the procedure too uncomfortable. The amount of discomfort you feel depends on how tightly your pelvic muscles contract around the speculum. Your natural reflex is to tighten your muscles. However, you can learn to relax them. These muscles are related to those that control voiding. Relax them as if you are ready to void (don’t worry; you won’t actually have an accident). Also think about relaxing your buttock muscles. When you tighten your pelvic muscles, your bottom will actually start to rise. Concentrate on relaxing your bottom, and the exam will be easier. Take slow, deep breaths, exhaling completely, to relax yourself. The typical speculum feels as if it just emerged from a refrigerator. You can suggest that warming it might be in order. At this point, the doctor may obtain a Pap smear (next question). Finally, as the speculum is removed, the vagina is evaluated for abnormalities.

    Looking through the speculum, the doctor can see only the vagina and cervix, but cannot gain information regarding the uterus, fallopian tubes, or ovaries. Therefore, he or she will perform a bimanual examination, placing one or two fingers into the vagina while placing the other hand on your lower abdomen. Using mild to moderate pressure, the doctor can feel the size, shape, and mobility of the internal organs. If you momentarily feel pain during the exam, do not misinterpret that as representing a problem. The ovaries do not like being pushed around. Once again, relaxation is of the utmost importance. Without it, the exam is more uncomfortable, and the doctor cannot get the necessary information. The doctor may also perform a rectal or rectovaginal (one finger in the rectum and one in the vagina) exam. Structures in the posterior part of the pelvis are often assessed better through the rectum. A rectal exam should be performed on women over age fifty as a screening for rectal cancer.
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    What is a Pap smear?

    The Papanicolaou (named after the man who introduced the technique), or “Pap” smear, is a procedure whereby the gynecologist gathers cervical cells for microscopic examination. He or she takes the specimen while the speculum is open inside the vagina. A brush or small spatula is used to obtain the cells. In most cases the procedure is not painful, although it may feel unusual. If it is painful or uncomfortable, take solace in knowing that it doesn’t take long to acquire the specimen. A specially trained technician (referred to as a cytologist) or physician (referred to as a pathologist) analyzes the cells on a slide. They use a microscope to find precancerous or cancerous changes of the cervix.

    The Pap smear screens women for cervical cancer only. Often women harbor the incorrect notion that the Pap smear is used to detect all types of malignancies. It does not reveal endometrial, ovarian, or vulvar cancer. If an abnormality is seen on the vaginal wall, a separate smear can be performed to screen that area.

    Since we now know that high-risk strains of HPV (human papillomavirus) are the actual cause of cervical cancer, your physician may also have the Pap smear specimen tested for HPV. We will learn more about this virus in our chapter on sexually transmitted infections. If a woman has had a total hysterectomy (removal of the entire uterus, including the cervix) for benign disease (noncancerous conditions), Pap smears are no longer required. In the past, post-hysterectomy Pap smears of the vagina were performed, but this is no longer recommended since primary vaginal cancer is very uncommon.

    In the past, Pap smears were routinely acquired on an annual basis. With the addition of high-risk HPV testing, it is now recommended that low-risk women can be screened less frequently (ask your doctor if you qualify as low risk). Current recommendations are for women to start getting Pap smears at age twenty-one (regardless of when they become sexually active). Pap smears (without HPV) are recommended every three years between ages twenty-one and twenty-nine. Routine HPV testing is not recommended between twenty-one and twenty-nine. Prevalence of HPV is high in this age group and most women who acquire HPV in their twenties will clear the virus. It is recommended that women ages thirty through sixty-five get a Pap smear with high-risk HPV testing every five years or just a Pap smear every three years. Recent recommendations suggest that Pap smears can be discontinued after age sixty-five because cervical cancer is rarely seen after this age. Having said that, most physicians will continue Pap smears beyond sixty-five.

    How reliable are Pap smears?

    Periodically, network television airs news segments depicting the inaccuracies of various diagnostic medical techniques. However, the stories create a devastating misimpression by focusing on the relatively small percentage of failures. The Pap smear has been a very valuable tool in the screening of cervical cancer and has been immensely successful in reducing mortality from this cancer. False negative rates do run as high as 20 percent, meaning that there is a one in five chance that an abnormality may be missed on a single Pap smear. That sounds scary, but that statistic is misleading. First, assuming you are examined regularly, if an abnormality is not detected on an initial Pap smear, it is extremely likely that it will be discovered on a subsequent smear while it is still in the precancerous stage (cervical cancer usually develops slowly). At this stage, the condition is still readily treatable with a variety of conservative techniques. Second, current methods have improved the accuracy of Pap smears tremendously. New technologies that use a computer to screen Pap smears and new methods of collecting cells for the Pap test have improved its accuracy. Finally, the addition of HPV screening has immensely helped doctors focus on women who may be at higher risk for cervical cancer.

    
      Even if your Pap smears are done less frequently, you still need to be seen on an annual basis. Cervical screening is only one of the many reasons for your annual visit.

    

    What is a mammogram?

    You walk into the office shortly after turning forty. Your gynecologist enters the room. “I hear congratulations are in order. You recently had a birthday. Of course you know what that means.”

    “No, what?” you ask.

    “We now recommend that you get an annual mammogram,” the doctor says with a slightly sadistic grin.

    Great! you think. Could this day get any better?

    As you’re being examined, it dawns on you that you don’t really know much about mammography. You’re not stupid. You know that it takes pictures of the breasts. But what are they really looking for? How can they tell when something is abnormal?

    A mammogram is an X-ray of the breasts. A technician places each breast between two plates and takes pictures. The radiologist interprets the images, looking for calcifications and subtle densities within the breast tissue that could represent cancer. The majority of screening mammograms have no abnormalities. If a nodule is found, the size and shape of the nodule is evaluated to determine whether it might be cancerous. Other factors taken into consideration include the sharpness of the margins (the edges or borders of the nodules) and any associated small calcium deposits. A small nodule with a regular shape and smooth margins suggests a benign (noncancerous) density, such as a cyst. Scattered, large calcifications are fairly common and are usually benign. An enlarging nodule that is irregular and has indistinct margins suggests cancer. Small, clustered calcium deposits are also suspicious. In these situations, the radiologist recommends a breast biopsy (a tissue sample) because early detection is important in the treatment of breast cancer.

    Are mammograms painful?

    Yes and no; the answer definitely depends on whom you ask. Most women find mammography somewhat uncomfortable, but tolerable. A small number of women find mammography painful. Often these women have fibrocystic breasts. However, regular mammograms are particularly important for women with fibrocystic breasts because they are “lumpier” and more difficult to examine, making the detection of cancer more difficult.

    Mammograms will also be more uncomfortable when performed shortly before your menstrual period. Cystic areas in the breasts are more prominent at this time, which can make the interpretation of the mammogram more difficult. Schedule your mammogram early in your menstrual cycle (right after your period), and both you and your radiologist will be happier.

    If you are menopausal, mammograms will be more uncomfortable if you are using hormone replacement therapy. Don’t misinterpret the discomfort as a sign of a problem. If the pain is intolerable, discuss the situation with your gynecologist. He or she may be able to adjust your hormone regimen to remedy the problem.

    The amount of discomfort associated with the mammogram previously varied according to the technician. Their task was difficult: If they squeezed the plates too hard they would cause pain, but if they didn’t squeeze hard enough the quality of the study was compromised. This subjective factor has since been eliminated by modern equipment that automatically adjusts for the right amount of pressure.

    Aren’t mammograms dangerous?

    Sooner or later you will run into someone who never gets a mammogram because they are convinced it is dangerous. After all, a mammogram uses radiation. Isn’t that dangerous? Can’t that cause cancer itself?

    Although mammograms involve a small exposure to radiation, it is a low dose. You are actually exposed to a similar dose of radiation from the environment each year. Any small increase in risk from this low dose of radiation must be compared with the benefit of diagnosing breast cancer earlier. While acknowledging that there may be a small risk from mammography itself, most reputable organizations, like the National Cancer Institute, feel that the benefits from mammography far outweigh the risks. Mammograms do not prevent breast cancer, but they do reduce the death rate from breast cancer through early detection.

    How reliable are mammograms?

    If you live long enough, you will eventually encounter someone who develops advanced breast cancer even though they were conscientious in obtaining their mammogram every year. This begs the question of how effective mammograms are at picking up early cancers. If mammography is not really effective at picking up early cancers, there’s no point in getting them.

    The quality of radiologic equipment used for mammography varies. Studies have also shown that different radiologists can interpret the same breast images differently. Because of these variables, it is important to go to a facility with state-of-the-art equipment (such as digital mammography machines) and physicians who specialize in breast imaging and acquiring breast biopsies when indicated. Your gynecologist, who is the doctor primarily responsible for breast cancer screening, can recommend a facility that provides reliable results. Make sure the facility is accredited by the American College of Radiology.

    The value of mammography for women over age fifty is not questioned. In this age group, approximately 90 percent of breast cancers are detected through this procedure. Early detection results in a 30 percent decrease in mortality (deaths from the cancer). Women over fifty should undergo mammograms annually.

    The benefits of mammography for women under age fifty are somewhat more controversial. Because breast tissue in younger women is denser, it is more difficult to spot a cancer on the images and more cancers are missed. Another concern is that breast cancer in young women often behaves aggressively. Therefore, detecting it at an earlier stage may not improve survival rates as much. Recent studies suggest, however, that regular screening with high-quality equipment does reduce the number of deaths due to breast cancer in this age group. Current recommendations for this age group vary, with most reputable organizations recommending mammography every one to two years beginning at age forty. Since 75–85 percent of all breast cancer is diagnosed in women who have no family history for breast cancer, it is important that all women are screened after age forty on a regular basis.

    Interpretation of mammographic abnormalities is not an exact science. The radiologist cannot always be certain whether a finding is benign or cancerous. A breast ultrasound (next question) may help determine the nature of an abnormality. MRI (magnetic resonance imaging) is also used, particularly in high-risk women, to distinguish between normal and abnormal breast tissue. Thermography (detecting temperature differences between normal and abnormal tissue) and scintimammography (using a radioactive tracer to provide tumor-specific imaging) are additional imaging methods used to supplement, not take the place of, mammography in women who have particularly difficult breasts to image, such as women with dense breasts, fibrocystic breasts, and breast implants. Tomosynthesis, a new form of mammography, utilizes 3-D imaging that may also improve detection in women who have dense breasts that are difficult to image.

    There will be “interval cancers” that grow fast between screenings and subtypes of cancer, such as lobular, that are difficult to detect with screening mammography, but the vast majority of cancers will be detected early using screening mammography.

    Why do I have to get a breast ultrasound?

    Sue was a little hesitant, but finally talked herself into getting a mammogram. No sooner is she home than she finds a message on her answering machine asking her to call the radiology department. She quickly calls the designated number and speaks with Nancy from radiology, who explains, “Something showed up on your mammogram. This doesn’t necessarily mean that it is anything bad, but the radiologist wants you to come back to take extra pictures of that area and get a breast ultrasound.” Sue tries not to get overanxious, but it is difficult. Her sister Heidi developed breast cancer at fifty-five and Sue can’t help but think that she must have cancer too.

    She calls her gynecologist, Dr. Jones, to see what he thinks. Dr. Jones reassures Sue that 10 percent of the time the radiology department calls patients back for additional pictures and the vast majority of the time everything turns out to be fine. He explains, “Although mammography effectively reveals a breast nodule or mass, it cannot tell whether it is solid or cystic (fluid filled). A breast ultrasound provides this information. A fluid-filled structure is considered a cyst, and therefore benign. The risk of cancer is greater with a solid mass. It is usually biopsied.”

    A breast ultrasound does not replace the mammogram, but rather gives additional information. If your mammogram is normal, a breast ultrasound is usually not necessary. However, this may change with the development of automated 3-D breast ultrasounds, which recently received FDA approval for screening women with dense breasts and a normal mammogram. Moving forward, facilities may begin to implement this technology in their screening protocols.

    If breast MRI is more sensitive than mammography, should I get that instead of a mammogram?

    Sue returns to the radiology facility. They take additional pictures of her breast and indeed there is something there, but the ultrasound shows it to be a simple cyst. She is reassured by the radiologist and her gynecologist that this is quite common and benign. Since the cyst is not bothering her, she doesn’t need to do anything about it.

    She calls her sister Heidi and shares this information with her. Heidi is relieved. “That’s so good. I was worried for you. I wonder if you should get a breast MRI instead of mammography. Ever since I had my cancer, the breast surgeon orders an annual MRI.”

    Sue considers this suggestion. “I’ll have to ask Dr. Jones about that when I see him next year.” She is left pondering, Who gets a breast MRI and who doesn’t?

    Mammography is still the standard of care for screening for breast cancer. Breast MRI can be more sensitive at detecting breast problems, but it is extremely expensive (which means your insurance won’t pay for it), prone to a higher incidence of false positives (saying there is a problem when there really isn’t), and requires more sophistication in its interpretation. Because of its high sensitivity, it should be considered in the following circumstances:

    
      	High-risk patients who are determined to have a greater than 20 percent lifetime risk of breast cancer, using one of the accepted breast cancer risk calculators, such as the Gail risk assessment model

      	Patients with a history of atypical hyperplasia on biopsy

      	Patients with a personal history of breast cancer or DCIS or LCIS (discussed in chapter 12)

      	Patients with a breast implant when there is a suspicion of rupture

      	Patients with a known BRCA1 or BRCA2 genetic mutation. These mutations significantly increase the risk of breast and ovarian cancer. Most insurance companies will cover a breast MRI under these circumstances, as well as for patients who have a first degree relative with a BRCA mutation and have not had testing themselves or patients with other genetic syndromes associated with an excess risk for breast cancer.

      	Patients with a history of radiation therapy to the chest between the ages of ten and thirty. The Children’s Oncology Group’s guidelines recommend that patients treated with this type of radiation (as a child, teen, or young adult) start screening five to eight years after finishing their treatment or at age twenty-five, whichever is later.

    

    How can I lose this weight?

    Jamie, Helen, Linda, and Betty decide to form a weight loss support group at their church. They were always talking about doing this but never committed to the idea until today. Pastor Rachel preached on how your body is a temple and you have to take care of it. They now gather for the first time and begin to share their stories.

    Jamie, the youngest, speaks first. “I can’t believe how much weight I’ve gained since having my baby. I used to be the person who could eat anything in college without gaining weight. Pregnancy really killed me. I put on fifty pounds and I know that’s too much, but I thought most of it was water weight and would leave me after the pregnancy. Now I’m left with trying to get rid of an extra thirty pounds.”

    Helen responds, “You think you have problems now, just wait until menopause. I was doing fine until I stopped getting periods. Ever since then I gain weight just by looking at food and it all goes right to my middle. I’m convinced that losing my hormones has slowed down my metabolism or something.”

    Linda laughs. “I’m sorry, I didn’t mean to laugh, but I went through menopause three years ago. I had terrible hot flashes so my doctor put me on hormone replacement therapy and I’ve done nothing but gain weight since that time. I was going to blame my weight gain on getting hormones, not losing them.”

    Betty, the matriarch of the group, joins the discussion. “Well I don’t know about hormones, but it seems like I put on weight every year. Looking at me now at 250 pounds, you wouldn’t know that thirty years ago I was only 130. I never thought that three to four pounds a year could add up to much, but it sure does.”

    Many women can relate to the frustration shared above. The nurse has the gall to weigh you immediately upon entering the exam room. How could you possibly have gained another five pounds? You haven’t been eating any differently. This isn’t fair!

    Excess weight gain is something that can develop at any age and is especially common in the menopausal years, often settling in one’s midsection and creating that unsightly “midriff bulge.” Some studies suggest that menopause is related to a modest increase in weight gain with an accelerated accumulation of central body fat that exceeds changes normally attributed to the aging process. Estrogen replacement may curb some of this tendency. However, hormonal changes alone don’t cause the amount of weight gain commonly seen in postmenopausal women. Weight gain in midlife occurs irrespective of the timing of menopause and also occurs in men. In midlife we tend to be less active in our everyday life and exercise less than we did earlier. In addition, muscle mass naturally decreases with age. If you don’t do anything to replace this muscle, your body will burn fewer calories. If you continue to eat as usual, you will gain weight. Whether your weight gain is linked to menopause itself or aging and lifestyle is less important than understanding that it can be prevented with proper exercise, diet, and lifestyle modifications.

    Currently, more Americans are overweight than normal weight. What is overweight? As a rule, a woman who is five feet tall should weigh one hundred pounds. You can then add five pounds for every inch above five feet, plus or minus 10 percent. If you’re not sure, your doctor can refer to a chart that indicates a normal range of weight. If you are more than 20 percent overweight, he may even use that hideous term obese. Weight gain occurs when you consume more energy (as food) than you burn. Weight problems can result from certain medical conditions such as hypothyroidism or medications. However, heredity, eating habits, and lifestyle usually dictate your weight.

    Tackling your weight problem is a difficult endeavor. There are no shortcuts or instant cures for the problem. The most sensible approach is a gradual change to a healthy diet and increased exercise. Fad diets that severely restrict calories are not the answer. When these diets are discontinued, weight rebounds, often shooting higher than before. Modest reduction in calories (three hundred to five hundred) is reasonable and usually occurs when changing to a lower-carbohydrate diet rich in fruits and vegetables. Excess carbohydrates and unhealthy fat, especially saturated fat and trans fat, should be severely reduced. Help can also be obtained by consulting a nutritionist (check with your local hospital). Your change in habits should consider the following:

    
      	Avoid alcohol—it is “empty calories” with no nutritional value.

      	Eliminate sweets (soda, candy, cake, cookies, pie, et cetera).

      	When eating a carbohydrate product such as bread, pasta, or rice, switch to a whole-grain product and limit your quantities.

      	Don’t try to eliminate fat altogether from your diet. To remain healthy, approximately 30 percent of your diet should come from the consumption of healthy fat. In addition, fat is more satiating, so you are less likely to eat between meals. Most of your fat consumption should come from monounsaturated or polyunsaturated fat (fish or plant-based oils such as olive oil). Saturated fats (animal fat such as red meat and full-fat dairy products), with the exception of virgin coconut oil, should be limited. Trans fat products should be eliminated altogether. Trans fat usually occurs in processed foods like margarine, commercial baked goods, and fast food.

      	Never eat fast food!

      	Cook your own food. This allows you to use healthy ingredients, enables you to see exactly what you are putting into the recipe, and allows for better portion control. It also tends to make you eat slower since you want to appreciate the work you put into your meal.

      	Eat slowly. When you eat slowly, your brain can catch up to your stomach in realizing that you are getting full. You can also trick your brain into thinking that it needs less by eating something bulky, such as a salad, or drinking a glass of water before your meal. You can also eat a small portion of something high in protein and fat, such as a handful of nuts, twenty or thirty minutes before your meal.

      	Incorporate a source of protein into each meal.

      	Drink plenty of water—up to six glasses of water every day (unless you must restrict fluids for other health reasons).

      	Avoid second helpings.

      	Use a salad plate instead of a dinner plate to reduce your portion sizes.

      	If hungry between meals, choose a healthy snack (fruit) over an unhealthy snack (ice cream, potato chips).

      	Eat at regular intervals throughout the day. Eating next to nothing for breakfast and lunch and then inhaling everything in sight at the end of the day is not healthy, and you won’t burn up many of those calories while you’re sleeping.

      	Don’t associate eating with other activities (reading, watching television).

      	Try not to eat for the wrong reasons (boredom, stress, depression).

      	Eat out less often—when you do eat out, be selective in your choices.

    

    Tracking your food intake is a great way to lose weight. The simple act of recording your food intake in a journal, computer program (ex. www.myfooddiary.com), or phone app prevents you from overeating. Simple smartphone apps like “Lose It!” enable you to track what you’re eating no matter where you are located.

    Adding a regular exercise routine to your daily regimen is essential for continued health. Not only does exercise burn up calories, but it improves your general conditioning, health, strength, and mobility. However, don’t be fooled into thinking that exercise gives you a license to eat whatever you want. Most people overestimate the amount of calories burned during exercise. Exercise is employed as an adjunct to proper eating, not in its place. Exercise does not have to be tedious and boring. Choose an activity that you enjoy, such as tennis, golf, swimming, or dancing. Even thirty minutes of brisk walking every day will make a difference. For a more disciplined approach, look into your local YMCA or fitness center. Incorporate strength training (weights or resistance machines) into your exercise schedule. This will help maintain your muscle mass, which in turn helps you burn calories more efficiently. Also consider adding yoga or Pilates. Both of these help maintain strength and flexibility and will help with conditioning the core part of your body (midsection), which is often problematic in menopause. Of course let’s not ignore all of those excuses we have for not exercising:

    
      	“I don’t have the time to exercise.” Do you have time to read or watch television? If so, you have the time to exercise. Both of these can be done while exercising. Buy a treadmill or exercise bike and put it in front of the television to make it harder to ignore.

      	“I’m too tired to exercise. By the end of the day, I’m exhausted!” It seems paradoxical, but exercise is more likely to energize you than cause fatigue.

      	“I have arthritis (or bursitis, or tendinitis—insert your own itis) so I can’t exercise.” Nice try, but we’re not buying it. There is usually some form of exercise that can be adapted to suit your medical condition. In the case of arthritis, you will probably do well in a swimming pool (pool aerobics are great), which takes the weight off your joints.

    

    We are talking about a serious commitment. You have to dedicate yourself to changing years of poor eating habits. In some cases, we’re talking about a major overhaul in lifestyle. However, if you have the resolve to make this commitment, you will not only lose the pounds, but keep them off.

    For more information and help with healthy eating, go to www.choosemyplate.gov.

    What medications help you lose weight?

    As the group discusses various strategies for weight control, Helen thinks she has a solution. “Can’t you just take medications that help you burn up calories? When I was growing up, the doctor gave my mother something to help boost her metabolism.”

    Linda responds, “I don’t think they do that anymore. I think it’s dangerous. I once asked my doctor about that and she said it was too risky, so she doesn’t prescribe those medicines. She told me to go to Weight Watchers.”

    “Did that work for you?” asks Helen.

    “Yeah, it worked while I was doing it, but as soon as I stopped going to the meetings, I fell back into my old habits.”

    So what’s the deal? Are you like Helen? Taking a pill to lose weight sounds good to many people. Medications can help you lose weight, especially when coupled with a diet and exercise regimen. However, the additional weight loss is often modest (usually about ten pounds), tends to level off after six months, and rebounds when the medications are discontinued. You must change to a healthier diet and exercise to maintain weight loss over the long run. Prescription medications are only indicated in severely obese patients with a BMI (Body Mass Index, calculated from your height and weight) of thirty or above (or twenty-seven and above if there are additional obesity-related conditions such as diabetes). You can go to www.nhlbi.nih.gov/guidelines/obesity/BMI/bmicalc.html to calculate your BMI.

    The first class of medications used for weight loss is appetite-suppressant medications, which promote weight loss by decreasing appetite or increasing the feeling of being full. Medications in this class include phentermine, phendimetrazine, diethylpropion, and lorcaserin (Belviq), a newcomer that received approval by the FDA in June of 2012. Historically, phentermine has been the most commonly prescribed. There are a myriad of side effects that may appear with the use of appetite-suppressant medications. Most of the side effects are mild and usually improve with continued use. They cannot be used in people with certain medical conditions and serious, even fatal, outcomes have been reported. It is important that these medications be prescribed only by physicians with a thorough understanding of their potential adverse effects. Medications in this class should generally be used for several weeks, or several months at most. They are not intended for long-term use.

    The second class of medications approved for weight loss is lipase inhibitors, or fat blockers. Xenical (orlistat) was approved for weight loss and is now available over the counter under the trade name Alli. Lipase inhibitors work by blocking 30 percent of dietary fat absorption. Side effects include abdominal cramping, gas passage, leakage of oily stool, increased number of bowel movements, and the inability to control bowel movements. The side effects may be worsened by eating foods that are high in fat, so patients should combine the medication with a low-fat diet. They reduce the absorption of some vitamins, so patients taking Xenical or Alli should take a multivitamin at least two hours before or after taking the medication.

    There are additional medications normally used to treat other conditions that are used off-label, in other words without FDA approval for weight loss, including buproprion (antidepressant), topiramate and zonisamide (anti-seizure), and metformin (diabetes). Recently the FDA approved a drug called Qsymia, a combination of topiramate with phentermine (see above). Combining the two drugs increases the amount of weight loss, but also potentially increases the number of side effects and risks. Women taking Qsymia must use reliable contraception because topiramate can cause birth defects. People with recent or unstable heart disease or stroke should also not take Qsymia because of potential heart risks. Once again, they should only be used in situations where their benefit clearly outweighs the risk. No medication prescribed for weight loss should be used in a patient who is only mildly or moderately overweight.

    Alpha-lipoic acid (800–1800 mg/day) is an antioxidant supplement used for weight loss in the complementary and alternative community. Alpha-lipoic acid helps your body process sugar into energy. It is also used by some in the treatment of diabetes. Diabetics and patients with thyroid disorders require special monitoring when using this supplement.

    When is surgery indicated for obesity?

    Betty shocks the group by telling them that she’s going to have a stomach banding procedure. “I’ve tried all of the diets. Weight Watchers worked while I was going to meetings, but I couldn’t stick with it at home. I’ve also done Nutrisystem and Jenny Craig. They worked as long as I ate their meals, but once I started cooking for myself, I gained back all my weight. I tried Trevose Behavior Modification, but they kicked me out for cheating. I’m ashamed to admit it, but I just don’t have the self-control to stick with one of those programs.”

    Jamie interjects, “I thought that surgery was dangerous. My mother’s best friend had that surgery and she says that she gets reflux every time she eats.”

    Undeterred, Betty continues, “I was told there are risks, but most people do well. The surgery is easier now because they can do it laparoscopically. I already have diabetes and high blood pressure, and my doctor says I’ll need to get all of my joints replaced if I don’t do something to get this weight off me now.”

    Yes, surgery may seem rather drastic, but it can be a lifesaver for people like Betty who have failed other methods and face multiple medical complications from their weight. Roughly one in twenty-five Americans are morbidly obese. Bariatric (obesity) surgery, which includes gastric banding and gastric bypass techniques, is indicated for anyone with a BMI of forty or above (roughly one hundred pounds overweight for men and eighty pounds for women) or for someone with a BMI of thirty-five or above if they have obesity-associated conditions such as hypertension, diabetes, heart disease, sleep apnea, or high cholesterol. In these situations, the risk of getting sick or dying from obesity-related conditions outweighs the risk and potential complications of surgery. Improved surgical techniques and the availability of laparoscopic surgery have greatly improved outcomes from bariatric surgery. In the vast majority of cases, surgery successfully helps men and women dramatically reduce their weight, improving the quality of their life tremendously. Of course, surgery should still be combined with dietary changes and exercise in order to optimize benefits. Most bariatric surgery programs hold periodic information sessions that can help you decide whether this option is right for you.

    What can I do if I have pain?

    Jody doesn’t know what to do. She’s had pain in her lower abdomen for two years now. It seems to be getting worse as time goes by. She has seen her internist and gynecologist multiple times and they keep insisting that everything is normal. It almost seems like they think that it’s all in her head. Well, it’s not! There’s something wrong. She just knows it. It doesn’t seem to be associated with any other symptoms, so no one has been able to figure it out. What can she do at this point? How many more tests are available? Her gynecologist mentioned laparoscopy to look inside, but implied that it was unlikely to show anything. She doesn’t want to go through surgery for no reason, but she can’t continue living with this pain. Maybe she should see one of those pain specialist doctors.

    Anyone who has had chronic pain can sympathize with Jody. There is nothing worse than pain! Even patients who avoid the doctor’s office like the plague relent when pain occurs. It’s one of the more common reasons for a woman to see a gynecologist. Any pain in the lower abdomen or pelvic region is assumed to be related to the female organs. Although this may indeed be the case, there are multiple causes of pain.

    You should see a doctor if your pain is severe, worsening, recurring, or disruptive to your daily life. Changes in your bowel function, bladder function, or menstrual cycle or a rise in your temperature to above one hundred degrees should also prompt you to seek help. Initial evaluation can be made by your primary care doctor or your gynecologist. It is probably most appropriate to see your primary care doctor if the pain is in the middle or upper abdomen or associated with gastrointestinal symptoms (nausea, vomiting, diarrhea, constipation). Your gynecologist can evaluate unexplained pain in the lower abdomen. Before seeing the doctor, try to characterize your pain. How long does it last? Is it constant or intermittent? How frequently does it occur? Is it sharp or dull? Does it occur at a particular time of your menstrual cycle? Is it worse with specific types of movement? This information will help your doctor evaluate your condition.

    Pain accompanied by nausea and vomiting or change in bowel function is usually gastrointestinal in origin. Upper abdominal pain can result from problems involving the stomach (gastritis, ulcers, and reflux esophagitis), pancreas, liver, and gallbladder. Lower abdominal pain can be caused by colitis, irritable bowel disease, diverticulitis, or appendicitis. Cancer within the abdomen can cause pain, so do not ignore persistent discomfort. If one of these conditions is suspected, your doctor may consult with either a surgeon (in the case of appendicitis or other surgical conditions) or a gastroenterologist (for conditions that do not require surgery).

    Pain associated with bladder symptoms, such as frequency and urgency of urination, painful urination, or bloody urine, is usually urologic in origin. Possible causes include infection of the bladder or kidneys, kidney stones, cancer, and interstitial cystitis. These are explored in our chapter on bladder disorders.

    Muscle strain or spasm can also produce pain in the lower abdomen or pelvis. This may occur because of strain or injury to the abdominal, back, or pelvic floor muscles. Muscle spasm may also result from disc disease or arthritis in the spine. Damage to nerves emerging from the lower back or coursing through the pelvis may also cause pelvic pain.

    Pelvic pain can also arise from many gynecologic conditions. We’ll only briefly describe them here because most are explored in other chapters.

    
      	
Infections: Pelvic inflammatory disease is an infection of the uterus, fallopian tubes, and ovaries. It is often associated with sexually transmitted organisms. Common symptoms include lower abdominal or pelvic pain, fever, and discharge. Pain limited to the vagina or vulva may be caused by herpes or vaginitis. Pelvic infections are addressed in chapter 5.
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