Gynecology Objectives-2002

Thanx to everyone who worked on these objectives. The objectives were done in different formats and I tried my best to come up with a clear format. Feel free to make changes. There is a page break at the end of each topic to make it easier to separate the objectives. Good luck with exams. Parisa

Pap Smears, Genital Ulcer Disease - Kira

1. Terminology:

CIN: Cervical Intraepithelial Neoplasia



CIN I = Mild dysplasia



CIN II = Moderate dysplasia



CIN III = Severe dysplasia/ Carcinoma in Situ

LGSIL: Low-grade Squamous Intraepithelial lesion


LGSIL = HPV and CIN I


HGSIL = CIN II and III

2.  Bethesda System for interpreting a pap smear:
(  Negative for intraepithelial lesion or malignancy: When there is no cellular evidence of neoplasia, state this in the General Categorization above and/or in the Interpretation/Result section of the report, whether or not there are organisms or other non-neoplastic findings.

Other:  Endometrial cells ( in a woman > 40 y/o).  Specify if “negative for SIL

(  Epithelial Cell Abnormalities:


 Squamous Cell:  




-  Atypical squamous cell





-  of undetermined significance (ASCUS)





-  cannot exclude HSIL (ASCH)




-  Low grade squamous intraepithelial lesion (LSIL)





-  encompassing:  HPV/mild dysplasia/CIN I




-  High-grade squamous intraepithelial lesion (HSIL)

-  encompassing:  Moderate and severe dysplasia, CIS/CIN II/III

-  with features suspicious for invasion (if invasion is suspected)




-  Squamous cell carcinoma

(  Glandular Cell:




-  Atypical





-  Endocervical cells (NOS or specify in comments)





-  Endometrial cells (NOS or specify in comments)





-  Glandular cells (NOS or specify in comments)




-  Atypical





-  Endocervical cells, favor neoplastic





-  Glandular cells, favor neoplastic




-  Endocervical adenocarcinoma in situ




-  Adenocarcinoma





-  Endocervical





-  Endometrial





-  Extrauterine





-  Not otherwise specified (NOS)


Other malignant neoplasms (specify)

Summary:  Satisfactory: WNL




  ASCUS:  F/U or investigation




  Low-Grade SIL:  Either HPV or CIN I




  High-Grade SIL:  Includes CIN II or III




  Squamous Cell Carcinoma

3.  Current Methods of Pap smear testing:

Traditional: Ectocervix and endocervix samples placed on slide with cytology fixative or alcohol.
ThinPrep: Samples collected and placed in vial.  No need for fixatives or worry aboutair-drying.  Technician will filter out the contents (mucus, blood, debris) and reads the results.  Higher yield pap smear method.  More specific and sensitive to ID which grade of lesion and atypical cells.  Too sensitive?
PAPNET:AutoPap: Liquid preps which can also be typed for HPV.  These are automated systems to double-check the preparations.

4. Technical aspects of pap smear performance:


Ideal conditions for pap smear:



-  No sexual intercourse for 24 hours



-  No use of vaginal products for 48 hours



-  Best smears are performed on day 12-16; avoid during menses


Optimal technique for cervical sampling:



-  Moisten and warm speculum with water only



-  Gently remove excess mucus with large swab



-  Sample ectocervix with wooden or plastic spatula



-  Sample endocervix with cytobrush



-  Roll brush and spatula over slide in monolayer

-  Sample vaginal pool in peri or postmenopausal woman only (with intent of identifying endometrial or ovarian tumor cell shedding).



-  Immediately fix in alcohol or with fixative


Poor Pap Smears:



-  Thick, uneven smears



-  Excess mucus or blood or WBC on slide



-  Poor fixation or air drying



-  Inadequate sampling of EC cells 



-  Inadequate sampling due to wiping of cervix with swab or glove


Cytobrush for Endocervical Samples:

-  Pro:  Endocervical cell collection comparable to ECC; higher yield of endocervical cell  collection; obtain more cancer cell; can insert into narrower os than swab.

- Con:  Causes more discomfort and bleeding, more expensive than swab; not
proven cost effective; not indicated for use in pregnancy.

5. Screening interval recommendations:
DHHS:  Annual pap; after 3 or more normal, annual, consecutive; may perform pap testless often at discretion of physician.  (Women screened at intervals of three years or more were 3.9 times more likely to develop cervical cancer than women screened annually.

Low Risk Women: Onset of sexual activity at older than 20 y/o age




Less than 3 sexual partners (ever)




User of barrier method contraception




No history of HPV or other STD’s




Non-smoker




Previously normal pap smear  *  Yearly X 3, then every 2-3 years.


High-Risk Women:  Onset of sexual activity at less than 20 years of age




       3 or more sexual partners




       History of HPV or STD’s




       Previously abnormal pap




       Cigarette smoker




       *  YEARLY

Post-Hysterectomy:  

-  Malignancy:  Every 3 months for 2 yrs; every 6 months for 3 yrs; then yearly

- Benign:  Every 3-5 years on the vaginal wall and at the vaginal cup


Pap Smear Not Necessary:  Virginal women 





      Never an abnormal PAP and:

-  Greater than or equal to 5 benign paps; hysterectomy for benign disease

-  Greater than or equal to 10 benign paps, including 1 at 60 years old.  However this may miss the






opportunity to pick up endometrial shedding.



DES Offspring:  First pap at onset of menstruation, 14 y/o, or onset of intercourse




 Baseline colposcopy after onset of intercourse




 Vaginal and cervical paps every 6-12 months until 30 y/o




 Thereafter, yearly cervical and vaginal paps. 

6. Interpretation of a pap smear and cytology results: 7.  Follow up:

Absent Endocervical Cells:  Use EC cells to monitor technique





       If no diagnosis given must repeat as inadequate

If benign diagnosis is given either repeat annually or only recall women with previously abnormal paps.


Inadequate/Unsatisfactory Smear:  Repeat pap smear midcycle in 6-12 weeks.

If atrophic smear, treat w/ estrogenic therapy for 6-8 weeks, then repeat.


Inflammation (Candida):  Most cases do NOT require treatment

Examine chart to determine if recently treated, if not offer tx in symptomatic cases

Repeat pap in 6-8 weeks after treatment or at usual interval


Inflammation (Trichimonas):  100% specificity; 50% sensitivity





          Examine chart to determine whether recently treated

If no tx; offer tx since may transmit sexually; may become symptomatic in future





          Repeat pap in 6-8 weeks after tx or at usual interval.

Non-Specific Inflammation:  May be metaplasia, chlamydial, or gonococcal endo-cervicitis, or viral infection.


Good sensitivity for Chlamydia, but not very specific


     Examine patient, culture for GC and test for Chlamydia






-  Treat empirically if MPC






-  Await test results and treat if positive

-  Repeat in 6-8 wks if treated, repeat at usual interval if not treated.





       Actinomycses on pap:  a small subset of women have 

cervical colonization of actinomycosis; most common in women older than 35 and long term IUD use; can lead to severe PID.


Other “Not Normal/Not CIN” Results:

1.  Metaplasia:  Indicates good quality smear, no TX; repeat as benign result

2.  Herpes Simplex:  Pap smear provides poor sensitivity but good specificity for 
HSV; positive smear is usually associated with asymptomatic shedding of virus.  HSV culture usually negative by the time pap result is available- not cost effective to do culture in absence of lesions.  Inform patient ofresults regarding pregnancy risks.  NO TX – repeat as benign result.

3.  Endometrial Cells:  Insignificant in premenopausal women with normalmenses.  Must be evaluated with endometrial sampling in post-meno.
women or premenopausual women with abnormal bleeding.



4.  Atypical glandular cells:  Need ECC

Atypical Pap Smear Results:  Includes description of koiliocytotic atypical, condyloma atypia, dyskaryosis.  Koilocytosis without atypia is NOT equivalent to HPV infection; may be due to repair, metaplasia, or other benign conditions.  If atypia is not specifically mentioned in the cytology report; manage koilocytosis as benign finding.



-  Would like to allow for regression; but don’t want to miss CIN

-  ViraPap eventually may have a role in triage, but not at present time bec/ of prohibitive costs and unclear results.

-  If colposcopy immediately available and poor follow-up risk; perform colpo to r/o condyloma or CIN.



-  If colpo. not available and good follow-up risk:  Repeat pap at 3 month



intervals, if second atypia, low grade SIL, or CIN = Colposcopy.

Low-Grade SIL:  Colposcope with single low grade SIL; risk over treatment

Follow up every 3-6 month paps and colpo. only when persistent

LG-SIL; risk delay of diagnosis of HG-SIL.


CIN II/III (High-Grade SIL):  MUST be evaluated with Colposcope even if:






-  Pap smear obtained during pregnancy

-  There has been a benign pap smear since CIN   reading






-  There is no cervical lesion present


Indications for Colposcopic Evaluation:



-  CIN, High-Grade SIL, Cancer on pap



-  Persistent atypia or low-grade SIL on cytology



-  Visible cervical lesion, regardless of pap result



-  Initial examination of a DES daughter



-  Unexplained or persistent cervical bleeding



-  If vulvar condyloma and no visible cervical lesion; perform cervical pap smear.




*Colpo. only if CIN or persistent atypia.

8.  Ddx for genital ulcer disease and distinguishing characteristics of each:

1.  Herpes Simplex:  Usually present with a prodromal sx of tingling or burning, followed by a erythematous papule, which erupts into a vesicle that then quickly becomes an ulcer.  Lesions commonly present as multiple small ulcers 2-3 mm to diameter rather than an individual lesion.  Primary infection may
be associated with malaise and fever.  Diagnosis made by viral culture.

2.  Syphilis:  Primary lesion is the chancre.  Commonly a painless ulcer but often the ulcers are infected and can be swollen and tender.  Condylomata lata, the secondary lesions of syphilis, are often seen on the vulva and can also be ulcerative.  Usually multiple and associated with generalized rash involving the whole body, including the palms and soles.  Diagnosis made by microscopy of scrapings of the ulcer and more commonly by serology.

3.  Lymphogranuloma Venereum:  Primary manifestation of the infection due to Chlamydia trachomatis, and is a small, painless ulcer.  The lesions appear at the introitus, cervix or vulva.  The incubation time from contact to primary lesion is 3-12 days.  The secondary stage of the disease is the “inguinal syndrome”.  Incubation time is 10days to 6 months.  Unilateral inguinal adenopathy is present in about 2/3rd of patients.  The groin swelling may be so extensive a second fold in the groin tissue is created.  Called the “groove sign” and is pathognomic for LSV.  The second stage may be associated with fever, malaise, and flu-like symptoms.  Later in the disease, perirectal involvement may lead to severe scarring, strictures and rectal-vaginal fistulas.   Diagnosis made by complement fixation test and culture of the bubo aspirate.

4.  Granuloma Inguinale:  Rare in the U.S.  The primary infection is characterized by one or more ulcers of the vulva or cervix that are usually preceded by a papule. Secondary infection may make these lesions quite inflamed and tender, although they may also be non-tender.  The secondary stage involves the formation of subcutaneous granulomas in the inguinal area.  Sometimes these lesions penetrate the skin, producing skin ulcers and become superinfected which may then lead to lymphadenopathy.  The advanced stage may cause highly destructive granulation tissue, extensive ulcers, fibrosis and scarring.  Diagnosis made with

tissue scrapings or biopsy specimens of the lesions.

5.  Chancroid:  Extremely rare and more common in males.  Incubation is 4-7 days.The lesion on the vulva starts out as a papule.  In 24-48 hours, it becomes pustular and then an ulcer.  Ulcers have a gray necrotic center.  The lesions are tender, usually multiple, and may be associated with inguinal adenopathy.

Diagnosis made by gram stain of buboes and culture.

6.  Crohn’s Disease:  Vulvar lesions are linear, deep and are often described as“knife-cut” lesions.  Diagnosis made by biopsy, GI studies, sigmoidoscopy
 or colonoscopy.

7.  Carcinoma of the Vulva:  Ulcers have a necrotic base with a sharply defined border with underlying induration, giving it a rolled edge.  Ulcers can bleed and  contain exudates.  

8.  Hidradenitis Suppurativa:  Infection of the apocrine glands of the skin of the vulva. These lesions look familiar to facial acne and it does not appear before puberty. Usually multiple lesions in varying stages.  Comedomes and blackheads may be followed by small abscesses and then scarring.  Subcutaneous nodules and scarring from previous infections suggest this condition.  

9.  Lichen Planus:  Vulvar lesion may appear as a lesions, but more commonly it appears as an erosion of the vestibule.  Vulvovaginitis frequently accompanies this erosion.  The vulva may present with a grayish-white, lacy pattern that resembles lichen sclerosis or hyperplastic dystrophy.  They occur on the inner surface of them labia minora.  Diagnosis made by biopsy specimen.

10.  Behcet’s Disease:  Combination of oral and vulvar ulcers with ophthalmologic abnormalities and other manifestations including Stevens-Johnson syndrome, erythema nodosum and acne.  CNS involvement, arthritis, colitis and pulmonary embolus may occur.  Diagnosis done by clinical exclusion.  One of the most frequent presenting symptoms is aphthous ulcers of the mouth with genital  ulcers.  The vulvar lesions tends to start out as a vesicle and evolve into an ulcer that develops a crust.  Lesions may be found in the vagina or on the cervix or vulva and extensive scarring of involved areas may result.  Disease is chronic

and etiology is unknown.  

11. HIV:  HIV has been cultured from genital ulcers.  Diagnosis is made with HIV test

Cervical Dysplasia and Genital Warts  - Michelle, Deirdra, Kira

1.  Terminology:


CIN:  Cervical intraepithelial lesions


SIL:  Squamous intraepithelial lesions


HPV:  Human Papilloma Virus


ASCUS:  Atypical squamous cells of undetermined significance


AGCUS:  Atypical glandular cells of undetermined significance
2. Histology of the cervix:

The squamocolumnar jxn. is an important landmark where neoplastic change develops in the cervix.

In young adults, this intersection between the cervical glandular (columnar) epithelium and the native squamous epithelium is usually located on the EXOCERVIX just distal to the external os.

During pregnancy and after childbirth, this area may enlarge and become more distally located on the portion of the cervix away from the os. After menopause, the junction usually recedes and is frequently located in the endocervical canal.

Thus in the NORMAL adult female of reproductive age, there are usually areas of columnar epithelium surrounding the exocervix.  During puberty and throughout reproductive life, especially during PG, this exposed columnar epithelium undergoes gradual replacement by squamous epithelium (squamous metaplasia), and the areas of columnar epithelium and squamous metaplasia constitute the normal transformation zone.

In contrast, abnormal or neoplastic squamous epithelium can also be found in the transformation zone, which leads to abnormal Colposcopic patters and characterizes the abnormal transformation zone.

Gyn Objectives for Cervical Dysplasias and Genital Warts (3-9)

*WENM – Women’s Encyclopedia of Natural Medicine

3. Transformation zone: same as squamocolumanar junction?

Squamocolumnar junction: point where the squamous cells of the cervix meet the columnar cells of the uterus (during adolescence cervix changes from columnar to squamous). (WENM, p. 50, column 1)

4. Etiology of squamous cell precancerous and cancerous lesions:

About 90% of dysplasias have been attributed to concomitant or prior HPV infection. The progression to cervical CA depends on which subtype of HPV the person has, but the most aggressive are HPV 16 & 18 which can transform susceptible tissue into CA in about 18 months. 

Other risks include early age at first intercourse, giving birth before age 22, cigarette smoking, low socioeconomic status and possibly oral contraceptive use.

(WENM, p. 50, column 1)

Acidic environment, inflammation, HPV and HPV co-factors (smoking, folic acid deficiency, vit A def, vit C def, pregnancy, and immunospuuressed patients) can all cause normal metaplasia to turn into CIN. (HPV handout, pg 2)

5. Detection and diagnosis of precancerous and cancerous lesions of cervix: 

Pap smears are not diagnostic; they are screening tests. If there are persistent abnormal results on a pap smear or there are visible unknown lesions either on the cervix or vulva, colposcopy and cervical biopsies are the specific diagnostic methods for evaluation and should be performed. (see page 55 in WENM for further criteria for referral to colposcopy)

6. Naturopathic protocol:

(see pages 55-65 in WENM)

Criteria and Guidelines for Treatment Selection – p 55

Sample tx for atypia – p 56-57

Sample tx for mild dysplasia – p 58

Sample tx for mild dysplasia and condyloma – p59

Sample tx for moderate dysplasia – p 60

Sample tx for moderate dysplasia and condyloma – p 61

Sample tx for severe dysplasia – p 62

Sample tx for severe dysplasia and condyloma – p 63

Sample tx for carcinoma in situ – p 64

Cervical Escharotic Tx instructions – p 65

7. Conventional methods of tx and which methods for each condition: (WENM, pg 66)
Cryotherapy: cervical tissue is frozen solid to about ½ centimeter using concentrated nitrous oxide gas. Works best for small, mild lesions on the surface of the cervix (most common lesions). The probe is too small to cover big lesions and the penetration of the freeze is too uncertain for severe ones. 

Conization with laser: perfect tool for very large lesions. The depth of destruction can be precisely controlled, so much less of the underlying normal tissue need be interrupted. Disadvantages include high cost because it is done in operating room, so is reserved for those who can be treated in no other way.

Conization with scalpel: done in operating room

LEEP (loop electrosurgical excision procedure): most commonly used. Uses an electrocautery tool in the office with local anesthesia. The squamocolumnar junction with the dysplasia is excised in a tiny plug of tissue. Any other areas of abnormality can be excised. Can be done in office and removes much less of the good tissue than the old cone biopsy. Provides a specimen which can be examined pathologically to confirm complete eradication of the disease. 

See page 55 for criteria for Naturopathic protocol.

8. Colposcopy and when it is used:
The colposcope magnifies the cervix, and white vinegar is applied to make the abnormal areas show up. Tiny biopsies are taken of these areas, a few millimeters at most. These are then examined by the pathologist and graded into mild, moderate, or severe.  (see page 55 in WENM for criteria for referral to colposcopy)

9. Epidemiology of HPV (HPV handout, pg 1)
· Genital warts are the most common STD – epidemic

· Genital warts are caused by HPV

· Four types of warts – papillous, flat, spiked, exophytic

· HPV 16, 18, 31 and 33 associated with low and high grade CIN and cervical CA

· 40-80% of US infected with HPV

· 2-3% have clinical lesion

· 2-3% evidence with vinegar and magnification

· 5% detected on pap

· 12-13% show DNA evidence of HPV with DNA probes, PCR

10. Risk factors for Cervical cancer and HPV (class notes, week 4)

Cervical dysplasia precludes cervical cancer

Risk factors for cervical dysplasia are:
Risk factors for HPV:

1. early first sex


<20 years old at onset of intercourse

2. multiple partners


<25 years old

3. HPV 16,18,31,33,35,39

multiple partners (>3)

4. Herpes Simplex Type II

male partner with multiple partners

5. STD history


sexual partner of male whose previous 

6. abnormal pap


partner had HPV or cervical cancer

7. cigarette smoking


history of STD or genital warts

cervical biological immunity is poor

cigarette smoking

11. Cofactors for HPV (class notes, week 4)

smoking, folic acid deficiency, Vitamins A&C deficiency, pregnancy and immunodeficiency

12. How does CIN develop (class notes, week 4)


Columnar ( immature ( mature       ( squamous 


Epithelium    metaplasia    metaplasia
      epithelium




acidity


  Repair

                        inflammation                                                         

                        cofactor & HPV 

       Abnormal DNA ( CIN ( invasion

13. Understand transmission and incubation of HPV (week 4, class notes)

     Transmission: self inoculation within anogenital tract or via other warts in the body



     Heterosexual; male homosexual

     Incubation: varying length  

14. Know diagnostic methods for evaluation of HPV (week 4, class notes)

History of STD, multiple partners, condom use, Pap history, birth control, contact with males with genital warts or their partners

Physical exam, Pap smear

White vinegar, light and magnifer; subclinical condyloma lata will turn white; intensity of the colour varies with the severity of the lesion; examine with colposcope if necessary


Wet mount – to rule out trichomonas or other vulvovaginitis


Syphillis test should be done if condyloma lata is suspected


Optional tests: GC culture, chlamydia, VDRL or RPR in absence of lesion


Any abnormal finding: refer for colposcopy or biopsy

15. Know naturopathic and conventional treatments for condyloma of the vulva, vagina and cervix and the criteria for each treatment.

See pg 58-64 in Women’s Encyclopedia for naturopathic Tx for varying CIN grades

Conventional Treatment: pg66 in Women’s encyclopedia


TCA 80-85%;
Podophylline; Electrocautery; Cryotherapy (small and mild lesion on cervix surface); Conization with scalpel; Laser ablation (deeper than cryotherapy, can control depth, use local anesthesia, expensive); LEEP (common, in office, doesn’t remove good tissue, can observe the pathology as you have a specimen, no effect on fertility); Interferon

Vaginitis - Joseph

Sources : Women’s Encyclopedia of Natural Medicine (WENM), class notes, and the article “Vaginitis, Diagnosis is the Key”

1. Identify non-infectious causes of vulvar pruritus and vaginal discharge

There are 3 categories of vaginitis: hormonal, irritant, and infectious (90% in reproductive age women are infectious).  

Hormonal: includes atrophic vaginitis, found in postmenopausal or postpartum women, but occasionally in prepubertal girls.  

Irritant: due to allergy to condoms, spermicides, deodorants, soaps, perfumes, semen, or douches.  May also be due to hot tubs, mechanical abrasion, sanitary napkins, tampons, toilet tissue, or topical medications.  (WENM)  Note: our journal article also lists diabetic vulvodynia, leukorrhea of pregnancy, and pudendal neuralgia as causes of vaginal symptoms.  

2. Identify infectious causes of the same

The 3 most common are bacterial vaginosis (BV), candidiasis, or trichomoniasis.  Other less common infectious causes include gonorrhea, chlamydia, mycoplasma, herpes, campylobacter, and parasites like pinworms and giardia, (WENM), vulvar folliculitis, condyloma, scabies (class notes).  Her health update lists cytolytic vaginosis (overgrowth of Lactobacillus species), and our article lists urethritis, and interstitial cystitis as causes.  

3. Perform appropriate laboratory investigations

3 basic labs to do: vaginal pH, wet mount (microscopy), and KOH whiff test.  There are 2 good charts for interpreting the results – one is our class handout “DDX of vaginal infections”, the other is on pgs. 42-43 of the article –gives a good flow chart.  In sum, for BV need to have 3 of 4 criteria (thin frothy gray odorous discharge, pH >4.5, clue cells on wet mount, and positive whiff test.)  According to class notes, the wet mount has the highest sensitivity and specificity.  Also can do fem kit exam for $10 to differentiate between candida and BV.  To dx candida need hyphae on wet mount, but may need to do a culture if this is negative.  For Trich: while a strawberry cervix is found in 90% of cases, to diagnose need to observe motile oval flagellates under microscope (>60-80% of cases)

4. Be familiar with the conventional treatment for yeast vaginitis, bacterial vaginosis, and trichomonas

2 sources for this – the flow chart on pg. 43 of article, and WENM pg. 287-8.  

For candida (see table 18.1 in WENM for regimens) use either oral or topical antifungal.  Most women prefer oral because less messy, and fluconazole (Diflucan) is the only single dose oral agent for this.  It may be the most effective and cost-effective.  

For BV:  Oral metronidazole (flagyl) 500mg bid, or 250mg tid for 7 days.  If digestive upset, can do intravaginal .75% metronidazole gel (5g inserted bid) for 5 days.  Other treatments include 2% clindamycin cream 5g intravaginally for seven days, or 7 days of oral clindamycin (300mg bid).

For trich: For trich she highly recommended using conventional as primary Tx in class.  Single dose oral metronidazole 2g.  Or 500mg oral bid for 7 days.  95% cure rates.  Use higher doses if resistant.  Note: the article gives alternatives if pregnant

5. Be prepared to educate the patient regarding prevention of recurrence, possible sequelae, and appropriate follow-up

Prevention: (pg 280 of WENM) – don’t wear tight clothing/pantyhose, safe sex may be helpful in preventing candida and BV (not thought to be std’s, while trich definitely is), support a healthy vaginal ecosystem and immunity by having a whole foods diet and little to no sugar, consider allergies (see #1), increase intake of acidophilus yogurt and/or supplemental L. acidophilus when using antibiotics, consider condoms to prevent all types of vaginitis, as well as using them until treatment is complete.  

Possible sequelae: BV: migration to uterus and upper genital tract and cause PID, premature rupture of membranes and premature labor in pregnancy (responsible for 70-80% of all perinatal deaths), postpartum endometritis (1/3 of all cases), mucopurulent cervicitis, chorioamnionitis.  


Candida – recurrent candida occurs in immunocompromised, diabetes, Cushing’s, Addison’s, hypo or hyperthyroid, or leukemia (so may miss larger underlying disease if only treating “simple yeast infection”.)  Also could have secondary bacterial infection.


Trich: Comprehensive gyn does not give sequelae, but says if recurrent likely due to poor compliance with treatment, or reinfection (could also be resistant strain.) 

Follow-up: Candida – acute should last 3-7 days with treatment in mild cases, and up to 14 in resistant.  For trich – she recommends her Tx for up to 7 weeks.  For BV, a 2 week minimum Tx.  

6. Understand the basis for selected natural treatment methods and know basic treatment protocols to use in a clinical setting.

Sample treatment plans are given on pg 285 of WENM for BV, and 286 for candida and trich.  She gave the following in class: 

Naturopathic principles for vaginitis

-improve vaginal immune system

-support systemic  immunity

-restore normal vaginal flora and pH

-provide symptom relief

-curb overgrowth

-decrease inflammation and irritation

Each plan involves avoiding alcohol, sugars, and refined carbos, as well as oral (for BV vaginal) lactobacillus, antibacterial herbs like oregon grape, goldenseal, garlic, boric acid for candida, etc.  

Cervicitis – Joseph, Tanya

1. Know the 3 principle recognized infections causing cervicitis

Our handout lists Candida, trichomonas, gonorrhea, chlamydia, HSV II, HPV, Strep Staph, TB, chancroid, and BV as possible causes.  The 5-minute clinical consult lists the incidence in the following order (highest) chlamydia, gonorrhea, trichomonas (lowest of these 3).  

2. Know other common and rare causes – see #1
3. Know the infectious organisms that primarily cause endocervicitis versus ectocervicitis

Ectocervicitis:  HSV, T. vaginalis, C. albicans

Endocervicitis: C. trachomatis, N gonorrhea

4. Know the signs and symptoms of acute and chronic cervicitis.  

Acute: purulent vaginal d/c(thick, creamy =GC; foamy, green = trich; thick white = yeast)  Cervix is angry , reddened, congested.  Also have pelvic discomfort (vulvar burning and itching, may be dysuria, frequency, urgency, dyspareunia.  Metrorrhagia due to hyperemia of infected cervix.  May be spotting (post coital and midcycle)

Chronic: Leukorrhea: may be chief sx; vulvar irritation intermenstrual bleeding, endocervical eversion, motion of cervix may produce pain, lower abdominal pain, lumbosacral backache, dysmenorrhea, dyspareunia, may be dysuria, frequency, urgency, cervical laceration, eversion and hypertrophy, spotting following sex, cervix red and swollen.

5. Diagnosing cervicitis

Acute Cervicitis

Labs:  Wet mount to identify infecting organism, gram stain identifies GC


Culture for GC, HSV, staph, strep,  coliforms


PCR or mAB for Chlamydia


ESR may be elevated, 

CBC/diff - may be slight leukocytosis

Chronic cervicitis

Rule out carcinoma – by  colposcopy take cervical scrapings, biopsy unusual lesions

6. Complications of cervicitis

Acute:  spontaneaous abortion, infertility, endometritis, salpingitis (these 2 if the infection travels up), infection of fetus (herpes, GC, CT), infection of partner, predisposes to cervical neoplasms

Chronic: infertility, cervical fibrosis and stenosis (preventing full dilation), chronic UTIs, salpingitis, cervical carcinoma, chronic low back and lower abdominal pain.

Also cervicitis predisposes to post operative, post delivery infections.

7. Natural Treatment of Cervicitis

Overall:  Systemic immune support – diet low in simple or refined sugars, oral lactobacillus 2-3 caps BID x 2 weeks (unless lactobacilli overgrowth), Herbal C suppositories, Vag pack and lactobacillus suppositories (each daily for 2 weeks), treat partner.  Contrast sitz baths, botanicals: garlic, curcumin, bromelain, achillea, thuja, ecchinacea, hydrastis, berberis.

Candida: boric acid suppositories (twice daily), followed by slippery elm suppositories (one week).

Trichomonas: tea tree oil (40% solution) soaked tampons, 3 x/week for 2 weeks.

BV : Providine iodine twice per week for two weeks applied to cervix

GC or CT: conventional treatments (antimicrobials doxycycline  plus azithromycin)

8. Conventional treatments

Candida:  
Diflucam 1 x /week



Fluconazole single dose

Trich: 

Metronidazole 2 gm/d p.o  for 7 - 14 days, plus 1 gram 

intravag for 7 – 14 days.  No EtOh use!!



Gonorrhea:
Doxyclycine 100 mg BID for 7 days plus azithromycin 1 

Chlamydia
gm p.o single dose

(All above from Tori’s handouts and notes Jan 7’02, unless stated otherwise.  i.e. Cervicitis Q 5- 8)

Vulvar Pain Syndromes - Tanya

It made more sense for me to group the learning objectives according to the syndromes ….so I did.

Pruritis Vulvae – itching of the vulva caused by numerous things:


Vulval Dermatoses (10%)

· psoriasis 

· leukoderma 

· lichen planus, lichen sclerosus et atrophicus - ? pre-malignant conditions - some dispute 

· intertrigo 

· scabies 

· seborrhoeic dermatitis 

· allergic dermatitis - usually to perfumed soaps or washing detergents

Vulvo-vaginal Infections (50%)

Trich, Candida, other infections 

HSV - intensely painful 

HPV - genital warts

General diseases (5%)

diabetes 

deficiency diseases 

pruritus is exacerbated by obesity and incontinence
Psychosomatic causes (35%)

Vulval Carcinoma

Although not a common cause of itching as it is rare per se, often presents with itching. 

Treatment

Treat any causative organism - metranidozole for Trichomonas, nystatin for Candida

Avoid soaps, bubble baths, biological or perfumed detergents & washing powders 

Avoid tight or nylon underwear 

hydrocortisone ointment sparingly to break itch-scratch cycle

 2% testosterone propionate ointment may be helpful if hydrocortisone fails 

Sedative at night to enable sleep 

 HRT may provide relief and can be used in older women 

(Source:  internet   www.mcevoy.demon.co.uk/Medicine/Medicine/GU-Med/Pruritis.html)

Vulvodynia – a syndrome of unexplained, sexual dysfunction and psychological disability. 

Clinically – usually acute onset associated with episodes of vaginitis, medical procedures (e.g. cryotherapy to ablate warts) or change in sexual activity pattern, then becomes chronic.  Pain is described as burning, stinging, irritated or raw.

Diaignosis – physical exam reveals nothing remarkable except positive swab test and red spots between 7 o’clock and 5 o ‘clock.

Conventional treatments: few treatments have been satisfactory, many practioners assume this is a psychological problem

Alternative treatments for vulvodynia:

Devices can be given out to decrease pain and resulting muscle guarding from sitting.

Counseling – to address the possible psychological aspects of vulvar pain and also the emotional difficulty (anxiety, shame, depression) due to vulvar pain.

These are the various classifications of vulvodynia

Cyclic vulvitis – pain is cyclic, typically worse during luteal phase of the menstrual cycle. Thought to be due to a hypersensitivity to candida antigen.  Clinically - pain flares after sexual intercourse, usually being worst the day following intercourse.  

Diagnosis : Speculum exam finds nothing abnormal except a positive swab test (pain with touching vestibule @ 6 o’clock).  Candida cannot be found during symptomatic phase (due to body’s immune system), specimens should be obtained during asymptomatic phase.

Conventional meds: antimycotics, which give temporary relief, but symptoms recur soon after discontinuing treatment.

Vulvar Vestibulitis – 

Clinically – severe point tenderness (swab test positive), dyspareunia, and vestibular erythema .  If severe, intercourse is not possible. 

 Diagnosis – vestibular biopsy – shows mild to moderate chronic inflammation of the epithelial stroma: lymphocytes, plasma cells, histiocytes, a few PMNs.  Occassionally, squamous metaplasia occurs.

Conventional therapies;  difficult to treat.  Counseling, antibiotics ablation of HPV growths (these have not proven useful), interferon alpha at site, if severe enough vestibulectomy may be performed – removing hymen and involved vestibule.

Dysesthetic Vulvodynia – aka essential vulvodynia.  

Clincally - More common among older patients (peri – or post-menopausal), pt complains of constant vulvar or perineal discomfort of a nonspecific burning character.  Less point tenderness, less dyspareunia.  Physical exam reveals nothing unusual except diffuse hyperaesthesia over a wider region (compared to vulvar vestibulitis)

Conventional meds – tricyclic antidepressants (often good response with ramping up, then down), with discontinuance of meds once symptoms disappear

3. Aspects of pelvic examination:

Swab test – light touch of moistened cotton applicator on vestibule, particularly between 5 and 7 o’clock.

Observe for erythema – sign of inflammation 


4.  
Biopsy suspicious lesions,



Check urine for glycosuria and proteinuria(dipstick)

2 hour post-prandial or fasting blood sugar test on elderly women 

Rule out infections:  take swabs of vagina 

7. Alternative therapies – physical therapy – trigger points in pelvic floor can refer pain to other areas, including vulvar skin, vagina.  Many women with vulvar pain also have fibromyalgia.  Pelivc floor strengthening and relaxation.

 ( All vulvar pain answers sourced from the article  - Diagnosis and Treatment of Vulvodynia from Annals of Medicine 27: 175 – 181, 1995, unless otherwise specified)

UROGYNECOLOGY LEARNING OBJECTIVES - Jake

1.  In taking a urological history, write 15 questions that you would ask (see Bates or gyn


text for review).


1.  Do you have any difficulty passing your urine?


2.  How often do you go?


3.  Do you get up at night to urinate?


4.  How often?


5.  How much do you pass at a time?


6.  Is there any pain or burning?


7.  Do you have to go so badly that you sometimes have trouble getting to the toilet in 



time?


8.  Do you ever leak any urine?


9.  Or wet yourself?


10.  Can the patient sense when the bladder is full?


11.  And when voiding occurs?


12.  Does sudden sneezing, or laughing make them lose urine?


13.  What color is the urine?


14.  Do you have any pain in the abdomen or back?


15.  When you experience incontinence, how often and when does it happen?

2.  With hematuria being the chief complaint, what are the most important questions to ask


a patient?


Causes of hematuria include cystitis, malignancy of the bladder or kidney, stones, trauma,



tuberculosis, and acute glomerulonephritis.  Also, make sure not to mistake



menstrual blood for hematuria.  Ask about ingestion of beets and other foods



that cause a reddish/brown tint to urine.  Also, ask about medications that



discolor the urine.


Does it vary in severity between voiding?


Is it worse at the beginning, middle or end of urination?


Is the patient passing any clots?


Has the patient been exercising strenuously?


Hematuria results from one of two mechanisms:  rupture or perforation of vessels in



the renal system or urinary tract, or impaired glomerular filtration which allows



red blood cells to seep into the urine.

3.  Your ddx for hematuria which includes at least four diagnosis for each age groups


(age 1-20, 20-40, and over 40).


The four main DDX to be concerned about:  Tumor, infection, trauma and stones.


For younger women, it is more likely to be an infection or trauma.  While in older



women, tumors and stones may be more probable.  

4.  List the possible signs, symptoms, PE, labs and findings for a UTI diagnosis.


S/Sx’s:  Abrupt onset, urgency, frequency, suprapubic/lower abdominal pain, dysuria,



chills, fever, N/V, flank pain, odorous urine, hematuria.


PE:  Abdominal exam, rectal exam, pelvic exam, CVA exam


Labs:  U/A (dipstick, microscopic), Ultrasound, CT, IVU, Cytoscopy


Findings:  R/O Vaginitis, STD’s, IC stones and menopause

5.  What is the difference between stress incontinence and urge incontinence?


Stress Incontinence:  Socially unacceptable loss of urine that occurs when the intravesical





bladder pressure exceeds the urethral pressure in the absence of a





bladder contraction.




       Most common type of incontinence in <65 yoa



       Two types:  Anatomic defect or Deficient urethral sphincter




       Risk Factors:  Essentially any nerve damage to the pelvic floor





mm’s, vaginal deliveries – particularly forces assisted, chronic





increases in intra-abdominal pressure (heavy lifting, chronic





constipation, chronic cough), pelvic organ prolapse, smoking,





pelvic surgery, estrogen xu.


Urge Incontinence:  Destrusor instability, a bladder contraction that occurs when the 





patient is attempting to inhibit voiding.  Pure DI or mixed





incontinence more common in women >65 yoa.




      Risk Factors:  Idiopathic (postmenopausal), neurologic disorders:





Parkinson’s dz, stroke, MS, spinal cord injuries, UTI, Bladder





outlet obstruction due to GSI surgery, Prolapse, Foreign bodies





(suture, catheter, tumors).

6.  What are the most common features that distinguish chronic UTI’s  from Chronic 


Interstitial Cystitis?  List s/sx’s, and lab results.


Definition:  A painful multifactorial syndrome of unknown etiology characterized by




chronic suprapubic pressure and/or pain and/or perineal pain, urinary




urgency and frequency.


S/Sx’s:  Urinary frequency, Constant sensation of urge to void, Urgency, Nocturia,




Suprapubic pain or pelvic pain/pressure, Perineal pain, Urethritis,




Coccogenia.


Gynecological Aspect:  Chronic pelvic pain, Dyspareunia, Vulvodynia and in Pregnancy




(Stabilizing/improvement in the majority of women).


Diagnosis:  Cystoscopy with hydrodistention, Bladder biopsy, KCl instillation.


DDX:  UTI, Gynecologic disease, Bladder cancer, Specific bladder disease (diverticulitis,




radiation cystitis, etc.)

7.  Define cystocele, rectocele, hystocele, and urethrocele.


Cystocele:  Descent of the bladder into the vagina


Rectocele:  Descent of the rectum into the vagina


Hystocele:  Descent of the uterus into the vagina


Urethrocele:  Descent of the urethra into the vagina

8.  List 5-10 things that increase a woman’s risk for prolapse:


Aging


Childbirth (vaginal)


Injury


Surgical damage


Straining


Combination of chronic stresses (heavy lifting, straining for BM, excessive stretching



activities, age)

9.  Treatment options for stress incontinence:


Pelvic floor rehabilitation:  Kegels, Weighted vaginal cones, Biofeedback


Pharmaceuticals:  Alpha-agonists (pseudoephedrine, imipramine) and Estrogens


Electrical Stimulation


Pessaries


Urethral barriers


Surgery

10.  Treatment options for urge incontinence?


Behavior treatment:  Fluid management, Toileting assistance


Behavior modification:  Timed voiding


Electrical stimulation


Medication:  Estrogen, Anti-cholinergics, anti-spasmodics (tricyclics)


Absorbant Products

11.  List 4 key nutrients/botanicals used to manage interstitial cystitis and why:

1.  Glycosaminoglycans (GAG’s):  May supply or replace the deficiency of GAG in the 



bladder uroepithelium.  Can be supplied as either N-acetylglucosamine, 



glucosamine sulfate, or glucosamine hydrochloride.   Bladder epithelium can



be abnormally permeable, letting urine components penetrate and irritate the



bladder.


2.  L-Arginine:  Patients with IC have decreased nitric oxide synthase activity in their



urine.  This increases the nitric oxide synthesis.  Patients can experience a 



decrease in pain intensity, urgency and frequency of pain.


3.  Vitamin A, C, E and carotenoids:  Immune support


4.  Bioflavonoids or Quercetin:  Anti-inflammatory and stabilizing mast cells.  Used 



because bladder mast cells are activated and release their histamine, PG’s,



leukotrienes, and other vasoactive substances which affect bladder smooth



muscle and sensory nerve terminals.  

12.  List 3 Nutrients, 5 Botanicals and 3 Acute Remedies used to treat a UTI and why:

3 Nutrients:  1)  Vitamin C = for acidification



        2)  Sodium citrate = to alkalize



        3)  Cranberry/Blueberry juice = inhibits bacterial from adhering to wall.


5 Botanicals: 
1)  Viburnum:  Anti-spasmodics




2)  Uva Ursi:  Tonifies




3)  Hypericum:  Sedative




4)  Buchu:  Diuretics




5)  Pipsissewa:  Antiseptic


3 Acute Remedies: 
Bactrim, Trimethoprim, Amoxicillan:  Antibiotics

PREMENSTRUAL SYNDROME, BREAST CONDITIONS  - Jake

PMS/PMDD:
1.  Define PMS versus PMDD vs. PMM:


PMS:  Monthly recurrence of mood, cognitive or physical symptoms during the luteal 



phase (two week period).  Symptoms peak prior to or with onset of flow.  Sx’s



remit in follicular phase (during menses).  



*Sx’s are not an exacerbation of an underlying disorder.



-  Five or more symptoms with marked change in severity during the luteal phase




(physical more than psychological).



-  Confirmed with minimum of 2 cycles of prospective charting.


PMDD:  Five or more symptoms in last luteal phase and 1 must include a marked 




dysphoric mood change (i.e. depressed, hopelessness, anxiety, anger,




irritability).



-  Sx’s recur for majority of 12 months.



-  Begin to remit within days of follicular phase




-  Psychosocial impairment interferes with work, school, relationships or social




activities.



-  NOT an exacerbation of an underlying disorder



-  Confirmed with minimum 2 months prospective charting.


PMM:  Distressing physical or affective symptoms THROUGHOUT the cycle.



-  Sx’s worsen during the luteal phase



-  Symptoms NEVER completely remit



-  May be an EXACERBATION of an underlying condition (i.e. affective 




disorder, depression, endometriosis, substance abuse, migraines,




seizure disorder, asthma, chronic fatigue, allergies or IBS).

2.  List 5 physical and 5 emotional s/sx’s used to diagnose PMS:

Physical:  Abdominal bloating


Emotional:  Depression



   Cramping




      Crying



   Back pain




      Forgetfulness



   Headaches




      Hostility/aggression



   Fatigue




      Irritable

3.  Write 10 questions you would ask a patient who complains of PMS:

1.  How long is your menstrual cycle?


2.  How many days does your menses last?


3.  Is your menstrual cycle “regular”?


4.  When was your last menstrual period?


5.  What are the symptoms you experience?


6.  When do you experience these symptoms the most?


7.  Do you have any other symptoms that occur?


8.  Past medical history?


9.  Lifestyle history – what is your diet like?  Do you exercise?


10.  Does anything make your symptoms better or worse?

4.  When a patient present in your office with s/sx’s suggestive of PMS what other emotional


disorders belong in the DDX?


Affective disorder


Depression


Psychosis

5.  What PE and labs might you order and why?

CBC:  Baseline data and will show if she is anemic or has mineral deficiencies and hypo-



glycemia.


CMP:  


TSH/FT4:  To check thyroid function, she could have hypothyroidism


Prolactin:  Elevated prolactin/prolactinoma; high levels of prolactin can affect 




progesterone levels.


Pap and Pelvic:  Endometriosis,  ovarian cyst, fibroid tumor, etc..


Complete physical:

6.  Name 6 clinical nutrients and their doses (3 vitamins and 3 minerals) and 3 botanicals


specifically used for PMS or PMDD.


1.  Vitamin B6:  


2.  Vitamin A:


3.  Vitamin E:


4.  Magnesium:


5.  Calcium:


6.  Zinc:


1.  Vitex agnus:  pituitary effect which is phytoestrogenic


2.  Ginkgo biloba:  anxiolytic


3.  Evening Primrose oil:  prostaglandin synthesis

7.  List 3 acute homeopathics and their rubrics:
Note: could not find these answers in text or class notes (maybe I missed them), so used external homeopathy book (Joseph)

1. My PMS has been terrible since I stopped taking the pill - folliculinum

2. I just want to explode before my period – lachesis

3. I just want to cry - pulsatilla.  

Taken from "whole woman homeopathy”, judyth reichenberg-ullman, ND, msw

BREAST HEALTH - Jake

1.  Study the benign and malignant pathologies of the breast.  Know what defines each, their


presenting signs and symptoms, and key distinguishing features.


1.  Mastalgia:  The MOST common breast symptom causing women to seek doctors help.




-  More common in pre-menopausal women than post-menopausal.




-  Breast pain/tenderness, can be cyclic or non-cyclic pain


2.  Benign masses (Fibroadenomas/cysts):  Second most common benign lesion of breast




-  Most prevalent in women younger than 25 y/o




-  Rubbery, firm, smooth, round, mobile, without d/c, PAINLESS




-  Mammography may show solid, well circumscribed, may be





multilobulated/calcified (popcorn appearance)




-  Generally persist through the childbearing years and may regress after





menopause.




-  Up to 20% of women will have multiple presentation




-  Age range:  18-39


3.  Simple Cysts:  Dominant mass that is benign in nature, fluid filled or solid.




-  Softer, squishy, yet firm, mobile, well circumscribed/demarcated.




-  Can be unilateral/bilateral, tender if fluid-filled (before menses)




-  Cyclical fluctuations




-  Age range:  15-50 (uncommon in postmenopausal women w/o HRT)


4.  Fat Necrosis (Inflammation):  Caused by trauma, augmentation mammoplasty using





silicone or injections.


5.  Fibrocystic Breast Changes:  Benign changes characterized by cyclically fluctuating



palpable irregularity of the breast tissue accompanied by swelling, pain and 



tenderness that fluctuates with the menstrual cycle.



-  Increased estrogen-to-progresterone ratio



-  During each menstrual cycle, there is a recurring biphasic stimulation of the




breast.



-  First the proliferation of breast tissue by estrogens, then of a alveolar secretory




activity by progesterone, followed by a period of involution.



-  Proliferation and hyperplasia of the alveolar epithelium, increased secretory




activity, ectasis of milk ducts and periductal fibrosis.



-  Sx’s:  pain, cyclic variations in size, high mobility, multiple nodules, 




pre-menstrual aggravation, swelling.



-  Avoid methylxanthines!!


6.  Mastitis:  An infection process seen during lactation (engorgement and stasis) or d/t




skin disruption at the nipple.




-  Fever, localized erythema, pain, induration, n/v, malaise, and other flue





symptoms.




-  Caused by Staph. aureus, Staph. epidermis, Strept. occ., and other 





gram negative rods.




-  Maternal fatigue, poor nursing technique, and nipple trauma are risk





factors.




-  Can breastfeed with the affected breast if it is unilateral.  If it is 





bilateral, then no breastfeeding, use a pump.

7.  Galactocele:  Obstruction of breast duct most common post lactation.  Sx’s include tender




and enlarged breast, beneath areola in the ampulla.  

8.  Nipple Discharge:  Caused by hormonal imbalance, endogenous hormone exposure, 




pathologic lesion.




-  Physiologic, pathologic or galactorrhea




-  Collect d/c if able to be tested for occult blood.




-  If palpable mass, send for imaging and bx.




-  D/C can be serous, bloody, other, can be associated with mass or not.




-  Unilateral/bilateral, single or multiple ducts affects.




-  D/C produced by pressure at a single site or by general pressure.




-  Relation to menses, and premenopausal or postmenopausal




-  Patient using OCP’s/HRT

9.  Gynecomastia:  Glandular enlargement of the male breast




-  Tender and often asymmetrical or unilateral




-  Must be distinguished from tumors and simple fatty tissue d/t obesity




-  R/O puberty, weight gain, 1st sign of serious disease (i.e. Klinefelter’s)




-  Must do testicular exam

Malignant pathologies:


1.  Intraductal papilloma:  Small “wart-like” growth in mammary duct lining near nipple.





 
-  The #1 CAUSE of nipple d/c


2.  Multiple papilloma:  Rare and often associated with increased risk of invasive





carcinoma.  Seen in women in their 30’s and 40’s.


3.  Fat Necrosis:  Necrosis associated with malignant neoplasms.  Present with pain, 




ecchymosis, small firm/hard nodular mass of insidious onset, skin, nipple




retraction.




-  Must be treated via excisional biopsy


4.  Mammary Duct Ectasia:  Dilation of subareolar ducts with fibrosis and inflammation




-  Most common peri-menopausal years




-  D/C of blood stained sticky grey green, possible retraction, erythema,





induration, tenderness, LA




-  Biopsy to differentiate from cancer, treat with antibiotics, warm 





compress, duct removal if abscess develops.


5.  Subareolar Abscess:  Caused by S. Aureus or anaerobic organisms.  Recurrent 




in women with inverted nipples.  Treat with antibiotics, drainage, duct




excision.


6.  Breast cancer:  Upper outer quadrant, unilateral/bilateral.  Irregular, poorly




    delineated, hard/firm.  FIXED – non mobile!  Nontender.  




    Continues to increase in size and hardness.

2.  What are the steps in performing a proper, accurate and thorough breast exam?


Optimal to perform exam 5 days post menses


1.  INSPECT:  check skin, color, dimpling and retraction 


2.  PALPATION:  systematic and thorough, and make sure to include the “tail”


3.  AXILLARY NODES:  also the supra and infraclavicular while sitting and then






laying down.  

*  Common to have thickened inflammatory line in older women due to underwire bra.


Should be bilateral though.  Have to press deeply to palpate the 3rd layer.

3.  How might you chart an abnormal finding?  What characteristics are worrisome and


require further investigation?  (using proper medical terminology).


Any type of nipple retraction, fixed dimpling of the skin.  Any type of mass that is


unilateral, fixed and firm.  If it is located in the UOQ and continues to increase in size


and hardness through the months/years.  


Important to get the size of the mass, any other contributing s/sx’s and make sure to


note any swelling in the axillary nodes including the supra and infraclavicular nodes.

4..  What in the patients’ medical history would be red flags for possible abnormalities?


(Breast cancer, fibroadenoma, simple cysts, fibrocystic breast changes, mastitis,


and galactorrhea).


-  Early menarche, late menopause


-  Previous history of FBC


-  Late childbearing (>35) or nulliparous


-  No hx. of breast-feeding


-  HRT after menopause


-  OCP > 10 years


-  High fat diet


-  First degree female relatives with breast cancer or ovarian cancer


-  D/C from the nipple that may be serous, bloody or contain occult blood.

5.  How does a dominant mass differ from a non-dominant mass?


Dominant Mass:  Unilateral nodules




   Discrete or poorly defined borders, differs from the surrounding





tissue and the corresponding contralateral breast.




   Persistent through-out the menstrual cycle




   DDX:  Fibroadenoma, simple cysts, fibrocystic change, fat necrosis






and cancer.


Non-Dominant Mass:  Non-symmetrical lump that merges in one or more places with





surrounding breast tissue.




           Non-proliferative or proliferative




           70% non-proliferative changes, 20% proliferative without atypia,






5% atypical hyperplasia.





5% of atypical hyperplasia (proliferative) carry an increased risk






of cancer especially with a significant FMHX.

6.  If you palpated a dominant mass on your patient what is the course of action from that point?  Understand the management of a patient with a dominant mass and when to use mammograms, ultrasounds, biopsies, follow-up and referrals.

Carmen handed out a great chart outlining what to do step by step (week 9). If any one does not have this chart, let me know and I (Parisa) will put a copy in your box.  


7.  Know the difference between different kinds of biopsies (fine needle and core)


Fine Needle Biopsy:  Breast mass is secured with one hand and the other hand introduces





a 20 or 22-gauge needle attached to a 10- or 20- ml syringe into





the mass.  If the mass is a cyst, one feels a “give” or reduced





resistance after puncturing the cyst wall.  Complete aspiration of





all the fluid from the cyst is facilitated by negative pressure from





the syringe and firm pressure on the cyst wall.  With withdrawal





of the fluid, the cyst wall collapses, and usually a residual mass





cannot be palpated.  After withdrawal of the needle, firm 





pressure is applied for 5-10 minutes to reduce the possibility of





hematoma formation.  





The color of the fluid varies from clear to grossly bloody.  It is





common to find yellow, brown and even green fluid in a cyst.





If the aspiration fluid is clear, then it is not necessary to submit 





it for cytologic evaluation.  





If there is a residual mass after the aspiration, it should be





biopsied.  





If there is no fluid aspirated, the cells from the aspiration should





be evaluated.


Core Biopsy:  A small nick is made in the skin and the core biopsy needle is advanced




into the lesion.  The lesion is sampled and the “cores” of the tissue are




sent to pathology for histologic evaluation.  


Excisional Biopsy:  More invasive than the core biopsy.  A wire is placed percutaneously





in the vicinity of the abnormality by the radiologist using





mammogram guidance.   The surgeon uses the wire as a guide





to excise the abnormal area.  The specimen is removed with the 





wire in place and it is radiographed to confirm the removal of the





abnormal area.    A way to R/O underlying invasive cancer.

8.  Know how to differentiate fibrocystic breasts, fibroadenoma, simple cysts, breast


malignancy and mastitis.


See question #1

9.  Know the causes of nipple discharge:


1.  Hormonal imbalance


2.  Endogenous hormone exposure


3.  Pathologic lesion


Physiologic Discharge:  Nonspontaneous, often bilateral.  Multiple ducts determine 





quadrants when applying pressure.  Serous d/c may be caused





by hormones.  Galactorrhea is similarly B/L arising from 





multiple ducts but has a milky character.


Pathologic Discharge:  Etiologies range from duct ectasia, intraductal papilloma, 





papillomatosis, fibrocystic, carcinoma.  Unilateral, spontaneous,





intermittent, often localized to one duct.  D/C may have frank





blood, serosanguineous, serous or greenish grey.  D/C secondary





to breast carcinoma may be serous, bloody or contain occult 





blood.


Galactorrhea:  Inappropriate lactation in the nonpuerperal woman.  Unilateral or bilateral




milky d/c.  A reduction in the prolactin inhibiting factor enhances release




of pituitary prolactin.  If prolactin is elevated then CT to r/o pituitary 




tumor.


Intraductal Papilloma:  Small “wart-like” growth in mammary duct lining near nipple.





The #1 cause of nipple d/c.  Treatment is surgical excisions b/c





they tend to grow in size, in only 1-3 ducts removed breast





feeding won’t be inhibited.

10.  Treatment for Fibrocystic Breasts?  List 3 Nutrients and 3 Herbs and 5 Lifestyle changes that may be helpful.


Nutrients:  Vitamin E, Vitamin A, Iodine


Herbs:  Taraxacum officinale, Galium aparine, Phytolacca Americana


Lifestyle Changes:  Avoid caffeine, coffee, cola, chocolate, medications with caffeine




     Assure regular, daily bowel movements




     Lower dietary fat to 20% of calories




     Increase dietary fiber (whole grains, legumes, fruits, veggies)




     Increase seafood and seaweed.




     Eat a whole foods, organic diet (low in exogenous estrogens)

Contraception Objectives-Jennifer Stagg

1.
Available contraceptive methods:

OCPs, DMPA injectable (150mg progestin quarterly), Norplant implant (6 capsules of progestin), IUD/ IUS, male condom, female condom (Reality), spermicide, sponge (Today), diaphragm, cervical cap, fertility awareness technique (includes calendar, cervical mucus and basal body temperature techniques. Symptothermal refers to all 3), emergency contraception pills (Preven, Plan B), non-surgical abortion (RU486), surgical sterilization- tubal ligation and vasectomy


(Contraception h/o)

2. 
Cervical cap C/I: cervical laceration, previous TSS (toxic shock syndrome), abnormal PAP, allergy to rubber or spermicide, acute cervicitis or vaginitis, PID, inability to fit or remove cap, irregularly shaped cervix (Contraception h/o p.11)

Diaphragm C/I: severe prolapse, allergy to rubber or spermicide, vaginal septa or fistula, marked/fixed uterine retroposition (Contraception h/o p.10)

IUD C/I: abnormal uterine anatomy, enlarged uterus, nulliparity, current/past PID, known or suspected pregnancy, ectopic preg hx, DUB unknown cz, suspected malignancy, Cu allergy or Wilson’s dz 

(Contraception h/o p.7)


OCP C/I: see #10

3.
Cervical Cap Fitting: 
Must be directly over cervix, w/ no gaps and not easily dislodged, however if it can’t move around at all, not a good fit. Suction should create a dimple, may need a small spin to create dimple. Should not be able to feel cervical neck. Four sizes available: 22, 25, 28, 31cm.

(Contraception h/o p.11)

Diaphragm fitting:

Pre-measure w/ 2 fingers just beyond cervix, making mental note where on your index finger the front of her pubic bone is hitting. Pick the diaphragm that best fits that measurement. Cervix should be within the dome and edges should be snug against the vaginal walls. Rim should be one fingers width from the pubic bone. Have her stand up and move around to recheck the fit. She should not feel it.


(Contraception h/o p.10)

4. 
Effectiveness of birth control methods:


OCPs


99%


DMPA


99%


Norplant

99%


IUD


96-99%


Condom (male)

60-98%


Diaphragm

82-94%


Cevical Cap

82-94%


Spermicide

79-97%


Tubal ligation 

99%


Sponge


72-94%


Symptothermal

86-97%


Condom (female)
79-95%


RU486


92-97%


ECPs


75%


(Contraception h/o and Hudson text p. 76-77)

5. 
Proper use of birth control methods:

OCP: Taken QD, same time. Missing pills decreases the effectiveness. Can be taken cyclical for 21d w/ 7d off or continuous w/ no menses. If 1st day start is menses, protected from beginning, however if use Sunday start need alternate from of BC 1st month. No STD protection.

DMPA: Quarterly injection of 150mg progestin that inhibits ovulation for 4 months. Need to use alternate BC first 2 weeks. Pt in monogamous relationship.

Norplant: Surgical procedure of inserting 6 flexible rods of progestin that inhibits ovulation for 5 years. Requires surgical removal. Pt in monogamous relationship.

IUD – in office procedure of insertion involves paracervical block. Strings are trimmed to 4cm and pt must check periodically. F/U in 3mo to confirm IUD presence and evaluate for bleeding. Back-up method should be used for first 3 mo bc most likely to be expelled then. Best for monogamous relationship, gravida 1 or no desire to have children.

Male condom- must leave ½ “ space at end and then unroll condom onto penis. Do not use oil based lubricant bc degrades latex. Base of condom should be held during withdrawl. Viruses may pass through natural condoms.

Female condom- ring w/ closed dome is inserted into the vagina, open end remains outside. It is prelubricated w/ silicone and is disposed after one use. Should not be used w/ male condom.

Spermicide- if using alone, insert directly into vagina with applicator 15-30 min prior to intercourse and w/ each subsequent act

Sponge- insertion up to 24hr before intercourse, no need for application of spermicide for repeated intercourse.

Diaphragm – fill 1/3 w/ spermicide prior to insertion  (if intercourse occurs again w/in 6-8hr insert more spermicide w/ applicator, do not remove diaphragm). To insert, squat and press edges together w/ dome facing down, pushing forward rim as far as possible, making sure it is behind pubic bone. Check to ensure cervix is completely covered. Must be inserted at least 2hrs prior to intercourse and left in min 8 hr and max 24hr after intercourse. Do not use during vaginitis, UTI, HSV, HPV or PID. Diaphragm care- wash w/ warm water and mild soap, pat dry. Dust w/ cornstarch and store in cool, dry, dark place. Check regularly for holes and cracks. Replace at least every 2y.

Cervical cap – fill 1/3 w/ spermicide (no need for more if subsequent intercourse). Press edges together w/ dome facing down, insert as far as possible. Ensure cervix is completely covered and there is a good seal. Must be inserted ½ hr befor eintercourse and left in min 6 hr and max 48hr after intercourse. Do not use during vaginitis, UTI, HSV, HPV or PID. Cap care – same as diaphragm.

Fertility awareness- see #7.

ECPs- see #12

Non-surgical abortion- see #13

(Contraception h/o)


Latest birth control options:


OCPs – Cyclessa- triphasic with desogestrel : 25ug E

- 15ug E

-  Seasonale: 84 active tablets, followed by 7d placebo

IM Injection – Lunelle: 25mg MPA plus E, given monthly

Implants – Jadelle: 4 rods last for 3y

-  Implanon: single 4cm rod last for 3y, contains etonorgestrel

Hormonal Vaginal Ring – NuvaRing: leave in for 3 wks, out 1wk, releases etonorgestrel and ethinyl estradiol

Transdermal hormones – EVRA: patch releases ethinyl estradiol and 17-deacetylnorgestimate

IUD – Mirena: releases levonorgestrel, diffuses out slower than Prog, 5y use 

(Contraception h/o, last pg)

6.      IUD mechanism: small flexible device made of Cu (IUD- Paraguard, lasts 10y) or progestin (IUS- Progestasert, lasts 1y) is inserted into uterus by Dr. Effective immediately and acts by reducing sperm swimming ability and preventing the sperm form reaching and fertilizing egg.

IUD C/I: see #2

(Contraception h/o p.7)

7.  
Fertility Awareness Method:

Calendar: Must record cycle lengths for 6mos, then estimate fertile period by subtracting 18d from shortest cycle and 11d from longest. This is the period of time to avoid sex i.e. short cycle 26d, long cycle 32d, abstain from days 8-21.

Cervical Mucus: Distinguish fertile mucus (clear, thin, stringy egg-white) and non-fertile mucus (cloudy, sticky, cream, thick and watery). Abstinence from onset of fertile mucus and for 3d later. Also cannot have intercourse on consecutive days during post-menses, pre-ovulatory period bc semen can obscure cervical mucus.

Basal Body Temperature (BBT): Record BBT before getting up in the morning. Ovulation is signaled by rise sustained rise of 0.4(F which is assoc w/ prog production from corpus luteum. Abstinence is from onset of menses to 3rd day of elevated temp.

Symptothermal: all three above methods combined

Most indicated for: women with regular cycles, good at charting, ok w/ getting pregnant, can tolerate abstinent periods, can keep track of bodily signals indicating fertility and religious, medical or other reasons prevent them from using other forms of birth control.

Circumstances less recommended:  those which alter physiology – fever, vaginitis, change in sleep/wake cycles

(Contraception h/o p.12)

8. 
Hormonal birth control (OCP, Norplant and DMPA) works by inhibiting FSH and LH secretion thereby inhibiting ovulation, also thickens cervical mucus which helps prevent sperm from reaching egg and causes endometrial changes that reduce likelihood of implantation.

(Contraception H/O p. 5-6, PDR)

9.
OCP dose combinations and possible indications for use: 


Monophasic- constant dose of same amount of E and P. Good for decr mood swings.


Biphasic- vary level of hormones throughout cycle for 7 and 14 days


Tryphasic- vary level of hormones at each of 3 weeks

Mini Pill- progestin only, same dose QD, no placebo pills. Good for women who shouldn’t      take E or are breast feeding.


(Contraception h/o p.4)

Combinations of hormones in particular dose and form can be chosen to fit clinical picture i.e. For pt who has sx of prog deficiency (prolonged menses, menorrhagia, severe cramps) use OCP w/ high progestational activity. For pt w/ estrogen excess sx, use low estrogenic activity OCP.

(** see contraception h/o p.3 for complete list of sx assoc w/ hormone levels)

10. 
OCP possible side effects: ( vitamins C, B1, B2, B6, B12, FA, (serotonin, ( minerals Zn, Mg, ( HDL, ( total chol, ( glu tolerance, cause break through bleeding (BTB), amenorrhea, vaginitis, bad PAPs, chloasma, dizziness, hair loss fatigue, HTN, N/V, leg cramps, weight gain, irritability and depression, blood clots, headaches, ( MI incidence, ( risk of CVA, possible ( breast CA risk, fertility problems, ocular lesions.

OCP C/I: smoker, pituitary prolactinoma, PIH, post-partum, epilepsy, gallbladder dz, hemorrhagic d/o, hepatic dz, hyperlipidemia, perimenopause, neoplasia of liver or breast or other known or suspected E dependent neoplasia, sickle cell dz, SLE, thrombophlebitis, thromboembolism or history of DVT, coag d/o, thyroid d/o maybe, congenital heart dz, valvular dz, diabetic vascular compromise, elective surgery, HTN, migraines, MVP, adenocarcinoma of cervix, jaundice with prior OCP use, known or suspected pregnancy, undiagnosed abnormal vaginal bleeding, cerebrovascular or CAD

OCP risks: ( possible risk of breast CA, ( risk ovarian CA and endometrial adenocarcinoma, ( risk of PID, ( fibroadenomas and fibrocystic breast dz, ( functional ovarian cysts, ( iron deficiency anemia due to decr blood loss, (dysmenorrhea
(Contraception H/o p.4, Hudson text p.73-74, PDR)

11. 
OCP/Drug interactions: Some may decrease the effectiveness of the pill such as anticonvulsants and antibacterials/virals/fungals, while the combination of OCPs with other drugs may cause adverse effects such as increase blood thinning or exacerbate treated depression. The list of drug interactions includes acetaminophen, alcohol, beta blockers, St. John’s Wort, bronchodilators, corticosteroids, hypoglycemics, tricyclic antidepressants, vitamin C and anti-hypertensives. 

(Contraception H/O p.4, PDR)


12.
When you would prescribe ECPs (emergency contraceptive pills): if suspecting method of birth control failed or was absent and intercourse occurred within last 72hrs. Will not work if pt is pregnant. Should not be a method woman relies upon for regular birth control.

Dose: Preven- 0.25mg levonorgestrel and 0.5mg ethinyl estradiol, BID   (12hrs apart)



Plan B- 0.75mg levonorgestrel BID (12hrs apart)

· if taking anti-nausea meds, do so 1hr prior to ECP

· if vomiting occurs after first dose, can insert 2nd dose vaginally

(Contraception h/o p.13)

13.
Standard regimen of non-surgical abortion (RU486):

Involves first counseling and  preparation for surgical abortion in case of failure. On Day1 take 600mg Mifepristone po under Dr supervision, on Day 3 pt returns to be assessed for expulsion of pregnancy, clinically or w/ ultrasound. If has abortion has not occurred, then take 400mg Mifepristone po and stay at clinic to be monitored for 4 hrs or until condition is stable. Pt may expel pregnancy w/in 1-2 hrs w/ relative comfort. F/U: if complete expulsion has not been previously confirmed, pt returns on day15 for f/u.

RU486 C/I: confirmed or suspected ectopic preg or undx adnexal mass, IUD in place, chronic adrenal failure, current longterm systemic corticosteroid use, hx of allergy to mifepristone, misoprostol or other prostaglandins, hemorrhagic d/o or concurrent anti-coag tx

RU486 Side effects: discomfort/cramps, nausea, surgical abortion, bleeding for 9-13d and up to 67d, heavy bleeding, retained tissue

(Contraception h/o p.14)
Objectives for Abnormal Uterine Bleeding-Parisa Saeedi-Mepham

1) Define the terms menorrhagia, metrorrhagia, menometrorrhagia, polymenorrhea, oligomenorrhea, and dysfunctional uterine bleeding:
Menorrhagia – heavy and/or prolonged menses 

Metrorrhagia – intermenstrual bleeding

Menometrorrhagia – heavy and irregular intermenstrual bleeding

Polymenorrhea – frequent menses

Oligomenorrhea – infrequent menses

Dysfunctional uterine bleeding – uterine bleeding without organic cause

References: Week 6 lecture handout – “Abnormal Uterine Bleeding”

2) List the common organic causes of abnormal bleeding:

Organic disorders are all benign causes of bleeding that are not hormonal and include systemic health problems (ex. coagulopathy, hypothyroidism, severe liver disease), abnormal pregnancy, foreign bodies (ex. IUDs), trauma (ex. intercourse), infections, and growths (uterine fibroids, polyps, adenomyosis, endometriosis).

References: “Women’s Encyclopedia of Natural Medicine”. P.1

3) List the common causes of abnormal bleeding associate with ovulatory cycles:

Anovulation, luteal phase defects, exogenous hormones, stress, corpus luteum cysts

References: Week 6 lecture handout – “Abnormal Uterine Bleeding”

4) List the common causes of abnormal uterine bleeding associated with anovulation:

Somewhat of a difficult question but Dr. Hudson read over the following and said it was fine. The take home message is in italics.

Most patients with DUB are anovulatory. The exact cause is not understood but probably represents dysfunction of the hypothalamic-pituitary-ovarian axis, resulting in continued estrogenic stimulation of the endometrium which outgrows its blood supply, partially breaks down and is sloughed in an irregular manner.

Reference: “Current Obstetric and Gynecologic Diagnosis & Treatment”. P.667

DUB – adolescents account for 20% of DUB cases due to hypothalamic immaturity after 1st menstrual cycle. Perimenopausal women account for 50% due to waning ovarian function.

References: “Women’s Encyclopedia of Natural Medicine”. P.3

Most cases of anovulatory bleeding are examples of estrogen withdrawal or estrogen breakthrough bleeding.  The heaviest bleeding is secondary to high sustained levels of estrogen associated with PCOS (usually not heavy bleeding), obesity, immaturity of the hypothalamic-pituitary-ovarian axis as in postpubertal teenagers, and late anovulation, usually involving women in their 30s and 40s. 

Reference: “Clinical Gynecology, Endocrinology & Infertility.  Third Edition. P. 235

5) Understand the pertinent diagnostic procedures and when to use them to distinguish these causes:

Medical Hx: menstrual hx, FHx, contraceptive practices, systemic illness, medications, bleeding hx, abuse

PE: vital signs, PE (look for ecchymosis, petechiae, hepatosplenomegaly, abdominal masses, hirsutisms, abuse), speculum, bimanual, assess affect and mental health

Labs: HCG, CBC, TSH and T4, coagulation profile, BBT and ovulation kit, LH/FSH, serum progesterone, testosterone, DHEA

Other: pelvic U/S, SIS, EMB, hysteroscopy, laparoscopy, STD testing, Pap

References: Week 6 lecture handout – “Abnormal Uterine Bleeding”

6) Understand the presentation, diagnosis, and prognosis of endometrial hyperplasia and uterine cancer:

Endometrial hyperplasia is the increased growth of the lining of the uterus and subsequent thickening.  May occur at any age but mainly in older women. Can be simple or complex, atypical or without atypia. 

Presentation: Irregular changes in menstrual cycle but not typically heavy menses.  Abnormal uterine bleeding (usually intermenstrual, can be heavy or spotting).  

Diagnosis: pelvic ultrasound – will detect thickening.  Biopsy – to further evaluate situation.

Prognosis – Most cases revert back to normal either spontaneously or with hormonal treatment. Some progress to cancer of the endometrium (uterine cancer), most common malignancy of female genital tract and accounts for 7% of all cancers in women. The most common symptom associated with endometrial cancer is abnormal uterine bleeding, typically in the form of spotting, especially in postmenopausal women.

References: “Women’s Encyclopedia of Natural Medicine”. P.2-3

7) Be familiar with the role of Vitamins A, Vitamin C, bioflavonoids, Chaste tree, Shepherd’s purse, Cinnamon, and Ginger in the management of abnormal uterine bleeding:

Vitamins A: deficiency can be contributing factor in menorrhagia. Deficiency impairs enzyme activity and hormone production in ovaries of animals.  Dose: 60000 IU/day for 1-3 months, 10000-25000 IU ongoing, if necessary.

Vitamin C: Helps reduce heavy bleeding by strengthening the capillaries and preventing their fragility. It helped increase iron absorption and important for women who have acquired iron deficiency anemia from menstrual blood loss, Dosage: 2000-4000mg/day.

Bioflavonoids: ability to reduce heavy menstrual bleeding by strengthening vessel walls of capillaries in women with menorrhagia.  Have an anti-estrogen effect on the uterus by occupying receptor sites and limiting estrogen-stimulating effect on endometrium which can help reduce bleeding.  Dose: 1000-2000 mg/day.

Chaste tree: most important herb to normalize and regulate the menstrual cycle.  Acts on hypothalamus and pituitary glands to increase LH and mildly inhibit FSH = “progesterone-like” effect. Ability to rise progesterone levels is indirect effect.  Also inhibits prolactin release by pituitary. Dose: Liquid extract 30-60gtt/day or standardized extract 175-215mg/day.

Shepherd’s purse: mild astringent containing saponins, choline, acetylcholine, and tyramine, all likely to help female reproductive health.  Can coagulate blood and good for both semi-acute situation and chronic recurring episodes of DUB. 

Cinnamon: traditional herb for semi-acute and acute blood loss. Maybe toxic with inappropriate doses.  Dose: 1-5 gtt Q 3-4 hours.

Ginger: has been shown to inhibit prostaglandin synthetase, the enzyme related to the altered PG-2 ratio associated with excessive menstrual loss.  Gingerol is the most potent constituent. Ginger inhibits PG and leukotriene formation and is therefore anti-inflammatory; anti-inflammatory agents are effective in reducing the flow of heavy and protracted menses.  Dose: 1-4 grams of dry powder daily (for semi-acute blood loss).

References: “Women’s Encyclopedia of Natural Medicine”. P.6-10

8) Understand when and how to use estrogens, progesterone and progestins in the management of chronic abnormal bleeding as well as acute hemorrhage:

Natural progesterone – cyclic natural progesterone can be used to correct infrequent menses, heavy menses, and sometimes intermenstrual bleeding. This therapy substitutes for what the body is not producing due to lack of ovulation. Dosing is dependent on the delivery system and characteristic bleeding problems. DUB – amount of progesterone must be adequate to convert the endometrium for complete sloughing, Menorrhagia – continuos progesterone.

Dose: 200mg equivalent to 10mg of synthetic progestin. Oral – 100mg BID for 7-12 days/month for infrequent menses, menorrhagia, intermenstrual bleeding. Cream (400mg/oz) – ¼-1/2tsp BID/TID for 12-21 days/month for mild menorrhagia, infrequent menses, intermenstrual bleeding. Sublingual – 50-75 mg BID for 12-21 days for mild menorrhagia.

Natural Estradiol – to control acute bleeding episode just as effective as conjugated estrogens. 

Dose – 2mg Q 4 hours for 24 hours, a single daily dose for 7-10 days, followed by oral micronized progesterone, 200mg for 7-12 days.

Conventional Tx of DUB – Progestin is tx of choice for long term management of anovulatory DUB. To control acute bleeding episode, 10mg of oral conjugated estrogens daily in divided doses (QID). Once bleeding stopped therapy continued for 21 days with addition of 10mg progestin daily for last 7-10 days.

References: “Women’s Encyclopedia of Natural Medicine”. P.10-12

9) Know when to refer for acute menorrhagia:

Acute – new episode of intense, abrupt bleeding

Dr. Hudson’s guidelines: bleeding that meets or exceeds saturation of a super tampon and heavy pad every hour for 6-8 hours or more, requires prescription hormone intervention. Bleeding that is even more severe will require immediate medical attention to assess the need for a surgical intervention and management of the dangers of acute blood loss.

References: “Women’s Encyclopedia of Natural Medicine”. P.13

Amenorrhea - Sara

1)  Basic principals in menstrual fxn: (see p16 of her book, picture on p17)

CNS:

1. hypothalamus secretes GnRH that regulated pituitary fxn

2. ant pituitary produces LH and FSH that govern ovarian fxn

3. overies respond to gonadotropins by synth estradiol and progesterone

menstrual cycle:

1. menstrual phase= days 1-5; estrogen and progesterone withdrawn before onset of flow; endometrial lining is shed

2.  proliferative phase (follicular)= 6-14; regrowth of endomentrial tissue; secretion of FSH; development of mature egg; secretion of estrogen by graafian follicle; when estrogen become high, FSH is suppressed, which leads to LH secretion

3.  secretory phase (Luteal)= day 15-28; ovulation; corpus luteum forms at sight of ruptured follicle; corpus luteum produces progesterone; progesterone stimulates endometrial cell growth; if implanation does not occur, progesterone decreases and menstrual phase begins

2)  Primary amenorrhea means no vaginal bleeding has ever occurred by age 16.  Secondary amenorrhea means that vaginal bleeding has occurred but has now ceased for 3 months if the patient has a history of regular cycles, or 6 months if she has a history of irregular cycles.

3) Common reasons for primary and secondary amenorrhea-

Three most common causes of primary amenorrhea- 

· 40% are due to chromosomal defect with failure of gonadal development

· absence of a vagina

· testicular feminization syndrome, “psudohermaphrodites” (Jamie Lee Curtis).  Young girls with inguinal hernia may actually be part of undecended testes.  

Causes for primary and secondary may be overlapping.

Can classify causes of primary and secondary by:

· disorders of the vaginal and uterus

· disorders of uterus

· disorders of anterior pituitary gland

· disorders of central nervous system

Causes for secondary amenorrhea include:

· uterine causes- not enough uterine lining, hypo menorrhagia, e.g. Asherman’s syndrome

· CNS causes- sarcoidosis, TB, drugs(OCPs, antihypertensives), stress and exercise, weight loss, anorexia, malnourishment, hypothalamic disorders(PCOS, functional hypothalamic amenorrhea)

· Pituitary causes- neoplasms, non-neoplastic lesions

· Ovarian- autoimmune, genetic. 

4) Know what is important in a medical history when probing the investigation of amenorrhea:

· Menstrual history

· Family history

· Anorexia bolemia

· Chaotic eating; radical diets.  (Vegan, breatharians…)

· Malnutrition

· Chronic illness

· Excessive exercise

· Stress (psychological- breakups, money, and job…)

· Endocrine system problems (PCOS)

5) Know evidence that might be detected on a physical examination in supporting different causes of amenorrhea:

· Secondary sex characteristics

· Imperforate hymen (blood not getting out, abdominal swelling and tenderness)

· Sexual development (breast development.)

· Vaginal patency; vaginal agenesis

· Weight (PCOS can present with over or underweight individuals)

· Signs of hirsutism (acne, hair patterns- facial, male balding, nipple, abdominal)

6) Diagnostic workup:
pregnancy test
TSH to r/o hypothyroidism
prolactin to r/o prolactin-secreting pituitary neoplasm
progesterone challenge to differentiate between anovulation, ovarian failure, uterine abnormalities, and other causes.
Testosterone and DHEAS if PCOS is suspected or to r/o androgen-producing tumor or adrenal neoplasm.
Later considerations: X-ray, CT, or MRI to check for pituitary neoplasm.  FSH, LH
(see flowchart handed out in class)

7)  Conventional management: (p26 of her book)

Treatment is based on determining an accurate diagnosis as discussed above.  The categories and treatments are as follows:

1. hypergonadotropic hypogonadism: this refers to primary amenorrhea, and hormone replacement therapy is recommended to prevent osteoporosis and heart disease.  The HRT is accomplished with .625 mg of Premarin days 1-25 with added 10 mg of Provera on days 16-25.  Each cycle of medication is initiated on the first day of every calendar month.

2.  hyperprolacinemia:  treatment with dopamine agonists will decrease prolactin secretion and tumor growth.  Sometimes they resort to surgery when the tumor doesn’t shrink.

3. hypogonadotropic hypodonadism: the is the category where no organic etiology can be determined, and if often due to extreme weight-loss.  Depending on the underlying disease (e.g. anorexia nervosa), the patient may need to be hospitalized or placed in a controlled environment until their weight is stabilized.  If ovarian function isn’t thus restored in at most 12 months, than hormone replacement therapy should be considered..  Sometimes women in this category are given injections of GnRH.

4. chronic anovulation:  the problem in this group is continued exposure to estrogen that is not opposed by progesterone.  This often causes the endometrium to become hyperplastic.  Treatment involves progestin regimens.  Sometimes anti-estrogen agents such as clomiphene and tamoxifen are given to induce ovulation and restore fertility.   

8) (same as #3) 

9) Clinical and physiological presentation of PCOS:

· Infertility

· Androgen excess- hair

· Obesity in 70%

· Ovaries are enlarged smooth, have thickened capsules, or normal size.

· Typically contain many 2-6mm follicular cysts, and thecal hyperplasia surrounds the granulosa

· Large cysts may be present with atretic cells

· Most patients have abundant cervical mucus and elevated free estrogens.



10) Progesterone challenge test: Provera (MPA) 10 mg qd x 10 days OR natural progesterone (OMP) 400 mg qd x 10 days.  This test assesses whether the ovary is producing enough estrogen to prime the uterus so that bleeding occurs when the progesterone is withdrawn.  If there is a withdrawl bleed, the most likely cause of the amenorrhea is anovulation.  If no withdrawl bleed occurs, the next step is to give estrogen and progesterone (OCPs, 20-35 mcg estrogen) for one month.  If still no withdrawl bleed, the etiology is probably a uterine abnormality.  If a withdrawl bleed occurs, the possible etiologies include hypothalamic amenorrhea, ovarian failure, and pituitary tumor.  (see flowchart)


11)  How to formulate bi- and tri-estrogen natural hormone formulations (p172 in her book)

triestrogen(dosed 1 cap BID):  .625 mg Premarin/ 2.5 mg Provera=

     1 mg estriol/ 0.125mg estradiol/ 0.125mg estrone/ 40 mg oral micronized progesterone

biestrogen(dosed 1 cap BID):  .625 mg Premarin/ 2.5 mg Provera=

     1 mg estriol/ 0.250 estradiol/ 40 mg OMP

12)  OCs vs HRT in amenorrhea:  I had a hard time finding this.  In her book she seems mostly to refer to HRT.  In her notes she did mention that hypogonadotropic hypogonadism may require OCPs because HRT is “too low.”  Maybe someone else has some class notes that would answer this question better?    

13) Mechanism and use of Vitex:  Vitex acts on the hypothalamus and pituitary glands ton increase LH production and mildly inhibit release of FSH.  This results in a shift in the ratio of estrogen to progesterone, in favor of progesterone.  Note this is an indirect effect and not a direct hormonal action.  Vitex also inhibits prolactin secretion.  It is used to treat secondary amenorrhea caused by lack of ovulation and therefore lack of progesterone production..  It takes effect after 3-4 months.  The recommended dose is 40 drops of tincture or 175 mg of standardized extract per day. 

14) Herbs (p22 and 10 in her book)

Uterine Stimulents
Partiridgeberry/ squawvine (Mitchella repens)
Yarrow (Achillea millefolium)

Chaste tree (Vitex agnus castus)

Pennyroyal (Mentha pulegium)

Mugwort (Artimesia vulgaris)
Blue Cohosh (Caulophyllum thalictroides)

Water Pepper (Polygonum hydropiper)
Uterine Tonics
Dong quai (angelica sinensis)

Blue Cohosh

Helonias (Chamaelirium luteum)

Squawvine (Mtichella repens)

Raspberry Leaves (Rubus idaeus)

Life root (Senecio aureus)

Phytoestrogenic
Alfalfa (Medicago sativa)

Black Cohosh (Cimicifuga racemosa)

Dong Quai (Angelica sinensis)

Flaxseed (Linum usitatissimum)

Ginseng (Panax ginseng)

Hops (Humulus lupulus)

Licorice (Glycyrrhiza glabra)

Red Clover (Trifollium pratense)

Progesteronic
Bloodroot (Sanguinaria Canadensis)

Blue Cohosh

Fenugreek (Trigonella foenumgraceum)

Sarsaparilla (Smilax officinalis)

Wild Yam (Dioscorea)

Yucca (Yucca spp)
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